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THE  EVOLUTION  OF  MEDICAL 

TEACHING  IN  NEW  ORLEANS.* 

ERNEST  S.  LEWIS,  M.  D., 

New  Orleans. 

The  medical  department  of  the  Univer- 
sity of  Louisiana,  since  1834,  now  Tulane 
since  1884,  is  the  oldest  medical  college  in 
the  southwest  and  had  existed  as  a private 
institution  since  1831.  When  merged  in 
the  University,  it  was  its  sole  depart- 
ment; the  law  and  academic  being  estab- 
lished later. 

The  rights  and  privileges  it  possessed 
prior  to  the  change  were  not  materially 
affected,  it  was  practically  autonomous 
until  during  the  deanship  of  Dr.  Chaille, 
by  faculty  vote  it  became  in  deed,  and  in 
fact,  an  integral  part  of  the  university. 

I matriculated  at  the  opening  of  the  ses- 
sion of  1859-60,  sixty-eight  years  ago.  The 
teaching  staff  numbered  nine,  including 
two  demonstrators  of  anatomy.  There  was 
no  entrance  examination,  to  read  and  write 
were  the  only  requirements.  Each  profes- 
sor collected  the  fees  for  his  lecture  card, 
later  this  was  assumed  by  the  dean  and 
after  the  surrender  at  the  headquarters  of 
the  university. 

Two  annual  sessions  of  four  months  each 
were  required  for  graduation.  In  1879  it 
was  extended  to  four  and  a half  months. 


*This  address  and  the  following  three  addresses 
were  delivered  at  the  Semi-Centennial  Anniver- 
sary of  the  Orleans  Parish  Medical  Society,  May 
7,  1928. 
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a few  years  later  to  five,  and  in  1893  to 
six  months;  after  1909  to  nine  months. 

The  course  of  instruction  in  my  student 
days  consisted  in  attendance  on  seven  lec- 
tures daily,  one  of  them  clinical  in  the 
amphitheatre  of  the  Charity  Hospital,  two 
hours  of  bedside  clinics  in  the  wards  with 
no  division  of  the  students  in  classes  until 
1869,  and  two  hours  of  dissection  in  the 
laboratory  of  practical  anatomy.  I at- 
tended but  one  course  of  lectures  having 
become  an  interne  of  the  Charity  Hospital 
at  the  close  of  the  session  which  exempted 
me  from  attendance  on  lectures  and  was 
not  regretted  as  I profited  far  more  from 
my  hospital  experience. 

The  examinations  were  oral  until  about 
1902,  when  written  were  required.  Ignor- 
ance and  illiteracy  characterized  the  mental 
equipment  of  the  majority  of  the  student 
body,  which  did  not  improve  until  many 
years  after  the  Civil  War.  The  examina- 
tions were  perfunctory  and  superficial, 
with  but  few  rejections. 

No  change  occurred  in  the  staff  until 
11867  when  a lecturer  and  instructor  was 
appointed  for  eye  and  ear  affections:  a 
year  later  chiefs  of  clinics;  in  1886,  a lec- 
turer and  clinical  instructor  for  diseases 
of  the  skin;  in  1887,  a pharmaceutical 
laboratory  for  pharmacy  students  only;  in 
1889,  a laboratory  of  histology  and  bacte- 
riology and  a demonstrator;  in  1890,  one 
lecturer  and  clinical  instructor  of  physical 
diagnosis,  and  also  one  for  diseases  of 
children,  and  in  1891,  one  lecturer  and 
clinical  instructor  on  minor  surgery. 
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As  Dr.  Chaille  states,  from  whose  his- 
torical summary  I obtained  these  data,  the 
number  of  special  studies  in  all  branches 
of  medicine  taught  were  largely  increased 
between  1885  and  1891,  from  11  to  16,  the 
laboratories  fi'om  2 to  5,  and  the  number 
of  teachers  from  19  to  41,  and  marked  the 
first  notable  evidence  of  progress  since 
1834. 

The  only  thing  noteworthy  from  that 
date  until  11909  was  the  admission  of 
women  to  medical  studies,  to  whom  that 
privilege  had  been  granted  many  years 
before  in  the  pharmaceutical  course. 

In  1903,  the  Richardson  Memorial,  now 
the  Hutchinson,  was  completed  and  occu- 
pied, with  well  equipped  laboratories  of 
pharmacy,  chemistry,  practical  anatomy, 
microscopic  ond  operative  surgery.  In 
1909,  the  Richardson  Memorial,  with  its 
well  equipped  laboratories  was  opened  and 
occupied  for  the  use  of  the  first  and  second 
course  students,  very  much  to  their  advan- 
tage in  the  study  of  the  elementary 
branches. 

While  progress  continued  slowly  from 
1901,  it  assumed  a phenomenal  rise  from 
1909  to  the  present  day.  The  annual  ses- 
sions were  extended  to  four  years  of  nine 
months  courses  each  and  for  entrance  re- 
quirements, a first-grade  teacher’s  certifi- 
cate and  a year  of  academic  studies,  since 
increased  to  two  years,  and  perhaps  later 
to  an  academic  degree,  as  required  in  some 
of  the  Northern  colleges. 

Besides  the  changes  mentioned  was  the 
infusion  of  new  blood  in  the  appointment 
of  four  men  of  distinction  as  chiefs  of 
departments,  two  of  whom  still  continue  in 
the  faculty.  Two  others  of  like  distinction 
in  the  medical  world  were  secured  as  chiefs 
of  the  Chairs  of  Medicine  and  Surgery, 
within  recent  dates,  who  will  give  their 
undivided  attention  to  college  work  and  not 
to  outside  practice  as  was  heretofore  per- 
mitted the  chiefs  of  the  practical  chairs 
which  was  not  to  the  best  interests  of  the 
students  and  university;  a wise  and  pro- 


gressive measure  but  recently  adopted  by 
the  faculty  and  Board. 

The  teaching  facilities  have  been  greatly 
enlarged ; there  are  in  active  operation, 
ten  teaching  and  ten  department  labora- 
tories. The  staff  now  numbers  one  hun- 
dred and  fifty-one,  disposed  as  follows: 
ten  to  anatomy,  ten  to  physiology,  five  to 
materia  medica  and  pharmacy,  four  to  bio- 
chemistry, nine  to  pathology  and  bacte- 
riology, eight  to  pediatrics,  forty-four  to 
medicine,  thirty-five  to  surgery,  two  to 
tropical  medicine.  This  permits  the  divis- 
ion of  students  into  small  sections,  which 
enables  them  to  be  more  efficiently  taught. 

Among  the  causes  most  effective  in  over- 
throwing preconceived  notions,  views  and 
theories  entertained  and  taught  dogmati- 
cally in  the  schools  regarding  diseases  of  a 
contagious  and  infectious  nature,  was  the 
discovery  by  Pasteur  and  other  eminent 
scientists  of  the  role  of  micro-organisms  in 
their  production,  which  established  the 
germ  theory  of  infections  and  contagions, 
conveyed  in  many  instances  by  insect  car- 
riers, as  the  mosquito,  the  flea,  fly  and 
other  insects. 

This  knowledge  led  to  the  destruction  of 
the  mosquito  and  its  breeding  places,  ban- 
ished yellow  fever  from  our  midst,  and  the 
wholesale  slaughter  of  rats  and  their  flea 
carrier  of  bubonic  infection,  of  which  we 
had  a few  sporadic  cases,  no  doubt  pre- 
vented its  spread.  Furthermore,  we 
learned  to  utilize  our  enemies,  dead  and 
alive,  in  manufacturing  vaccines,  anti- 
toxins, serums  for  immunization  and  cures 
as  is  done  now  every  day  in  typhoid  fever, 
rabies,  diphtheria  and  other  affections. 
The  roentgen-ray  having  come  into  use 
shed  further  light  on  the  organs  of  the 
cavities  as  to  their  relations,  normality  or 
abnormality  and  pathological  states.  Great 
strides  have  been  made  in  regional  studies, 
heart,  lungs,  digestive  and  other  organs  of 
the  body,  necessitating  far  more  intensive 
study  and  instrumental  skill,  possible  to  ac- 
quire in  the  course  of  studies  for  the 
doctorate  to  attain  efficiency,  which  of 
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necessity  developed  specialization,  as  also 
the  great  advance  along  all  lines  of  medi- 
cal teaching. 

In  surgery  and  obstetrics  bacteriological 
discoveries  proved  as  revolutionary  as  in 
medicine  after  successful  measures  were 
adopted  giving  protection  from  infection. 

It  extended  the  field  of  surgical  activi- 
ties to  the  abdomen,  removed  the  fear 
attending  opening  the  peritoneal  cavity 
which  general  fatalities  attending  on  such 
operations  in  the  past  had  endangered. 

Then  followed  an  era  of  the  most  bril- 
liant achievements  in  surgical  work,  which 
raised  surgery  to  the  highest  peak  of  glory. 
It  was  its  renaissance  and  that  of  medicine 
and  effected  radical  changes  in  medical  and 
surgical  teaching,  with  which  this  school 
kept  pace  and  some  of  the  earliest  pioneer 
work  in  abdominal  and  gynesic  surgery  in 
the  South  was  developed  by  one  of  its 
staff. 

So  large  had  the  field  of  medical  studies 
extended  that  division  of  labor  followed  as 
a necessity,  establishing  specialties  which 
side-tracked  the  family  doctor  and  his  ideal 
relations  with  the  families  in  his  clientele. 


Fear  of  Hospital  Is  Unwarranted. — Fear  of  the  hospital 
should  have  no  place  in  the  mind  of  the  modern  citizen. 
In  the  days  when  medical  science  partook  of  the  nature  of 
witchcraft,  mystery  pervaded  every  branch  of  its  practice. 
But  the  keynote  of  modern  scientific  medicine  is  confidence 
and  hope.  A hospital,  therefore,  is  a place  of  sympathy 
and  good  feeling,  a refuge  in  time  of  trouble.  Mr.  Oyler 
divides  hospital  critics  into  two  groups:  the  wiseacres,  who 
assume  an  air  of  omniscience  when  they  really  know  little : 
and  the  timid  of  spirit,  who  are  genuinely  fearful.  The 
hospital  critic  is  inclined  to  compare  the  hospital  unfavor- 
ably with  his  home,  his  club  and  his  hotel.  Mr.  Oyler 
believes  that  if  a fair  comparison  is  made  the  critic  will 
find  that  personal  service  is  carried  out  to  a surprising 
degree.  The  timid  type  of  person  is  afraid  because  of  the 
terrible  stories  he  has  heard  of  unpleasant  experinces. 
Most  of  such  stories  are  untrue  or  at  least  exaggerated. — 
Oyler-Weston,  Hygeia,  6:28,  1928. 


THE  EARLY  HISTORY  OF  THE 
ORLEANS  PARISH  MEDICAL 
SOCIETY. 

A.  E.  FOSSIER,  M.  D., 

New  Orleans. 

There  are  today,  in  the  Orleans  Parish 
Medical  Society,  just  a few  fortunate  mem- 
bers, who  can  send  recollections  reverber- 
ating to  the  period  of  the  incipiency  of  this 
Association.  The  more  numerous,  less 
favored,  ones,  became  participants  in  its 
activities  at  different  periods  of  its 
progress. 

I have  assembled  those  earlier  happen- 
ings, as  well  as  the  events  of  subsequent 
times,  in  the  following  modest  historical 
review. 

The  Orleans  Parish  Medical  Society  was 
organized  in  conformation  to  a resolution 
presented  by  Dr.  Chaille  at  the  first  con- 
vention of  the  State  Society  on  January 
14-15-16,  of  the  year  1878:  “That  every 

member  of  this  Association  be  charged 
with  the  duty  of  endeavoring  to  secure  the 
organization  of  a medical  society  in  each 
of  the  parishes  of  the  State,  prior  to  April, 
1879.” 

The  birth  of  the  Orleans  Parish  Medi- 
cal Society  was  heralded  in  the  following 
editorial  in  the  May  issue  of  the  New 
Orleans  Medical  and  Surgical  Journal  for 
the  year  1878,  as  follows: 

“A  meeting  of  medical  gentlemen  was 
held  on  Monday  evening,  April  22,  inst., 
to  establish  a parish  medical  society  in 
affiliation  with  the  State  Medical  Associa- 
tion. The  meeting  was  well  attended.  The 
only  action  taken  was  the  appointment  of 
a temporary  chairman.  Dr.  Logan,  of  a 
committee  on  permanent  organization,  viz: 
Drs.  Chaille,  Turpin  and  Herrick.  This 
committee  will  report  on  Monday  evening. 
May  6,*  when  it  is  hoped  that  the  ob- 
jects of  the  meeting  will  be  successfully 
accomplished.” 

And  that  Journal,  for  the  following 
month,  announced  in  an  editorial  entitled 
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“Orleans  Parish  Medical  Society,”  that 
under  this  title  a number  of  medical  gen- 
tlemen have  organized  a society,  which  is 
to  be  affiliated  with  the  State  Medical 
Association.  The  president  was  Dr. 
Charles  Turpin,  and  the  Vice-Presidents 
were  Drs.  S.  S.  Herrick,  Ernest  Lewis,  and 
J.  F.  Davidson.  The  secretaries  were  Dr. 
A.  B.  Miles  and  D.  Jamison. 

Thus  is  recorded  the  first  or  organiza- 
tion meeting  of  the  Orleans  Parish  Medical 
Society,  which  was  held  May  6,  1878. 

Dr.  Chaille  made  the  assertion,  that 
most,  if  not  all,  of  the  forty-six  physicians 
who  were  the  first  representatives  of  the 
Parish  of  Orleans  to  the  State  Medical 
Meeting  were  the  founders  of  the  Orleans 
Parish  Medical  Society.  This  role  of  honor 
comprises  the  following  names : Drs. 

W.  G.  Austin,  J.  C.  Beard,  S.  W.  Bemiss, 
Henry  Bezou,  C.  J.  Bickman,  W.  P.  Brewer, 
P.  C.  Boyer,  J.  C.  Carter,  S.  E.  Chaille, 
A.  Chastant,  Samuel  Choppin,  J.  P.  David- 
son, F.  S.  Drew,  J.  B.  Davis,  L.  A.  d’Es- 
tampes,  C.  Faget,  G.  C.  Faget,  J.  A.  G. 
Fisher,  A.  G.  Friedrichs,  G.  B.  Gaudet, 
A.  P.  Gourrier,  S.  L.  Henry,  S.  S.  Herrick, 
Joseph  Holt,  F.  Jamison,  Joseph  Jones, 
Thomas  Layton,  Samuel  Logan,  J.  P. 
Lehde,  E.  S.  Lewis,  F.  Loeber,  A.  B.  Miles, 
W.  S.  Mitchell,  Geo.  K.  Pratt,  T.  G.  Rich- 
ardson, M.  E.  Schlatter,  F.  D.  Schmidt, 
M.  Schuppert,  L.  F.  Solomon,  Howard 
Smith,  H.  S.  Steinau,  C.  H.  Tebault,  C. 
Turpin,  H.  A.  Veazie,  J.  M.  Watkins. 

The  circumstances  leading  to  the  organi- 
zation both  of  the  State  and  Parish  Socie- 
ties, as  well  as  their  purposes  and  aims,  are 
so  closely  interwoven,  that  a history  of  the 
latter  without  a perusal  of  the  former  is 
incomplete. 

Due  credit  must  be  given  to  the  Shreve- 
port Medical  Society,  and  to  the  defunct 
Plaquemines  Parish  Medical  Society,  for 
sounding  the  clarion  call,  which  assembled 
the  representatives  from  the  different 
parishes,  for  the  purpose  of  organizing  a 
State  Society  to  conform  to  the  plans  of 
the  American  Medical  Association.  In  an- 


swer to  the  appeal  of  these  two  societies, 
a circular  letter  calling  a medical  conven- 
tion to  convene  in  the  building  of  the  Medi- 
cal department  of  the  University  of  Lou- 
isiana, now  the  Tulane,  on  the  14th  day  of 
January,  1878,  was  issued  from  New  Or- 
leans. Dr.  Chaille  wrote  that  after  a 
session  of  three  days,  spent  in  perfecting 
an  organization  and  preparing  for  efficient 
future  action,  the  Society  adjourned  on 
the  sixteenth  of  January,  to  meet  in  New 
Orleans,  on  Wednesday,  April  9,  1879;  and 
that  the  proceedings  of  “the  first  and  only 
session”  have  been  published. 

That  year  the  Louisiana  State  Medical 
Society  sent  delegates  to  the  convention  of 
the  American  Medical  Association,  held  at 
Buffalo,  New  York,  and  was  represented  for 
the  first  time  in  that  body.  An  examina- 
tion of  the  Transactions  of  the  American 
Medical  Association  shows  that  Dr.  C.  P. 
Langworthy  and  Dr.  Ernest  S.  Lewis,  were 
present  at  that  meeting  as  representatives 
of  the  Louisiana  State  Medical  Society. 
The  Orleans  Parish  Medical  Society  was 
represented  by  Dr.  S.  L.  Henry.  Dr.  T.  G. 
Richardson  was  present  as  a permanent 
member  of  the  Association,  and  was  also 
its  President. 

This  history  would  be  only  an  epitome 
of  dry  events,  and  the  narration  of  unin- 
teresting facts,  without  a consideration  of 
the  motives,  the  sentiments  and  the 
reasons,  which  influenced  not  only  its  suc- 
cess, but  its  errors  and  frustations.  It  is 
also  befitting  that  the  prevailing  condi- 
tions existing  in  the  medical  profession 
antedating  the  founding  of  the  society  be 
analized. 

We  are  greatly  indebted  to  Joseph  Holt 
for  his  fearless  expose  of  the  chaotic  con- 
ditions existing  prior  to  the  advent  of  this 
Society,  whose  semi-centennial  we  are  cele- 
brating tonight.  His  presidential  address 
to  the  New  Orleans  Medical  and  Surgical 
Association  delivered  on  December  2,  1882, 
is  one  of  the  most  interesting  documents 
in  the  annals  of  the  history  of  the  local 
profession.  He  said : 


Fossier — The  Early  History  of  the  Oi  leans  Parish  Medical  Society 


5 


“Twelve  years  ago  (1870)  the  only  med- 
ical organization  existing  in  New  Orleans, 
after  a few  months  of  feverish  and  fretful 
life,  died  violently  and  was  buried  in 
merited  obscurity,  besides  its  predecessors; 
nearly  all  of  tender  age,  none  of  them 
honored  and  regretted  at  their  death. 
Anarchy  reigned  in  our  profession,  and 
our  wisest  men  had  well  nigh  abandoned 
hope.  Not  only  had  the  repeated  attempts 
to  establish  a permanent  organization 
failed,  and  this  time  disgracefully;  but  like 
noxious  weeds,  these  left  behind  them 
baneful  seeds  scattered  broadcast  upon 
the  fertile  soil  of  our  worse  selves. 
They  sprouted  and  grew  and  brought 
forth  fruits — hatreds,  incriminations  and 
recriminations,  back  - biting,  quarrelling, 
strife,  and  all  manner  of  uncharitable- 
ness. Even  casual  conversation  was  bur- 
dened with  the  recital  of  some  injurious 
story  or  severe  criticism  of  another.  With 
a few  exceptions  of  personal  predilection, 
physicians  avoided  each  other  with  sus- 
picion and  contempt.  The  spirit  of  Esau 
possessed  us.” 

A retrospection,  although  difficult  be- 
cause of  the  scarcity  of  medical  news  of 
that  time,  will  show  that  the  profession 
was  divided  into  two  camps : the  dissenters, 
and  the  oligarchy.  The  former  were  prin- 
cipally recruited  from  the  younger  doc- 
tors, whose  liberality  and  independence  is 
to  be  greatly  commended,  because,  today, 
we  are  indebted  to  them  for  the  high 
standard  of  ethics,  the  amicable  relation- 
ship and  the  spirit  of  tolerance,  which  have 
prevailed  in  the  profession  of  this  city 
many  years.  The  latter,  the  oligarchy, 
who  judging  from  the  remaining  records 
of  that  time,  from  the  writings  of  Dr. 
Joseph  Holt,  a contemporary,  and  from  an 
analysis  of  the  roster  of  the  officers  and 
members  of  the  New  Orleans  Medical  and 
Surgical  Association,  for  the  year  1873,  it  is 
logical  to  assert,  was  composed  principally 
of  the  older  doctors  and  the  teachers  of  the 
Medical  College.  Dr.  Holt  further  tells  us : 
“that  the  only  notion  of  an  Association  that 
coterie  had,  was  based  on  a huge  consti- 


tution; a lot  of  statutory  laws,  called  by 
them  a code  of  ethics,  which,  among  other 
things,  provided  for  the  establishment  of 
an  amusing  little  tribunal,  a sublime 
mimicry  of  magisterial  dignity,  called  a 
court  medical,  or  some  such  terrifying 
title,  that  proved  as  effective  as  a Chinese 
gong  in  a battle;  a sort  of  criminal  court 
or  inquisitorial  judiciary,  composed  of  a 
set  of  doctors,  some  of  whom  were  refresh- 
ingly immaculate  and  peculiarly  qualified 
as  censors.  These  were  to  say  whether  a 
man  was  to  be  humbled  and  declared  in 
public  disgraced,  or  acquitted,  or  pardoned. 
They  could  disgrace  but  could  not  ex- 
alt—jealousy  forbade!  However,  the  code 
was  all  right;  the  only  one  all  wrong  was 
the  egregious  simpleton  who  deliberately 
permitted  any  set  of  men  such  extraordi- 
nary authority  over  himself:  selling  his 
birthright  for  less  than  a mess  of  pottage. 
But  they  did  do  it!  and  history  has  re- 
corded that  the  very  men  who  were  fore- 
most in  enacting  the  laws  were  the  first  to 
defy  them.” 

In  1873,  a few  of  the  most  progressive 
and  active  members  of  the  profession  re- 
belled against  the  prevailing  conditions, 
and  with  the  hope  of  accomplishing  the 
much  needed  reforms,  established  the  New 
Orleans  Medical  and  Surgical  Association. 
Those  young  men  who  held  the  meeting  in 
which  that  society  was  conceived  were  rev- 
olutionists. Their  coup  d'etat  liberated  the 
profession  from  an  obnoxious  code  of 
ethics  which  provided  an  immunity  to  a 
privileged  coterie,  whilst  exerting  unrea- 
sonable constraint  on  a less  favorable 
majority. 

From  an  editorial  in  the  New  Orleans 
Medical  and  Surgical  Journal  for  the 
month  of  March,  1874,  the  following  is 
quoted : 

“During  the  latter  part  of  last  year 
some  of  the  physicians  of  this  city  de- 
termined to  found  a new  medical  associ- 
ation, who  thus  seem  to  have  resolved 
that  the  supiness  of  their  seniors  should 
not  become  a reproach  to  them.” 
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The  reproof  of  these  young  men  is  ex- 
pressed in  the  opening  clause  of  their 
constitution  and  rules  written  in  1873, 
which  reads:  “For  the  mutual  improve- 

ment, instruction  and  interchange  of  opin- 
ions and  observations,  the  discussion  of 
medical  subjects,  and  the  cultivation  of 
kindly  feelings  among  the  members  of  the 
medical  profession  of  New  Orleans,  the 
founding  of  a medical  association  is 
deemed  advisable.”  The  constitution  that 
was  framed  claimed  no  authority  outside 
of  the  meeting  room,  and  exacted  nothing 
more  than  regularity  of  attendance,  the 
payment  of  dues,  and  the  opening  of  dis- 
cussion when  appointed.  The  only  pro- 
visions for  membership  were  that  an  indi- 
vidual proposed  must  be  a regular  grad- 
uate of  medicine,  of  good  moral  standing; 
and  that  a proven  violation  of  the  criminal 
law  of  the  land  was  ipso  facto  an  expul- 
sion. The  following  were  the  signers  of 
that  declaration  of  independence:  Drs. 

F.  Loeber,  President,  and  W.  H.  Watkins, 
Secretary.  W.  P.  Brewer,  J.  J.  Castella- 
nos, J.  M.  Cullen,  Oscar  Czarnowski,  L.  G. 
Durr,  C.  A.  Gaudet,  V.  Grima,  S.  S.  Her- 
rick, Joseph  Holt,  R.  R.  Hopkins,  Frank 
Hawthorn,  0.  R.  Lanng,  Y.  R.  Lemonnier, 
Sam  Logan,  L.  F.  Solomon,  R.  J.  Mainegra, 
L.  S.  McMurty,  0.  W.  Perry,  A.  Pettit,  Jos. 
Schmittle,  F.  T.  Shepard,  E.  Souchon, 
Warren  Stone. 

It  is  a fact  that,  with  the  birth  of  the 
New  Orleans  Medical  and  Surgical  Associ- 
ation, there  also  came  into  existence  a 
kindlier  feeling  among  physicians,  and  a 
renaissance  of  scientific  activities.  We 
may  tonight  repeat  the  words  of  Dr.  Joseph 
Holt,  that  a great  work  has  been  accom- 
plished; a great  change  wrought;  silently, 
slowly,  almost  imperceptible.  So  great  a 
change  has  taken  place,  indeed,  that  the 
medical  profession  in  New  Orleans  of  to- 
day, is  no  more  like  that  of  ten  years  ago, 
and  we  may  add,  sixty  years  ago,  than 
peace  and  quiet,  and  contentment  of  mind, 
are  like  the  wrangling  of  passions  and 
perditions. 


The  first  nine  years  of  the  existence  of 
the  Orleans  Parish  Medical  Society  were 
uneventful.  It  was  somnolent.  Its  contri- 
butions to  the  medical  literature  of  the  day 
were  scant.  Its  meetings  were  not  regu- 
larly attended,  because  of  the  neglectful 
indifference  of  its  membership.  The  same 
lethargy  prevailed  in  the  Louisiana  State 
Medical  Society.  There  were  barely  fifty 
members  in  the  Parish  Medical  Society  at 
the  end  of  the  year  1886,  evidencing  that 
it  had  not  grown  in  membership  during 
the  first  eight  years  of  its  existence. 

A few  of  the  younger  doctors  sensing  that 
a strong  active  medical  society  would  re- 
dound to  the  greater  good  of  the  profession, 
attempted  to  rejuvenate  the  Orleans  Parish 
Medical  Society.  With  this  end  in  view 
they  thought  that  Dr.  Davidson,  the  Nestor 
of  the  profession  of  that  time,  beloved  by 
all  his  confreres,  especially  the  younger 
ones,  was  the  logical  individual  to  accom- 
plish it.  At  the  annual  meeting  in  March, 
1887,  they  elected  him  to  the  presidency 
of  the  Parish  Society,  and  Dr.  Chassaignac 
was  selected  secretary  in  order  to  assist  in 
the  more  active  duties. 

Dr.  Chassaignac  wrote  that  at  that  time, 
the  few  members  who  still  took  an  active 
interest  in  the  two  societies,  having  re- 
alized that  they  were  the  ones  who  were 
chiefly  supporting  the  Orleans  Parish 
Medical  Society,  as  well  as  the  New  Or- 
leans Medical  and  Surgical  Association, 
which  also  had  fallen  into  a state  of  in- 
nocuous dessuetude,  after  having  been 
prosperous  and  very  active  for  many 
years,  came  to  the  conclusion  that  this  was 
a waste  of  energy  and  time,  and  that  the 
two  societies  should  be  consolidated.  For 
this  purpose  a committee  was  appointed  to 
confer  with  the  New  Orleans  Medical  and 
Surgical  Association.  In  April,  1887,  this 
committee  reported  that  it  had  offered  the 
New  Orleans  Medical  and  Surgical  Associ- 
ation to  resign  everything  to  it  and  to 
become  part  and  parcel  of  the  Association, 
provided  it  became  affiliated  with  the  State 
and  National  Association,  thereby  adopting 
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their  code  of  ethics.  A majority  favored 
the  amalgamation,  but  as  it  failed  to  re- 
ceive unanimous  sanction,  the  committee 
was  in  favor  of  dropping  the  matter. 

The  year  1890,  however,  was  notable  for 
the  achievement  of  the  unification  of  the 
medical  societies  of  the  city.  The  New 
Orleans  Medical  and  Surgical  Association 
having  disbanded,  donated  the  balance  of 
its  funds,  about  $60.00,  to  the  Medical 
Library  Association,  which  shortly  after, 
also  became  absorbed  by  this  society.  Dr. 
Chassaignac  stated  that  the  Orleans  Parish 
Medical  Society  thus  became  the  only 
medical  society  here  and  included  all  the 
local  men  who  showed  an  active  interest 
in  medical  matters  and  organization. 

The  same  blight  seems  to  have  affected 
the  Parish  and  State  Societies,  and  it  is 
more  than  a coincidence,  that  this  amalga- 
mation was  the  needed  stimulus  which  in- 
jected the  virility  and  enthusiasm  which 
spelled  the  success  of  both  organizations. 

Dr.  Bemiss  and  Layton  read  papers  at 
the  first  scientific  meeting  of  the  society 
held  June  24,  1878. 

We  are  indebted  to  the  activities  of  the 
following  members  for  the  survival  of  the 
Society  through  the  first  years  of  its  ex- 
istence : Drs.  Bemiss,  Chaille,  Choppin, 

Cullen,  Bickham,  Copes,  Davidson,  Faget, 
Herrick,  Henry,  Jones,  Friedrichs,  Levy, 
Layton,  Lewis,  Miles,  Pratt,  McCutcheon, 
Lawreson,  Schmidt,  Turpin  and  W. 
Watkins. 

A rejuvenation  of  the  Society  took  place 
in  1887,  when  Dr.  Davidson  was  elected 
President  and  Dr.  Chas.  Chassaignac, 
Secretary.  From  that  time  authentic 
records  were  kept  of  the  Society’s  trans- 
actions. 

The  Society  discussed  for  the  first  time 
the  question  of  hospital  abuse.  May  18, 
1890.  The  same  day  the  house  warming 
of  its  first  home  took  place.  A dream  was 
realized,  and  an  old  but  overwhelming 
ambition  was  at  last  achieved.  It  had  dis- 
pirited and  vexed  the  members  not  to 


own  their  own  home,  and  so  be  forced  to 
dependence  upon  others.  This  fact  is  at- 
tested by  a report  of  the  domicile  com- 
mittee of  that  year,  which  said: 

“It  is  greatly  desirable  that  this  Society 
should  have  a place  of  meeting  of  its  own, 
either  by  rental  or  purchase,  and  not  be 
dependent  upon  the  good  will  and  gener- 
osity of  others.” 

The  home  was  an  independent,  one-story 
building,  which  consisted  of  two  large 
rooms  and  a wide  hall,  situated  on  Univer- 
sity Place,  half  a block  from  Canal,  which 
was  formerly  the  office  of  Dr.  Joseph 
Jones.  The  place  was  leased  for  the 
modest  rental  of  $20.00  per  month.  In 
order  to  finance  the  new  home,  the  dues 
were  raised  from  $5.00  to  $12.00  per  year. 
The  membership  totaled  about  140  mem- 
bers. Dr.  Callan  was  then  president.  Dr. 
Fomento,  chairman  of  the  domicile  com- 
mittee, in  his  report  to  the  Society,  on  that 
night,  said: 

“I  am  happy  to  add  that  my  distin- 
guished friend  and  right  bower.  Dr.  E.  D. 
Martin,  has  consented  to  act  as  godfather 
to  the  newly  born.  May  we  not  properly 
apply  to  him  the  French  proverb:  ‘Un 
parrain  est  un  second  pere  I’orsqu’il  n’est 
past  le  premier.’  ” 

If  this  city  is  to  achieve  pre-eminence  as 
a medical  center,  it  will  be  the  result  of 
three  essential  factors : schools  of  medi- 
cine, a great  hospital  having  almost  un- 
limited facilities,  and  the  last  but  not 
least,  a medical  library. 

The  history  of  this  Society  would  be  in- 
complete without  mention  of  its  library. 
Its  evolution  is  interesting. 

In  1887,  a medical  library  was  organ- 
ized in  this  city  intended  for  the  use  of 
physicians  and  pharmacists.  It  was  called 
the  “Louisiana  Medical  Library  Associa- 
tion.” It  was  housed  in  the  Medical  Col- 
lege of  Tulane  University.  The  dues  were 
$5.00  per  annum.  Only  39  physicians 
availed  themselves  of  the  privilege  of 
membership.  A contemporary  editorial 
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tells  us  that:  “The  medical  library  be- 

longing to  the  Tulane  University  will  be 
brought  down  from  its  hiding  place  in  the 
garret  of  the  Tulane  Hall,  and  with  the 
acquired  and  loaned  volumes  of  the  Library 
Association,  will  form  a very  respectable 
beginning  of  a library  which  should  and 
which  we  believe  will  steadily  increase  in 
usefulness  to  the  profession  of  Louisiana.” 
The  officers  of  the  Library  Association 
were  Drs.  H.  W.  Blanc,  President,  Ed- 
mond Souchon,  Vice-President,  and  A.  Mc- 
Shane,  Secretary. 

The  Library  Association  proffered  to 
surrender  its  library  to  this  Society  in 
December,  1889,  providing  the  latter  as- 
sumed all  responsibilities,  employed  a libra- 
rian and  admitted  to  membership  its 
members.  The  first  standing  committee 
on  Library  was  created  at  that  meeting. 

Dr.  Blanc,  the  founder  of  the  Library 
Association,  is  in  reality  the  father  of  the 
library,  but  due  honor  should  be  given  to 
Dr.  Davidson,  then  President,  and  to  his 
young  Secretary,  Dr.  Chassaignac,  for 
their  vision  in  agitating  its  formation.  The 
absorption  of  the  library  by  the  Orleans 
Parish  Medical  Society  was  heralded  as  an 
important  event  in  the  history  of  Medicine 
of  this  city,  because  it  brought  together  in 
one  organization  all  the  local  medical  men 
who  took  an  active  interest  in  the  welfare 
and  progress  of  their  profession.  Dr. 
S.  P.  Delaup  was  the  first  librarian. 

Dr.  Parham  in  his  presidential  report 
for  the  year  1895  said : “The  phenominal 

increase  will  be  understood  when  I tell  you 
that  in  July,  1893,  there  were  only  121 
bound  volumes  in  the  library;  by  Decem- 
ber, 1893,  five  volumes  were  purchased  and 
152  volumes  were  donated  by  Drs.  Chas- 
saignac and  deRoaldes.  In  1894,  unfortu- 
nately, the  Librarian  made  no  report,  but 
it  appears  that  the  library  was  in  a slug- 
gish state  during  that  year.  The  moving 
into  new  quarters  infused  new  life.  Here 
are  some  of  the  items : 


Purchases  at  U.  S.  Barracks,  at  10 


cents  per  volume,  bound  250 

Donated  by  Dr.  Bruns  216 

Donated  by  Mrs.  W.  P.  Schuppert 550 

Donated  by  Dr.  W.  E.  Brickell 39 


and  a number  of  smaller  donations,  making 
1342  bound  and  130  unbound  volumes 
added  during  1895.” 

The  indexing  of  the  library  began  in 
1893.  Dr.  Delaup  reported  that  when  he 
assumed  the  duties  of  librarian  in  1891, 
he  found  a catalogue  without  a single 
entry,  a lot  of  medical  journals  and  other 
pamphlets  thrown  promiscuously  on  the 
top  of  high  shelves,  a few  weeklies  and 
monthlies  on  the  stand,  and  an  infinite 
number  of  bound  volumes  in  nearly  every 
room  of  Tulane  Hall. 

In  1904,  through  Dr.  Chassaignac,  the 
New  Orleans  Polyclinic  donated  1400 
volumes  to  the  library,  and  in  1921,  Mrs. 
William  Kohlman  presented  to  the  Society 
about  one  thousand  volumes,  the  library 
of  her  distinguished  husband. 

In  1907,  the  members  were  permitted, 
for  a limited  period  of  time,  to  take  the 
books  to  their  homes. 

From  this  humble  beginning  grew  our 
present  library.  Its  days  of  uncertainty 
are  passed.  Its  growth  will  be  rapid,  its 
future  assured.  It  has  an  endowment  of 
$10,000.00,  and  receives  approximately  150 
new  books  from  the  best  publishers  of 
this  country  and  Europe  without  cost,  be- 
cause of  a clause  of  the  agreement  of  the 
gift  of  the  New  Orleans  Medical  and  Sur- 
gical Journal  to  the  State  Society  by  the 
Committee  on  Arrangments  of  the  1920 
Convention  of  the  American  Medical  As- 
sociation, that  all  books  sent  to  the  journal 
for  review  must  be  given  to  the  library. 

It  contains  today,  approximately,  16,000 
volumes,  of  which  14,365  are  bound 
volumes.  This  library  is  the  most  treas- 
ured possession  of  the  Society. 

The  Society  soon  outgrew  its  first  domi- 
cile. Many  of  its  presidents  stressed  the 
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necessity  of  the  Society  owning  its  own 
home.  President  Magruder,  in  his  inau- 
gural address,  forcefully  urged  this  need, 
hear  what  he  said:  “The  one  thing  now 

of  permanent  importance  to  us  is  a domi- 
cile, and  I say  to  you  here  tonight,  look 
about  you  and  see  if  this  meeting  room  is 
a credit  to  the  Medical  Profession  of  New 
Orleans.  No,  it  is  not,  and  there  is  no 
reason  why  we  should  remain  in  such  quar- 
ters. While  we  have  not  the  wealth  of 
some  of  our  Northern  neighbors,  surely  it 
cannot  be  said  that  among  more  than  200 
physicians  here,  not  enough  money  could 
be  raised  to  purchase  and  maintain  a 
proper  domicile  that  would  be  a credit  and 
an  honor  to  us.  We  are  stronger  than  ever 
before  and  action  should  not  be  longer 
deferred.” 

A dream  of  twenty  years  had  at  last 
been  realized.  November  12,  1904,  the 
Society  met  for  the  first  time  in  its  own 
home. 

The  three-story  building  on  Elks’  Place, 
corner  of  Cleveland  avenue,  was  pur- 
chased for  $5,000.00.  A true  house  warm- 
ing celebrated  the  occasion.  Drs.  Chaille, 
Joseph  Holt  and  Rudolph  Matas  were  the 
orators  on  that  occasion. 

Again  the  Society  soon  outgrew  its 
quarters.  Dr.  Granger  in  his  presidential 
report  for  the  year  1908,  agitated  the 
question  of  a larger  domicile,  with  more 
sitting  room,  and  with  a larger  shelving 
space  for  books,  in  short,  one  more  com- 
fortable to  a society  of  this  size  and 
importance.  And  Dr.  Seeman  in  his  inau- 
gural presidential  address  asserted  that: 
“The  present  domicile  of  the  Society  is 
unfit  in  size,  condition,  and  arrangement 
to  house  for  a much  longer  period  this 
Society,  numbering  as  it  does  nearly  300 
members,  and  some  steps  should  be  taken 
to  better  this  condition.” 

On  the  same  site  a building  was  erected, 
and  on  March  13,  1911,  the  house  warming 
meeting  was  held.  Drs.  Chaille  and  Chas- 
saignac  were  the  historians  of  that  night. 
Dr.  Ledbetter  was  the  President,  and  to  his 


efforts  is  largely  ascribable  the  erection  of 
the  new  building. 

Insufficient  revenues  added  to  a large 
mortgage,  plunged  the  Society  into  finan- 
cial distress,  and  it  was  soon  confronted 
with  the  alternative  either  of  selling  its 
building  or  of  having  bankruptcy  thrust 
upon  it.  Dr.  Fossier  suggested  that  the 
only  way  out  of  the  difficulty  was  to  give 
a benefit  to  the  end  that  the  much  needed 
funds  to  save  the  credit  of  the  organiza- 
tion could  be  more  quickly  procured.  A 
committee  headed  by  Dr.  Fosser,  with 
Drs.  Homer  Dupuy  and  Paul  Gelpi,  as- 
sisted by  every  member  of  the  Society, 
gave  a concert  for  the  “Benefit  of  the  Or- 
leans Parish  Medical  Society  Library 
Fund”  at  the  Athenaeum,  January  27, 
1917.  Over  $5000.00  was  realized  from 
the  program  and  the  entertainment,  and 
after  paying  pressing  debts,  the  bonded 
indebtedness  was  reduced  by  $3300.00. 
There  were  still  outstanding  bonds  to  the 
value  of  $16,500.00. 

Shortly  afterwards,  during  the  adminis- 
tration of  Dr.  Bernadas,  and  greatly 
through  his  efforts,  the  site  was  sold  to 
the  Elks’  Club  for  $50,000.00. 

Time  does  not  permit  me  to  relate  some 
of  the  most  important  episodes  in  the  his- 
tory of  the  Society;  but  mention  must  be 
made  of  these  periods  of  dire  calamity, 
when  uncertainty,  despair  and  fear  hung  as 
a pall  over  a proud  city.  Who  more  than 
the  members  of  this  Society  realized  the 
seriousness  of  the  situation  and  the  futility 
of  human  efforts  to  repel  the  unknown  and 
invisible  attacks  of  the  insidious  enemy? 
Yet  grave  dangers  lurked  and  menaced  the 
very  existence  of  their  patients,  friends 
and  loved  ones,  the  destruction  of  the 
commerce  of  their  city  was  imminent,  and 
communication  with  the  outside  world  was 
barred  by  the  yellow  flag  and  the  unrelent- 
ing watch  of  the  sentinel.  With  despair  they 
would  assemble  to  offer  suggestions  and  to 
discuss  ways  and  means  by  which  the 
plagues  could  be  eradicated. 
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A volume  could  be  written  on  these 
symposiums,  which  are  examplications  of 
the  stupendous  progress  of  preventive 
medicine  in  the  recent  pass.  In  these 
fifty  years  of  our  existence,  the  era  of  the 
greatest  medical  advancement  in  the  an- 
nals of  mankind,  the  Orleans  Parish 
Medical  Society  has  always  kept  pace  with 
the  march  of  progress. 

This  Society  is  the  repertory  of  the  tra- 
dition, lore,  culture  and  learning  of  a noble 
profession.  It  is  still  in  its  early  infancy, 
but  its  future  is  assured,  because  of  the 
stability  of  its  foundation,  built,  as  it  is, 
on  the  rock  of  experience,  adversity  and 
service  to  suffering  humanity.  Its  perma- 
nency may  be  assailed  at  just  one  point. 
Bearing  on  this  subject,  and  warning  of 
its  dangers,  our  well-beloved  John  Archin- 
ard.  President  for  the  year  1907,  said : 

“In  my  inaugural  address,  I inveighed 
against  cliques,  or  combines  that  jeopard- 
ize the  integrity  and  welfare  of  our  society, 
in  order  to  promote  selfish  ends,  further 
private  interest,  satisfy  bounding  ambi- 
tion, or  wreak  vengeance  for  being  out- 
stripped in  honorable  competition  for  con- 
trol of  the  affairs  of  the  organization,  and 
I deem  it  proper  at  the  closure  of  tenure 
of  office  to  again  raise  my  voice,  in  no  un- 
certain tones,  against  the  menace.  Believe 
me,  gentlemen,  I can  truthfully  say  of  our 
Society,  equipped  as  it  is,  as  Macauley  did 
of  America : Tf  she  be  destroyed,  it  will 

not  be  by  any  power  without,  it  will  be  by 
the  Huns  within.’  ’’ 


Medical-Electrical- Pharmaceutical  Exposition  in  Mexico 
City. — Mr.  Ignacio  Ocampo  y A.  publisher  of  the  Journal 
of  the  Mexican  Medical  Association  and  the  Bulletin  of  the 
Mexican  Society  of  Radiology,  and  Mr.  Frederick  E.  Storm, 
colaborator  of  the  Mexican  Medical  Directory  and  represen- 
tative in  Mexico  of  the  American  Medical  Association,  are 
organizing  a Medical-Electrical-Pharmaceutical  Exposition 
and  Convention,  which  will  take  place  October  next  is 
Mexico  City.  The  Exposition  will  be  held  under  the  aus- 
pices of  the  President  of  the  Republic,  General  Flutarco 
Elias  Calles  : the  Secretary  of  Education,  the  Mexican  Medi- 
cal Association,  the  Society  of  Electro-Radiology,  the  Na- 
tional University,  The  Health  Department,  etc.,  and  great 
efforts  are  being  made  by  the  organizers  to  make  this  an 
attractive  and  popular  event,  not  only  to  the  medical  and 
pharmaceutical  profession,  but  also  to  the  public  in  general. 


PERSONAL  RECOLLECTIONS. 

G.  FARRAR  PATTON,  M.  D„ 

New  Orleans. 

My  very  noble  and  approved  good  mas- 
ters.” To  paraphrase  further  the  apology 
of  Othello  before  the  Senate  of  Venice: 
That  our  honored,  learned  and  eloquent 
brother.  Dr.  Matas,  is  absent,  is  alas,  most 
true.  True,  also,  that  by  the  gracious  invi- 
tation of  our  Committee,  I am  here  to  speak 
in  his  place,  however  unworthy  of  that  high 
honor.  Under  the  circumstances,  it  would 
be  vain  on  my  part  to  attempt  the  role  of 
actually  representing  Dr.  Matas,  but  as  it  is 
understood  to  be  his  wish  that  I should  re- 
view conditions  existing  at  the  time  the  old 
Medical  and  Surgical  Association  was 
merged  into  this  Society,  I shall  endeavor, 
briefly,  to  set  the  facts  of  the  case  before 
you. 

At  the  time  that  this  Society  was  or- 
ganized, as  described  by  Dr.  Fossier,  the 
New  Oreans  Medical  and  Surgical  Associ- 
ation was  a vigorous  and  earnest  body  of 
men,  and  so  far  as  concerns  this  present 
generation,  was  the  pioneer  organization 
of  medical  men  in  this  city.  It  was  but  a 
small  body  of  men,  probably  less  than  one 
hundred,  but  a body  more  enthusiastically 
devoted  to  the  objects  of  their  association 
I have  never  known.  There  was  a meeting 
every  Saturday  night  and  there  was 
always  something  doing. 

A few  years  after  this  Society  was 
formed,  it  began  to  be  realized  that  there 
was  seemingly  no  need  for  two  dis- 
tinct medical  organizations  in  New  Orleans, 
both  carried  on  by  practically  the  same 
men,  and  with  the  growth  of  that  sentiment 
negotiations  were  set  on  foot  to  bring  about 
a merging  of  the  two  into  one  strong  and 
representative  Society.  A suitable  letter 
was  circulated  asking  for  an  expression  of 
individual  opinion  on  the  subject,  and  as 
there  appeared  to  be  a strong  sentiment 
favoring  such  a merger,  a joint  meeting 
was  called  to  consider  the  question.  Among 
other  reasons  for  such  action  was  the  de- 
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sire,  strongly  advocated  by  Dr.  Chaille,  to 
have  the  profession  in  New  Orleans  or- 
ganized on  strictly  ethical  lines,  the  Parish 
Society  to  be  a unit  in  the  State  Medical 
Association,  and  our  State  to  become 
thereby  definitely  affiliated  with  the  grow- 
ing American  Medical  Association.  It  is  to 
be  noted  here  that  the  old  Medical  and  Sur- 
gical Association,  however  admirable  and 
devoted,  pointedly  disavowed  any  obliga- 
tion to  the  accepted  Code  of  Ethics,  though 
I do  not  remember  any  non-ethical  man 
being  admitted  to  membership. 

Altogether,  it  is  not  surprising  that  in 
the  old  Association  there  was  a small 
group  of  men,  a sort  of  ‘‘Old  Guard,”  who 
were  bitterly  opposed  to  the  proposed 
coalition,  which  meant  the  death  of  their 
beloved  Society.  Among  those  was  a cer- 
tain prominent  physician  who  had  seem- 
ingly ignored  the  circular  letter  and  who 
came  to  the  joint  meeting  with  war  in  his 
eyes,  where,  after  being  called  to  order 
four  or  five  times  because  he  persisted  in 
talking,  he  finally  rose  and  shook  the  dust 
off  his  feet,  declaring  he  would  never 
darken  the  doors  again. 

Despite  all  opposition,  spoken  or  un- 
spoken, the  merger  was  duly  carried 
through,  with  the  results  that  we  are  here 
tonight  to  celebrate  the  Golden  Jubilee  of 
our  own  beloved  Society,  with  its  more 
than  five  hundred  members  and  every  pros- 
pect of  a glorious  future. 

But  if  you  will  pardon  a slight  digres- 
sion in  memory  of  the  old  Association,  I 
shall  briefiy  tell  you  of  one  of  its  charming 
customs.  There  used  to  be  an  annual  din- 
ner, somewhere  in  mid-winter,  to  which 
the  members  were  privileged  to  bring  a 
guest,  or  more  than  one  if  willing  to  pay 
for  them.  We  all  sat  at  a long  table,  and 
the  invited  guests  were  expected  to  con- 
tribute to  the  general  entertainment. 
There  was  a toastmaster  who  had  kindly 
told  those  to  be  called  upon  the  nature  of 
the  sentiment  to  which  each  would  be 
asked  to  respond.  This  gave  a certain  zest 
of  expectation  to  the  atmosphere. 


On  one  such  occasion  we  had  with  us 
the  jovial  Rabbi  Leucht,  who  possessed,  as 
those  of  you  who  knew  him  will  remember, 
a keen  sense  of  humor.  When  he  rose  to 
respond  to  the  call  of  the  toast-master,  he 
looked  all  around  the  room  and  then 
solemnly  said : ‘‘Mr.  Chairman,  I cer- 

tainly feel  lonesome  at  this  festive  board. 
I find  that  I am  the  only  preacher  here. 
My  friend.  Dr.  Loeber,  who  invited  me,  has 
as  you  know,  a large  Jewish  practice,  and 
I quite  expected  that  for  like  reasons  every 
other  doctor  would  bring  his  pet  preacher, 
but  I look  in  vain  for  another  in  this  room, 
so  that  I find  myself  stranded — marooned 
on  an  island  of  doctors.” 

But  the  most  memorable  instance  of  that 
kind  was  the  presence  on  another  occasion 
of  a Colonel  Glenn,  a Texas  Confederate 
colonel,  who,  in  some  unexplained  way, 
had  secured  the  appointment  of  Superin- 
tendent of  Construction  in  the  Custom 
House.  Dr.  Wm.  H.  Watkins,  Chairman 
at  the  banquet,  had  invited  the  colonel,  and 
when  he  rose  to  speak  respectful  silence 
was  accorded  him.  He  began  by  calling 
the  waiter,  whom  he  told,  pointing  to  two 
caraffes  of  water,  “Waiter,  remove  that 
objectionable  liquid.”  As  that  order  was 
being  obeyed,  he  began  to  place  in  a semi- 
circle before  him  all  the  partly  emptied 
wine  glasses  in  reach.  Still  dead  silence. 
At  length,  he  drew  from  his  pocket  his 
card  of  invitation  and  addressing  the 
Chairman,  said:  “Mr.  Chairman  and  Gen- 
tlemen : Now  that  I have  rid  myself  of 

the  sight  of  that  objectionable  liquid,  for 
which  I have  never  had  any  use  as  drink- 
ing material,  and  have  in  front  of  me  a 
cordon  of  that  other  liquid  upon  which  I 
have  learned  to  rely,  I feel  emboldened  to 
address  this  meeting.  When  I received 
this  card  of  invitation  from  my  friend 
Watkins,  I was  greatly  pleased,  because  I 
felt  sure  that  you  doctors,  however  much 
you  give  nasty  doses  to  other  people,  know 
how  to  provide  good  food  and  drink  for 
yourselves.  But  when  I discovered,  here  in 
the  lower  left  hand  corner  of  the  card  cer- 
tain mysterious,  cabalistic  letters,  R.S.V.P., 
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I was  troubled  with  doubt  as  to  whether 
they  might  no  imply  some  condition  with 
which  I could  not  comply.  In  this  dilemma  I 
went  to  good  old  Aleck  Finlay,  who  knows 
all  the  doctors  and  their  ways,  and  asked 
him  to  tell  me,  if  he  could,  just  what  those 
letters  meant.  Well,  he  laughed  at  me 
and  said,  ‘Why  don’t  you  understand? 
R.  S.  V.  P.,  coming  after  Watkins’  name 
means  Royal  Stag  of  the  Victualizing 
Party.’ 

“Gentlemen,  let  me  tell  you  further,  that 
all  my  life,  up  to  tonight,  I have  stood  in 
fear  and  dread  of  your  profession.  In 
earliest  childhood  the  mention  of  a doctor 
always  inspired  nameless  fear,  while  the 
sight  of  one  was  almost  enough  to  throw 
me  into  a fit,  but  now  that  I have  met  you, 
individually  and  collectively  under  the  be- 
nign influence  of  a state  of  partial  intoxi- 
cation, I know  you  for  men  and  brothers, 
and  I am  not  afraid  of  you  any  more.” 
Needless  to  say.  Col.  Glenn  was  solid  for 
many  future  invitations. 

The  Orleans  Parish  Medical  Society  did 
not  immediately  take  up  the  pleasant  cus- 
tom of  having  an  annual  dinner,  but  we 
have  always  had  an  annual  orator,  prefer- 
ably some  distinguished  man  from  outside 
our  ranks,  a selection  that  occasionally 
gave  cause  for  serious  debate.  One  year, 
when  the  time  came  to  nominate  an  orator. 
Dr.  Austin,  a venerable  member,  proposed 
the  name  of  a fine  pulpit  orator  who  was 
then  rector  of  Trinity  Episcopal  Church, 
whose  reputation  the  doctor  declared  was 
known  from  Maine  to  Florida.  But  Dr. 
Chaille  raised  the  objection  that  it  would 
be  but  a poor  compliment  to  invite  such 
a man  to  come  and  address  a small  gath- 
ering, such  as  our  annual  meeting.  To  this 
Dr.  Austin  replied  that  we  could  engage  a 
suitable  hall  and  insure  an  audience  by  ex- 
tending a general  invitation  to  our  friends. 

Dr.  Chaille  still  objected,  reminding  us 
that  on  a previous  occasion  he  had  secured 
as  an  orator  the  greatest  lawyer  and  the 
best  orator  in  the  State,  Hon.  Thos.  J. 
Semmes,  and  that  at  the  meeting,  held  in 


the  Grunewald  Hall,  less  than  seventy-five 
people  had  been  present. 

Dr.  Austin  then  withdrew  his  nomina- 
tion and  on  the  suggestion  that  an  orator 
be  chosen  from  our  membership,  the  name 
of  Dr.  T.  S.  Dabney,  a bright  and  capable 
man,  was  put  in  nomination.  But  here  Dr. 
Dabney  rose  to  object,  declaring  that, 
although  his  reputation  as  an  orator  had 
probably  not  reached  as  far  as  Kenner,  his 
sense  of  self-respect  would  hardly  permit 
him  to  accept  that  nomination  after  all  that 
had  been  said  on  the  subject.  However, 
he  was  prevailed  upon  to  accept,  but  never 
delivered  the  address  because  he  was  later 
appointed  a member  of  the  Board  of  Ex- 
aminers of  the  U.  S.  Pension  Board  and 
moved  to  Washington,  so  that  it  fell  to 
my  lot  to  speak  in  his  place,  just  as  I am 
doing  here  tonight. 

Really,  if  it  were  not  for  the  moral  and 
spiritual  uplift  of  which  I am  conscious  in 
responding  to  the  flattering  invitation  of 
the  Committee,  I might  be  tempted  to  feel 
that  my  presence  on  this  platform,  instead 
of  in  the  back  row  of  seats,  may  be  in  ac- 
cordance with  the  prevailing  idea  that  in 
an  emergency,  any  old  doctor  will  do. 

In  the  course  of  that  address,  I expressed 
the  wish  and  the  hope  as  to  an  ideal  future 
for  this  Society  that  it  might  by  its  influ- 
ence become  “a  column  of  cloud  by  day 
and  a pillar  of  fire  by  night”  to  guide  our 
people  struggling  to  escape  from  the  wil- 
derness of  disease,  while  awaiting  the 
coming  of  the  Moses  and  the  Aaron  who 
were  destined  to  lead  us  out  of  captivity ; 
to  rescue  us  and  our  children  from  the 
bondage  of  pestilence,  with  its  heritage  of 
untimely  death.  That  hope  has  not  been 
in  vain.  Those  men  have  come,  and  one 
by  one  we  have  been  able  to  vanquish  cer- 
tain deadly  diseases  which  so  long  held  the 
human  race  in  helpless  subjection. 

I have  not  many  years  to  live,  so  that  I 
may  not  hope  to  witness  the  future  tri- 
umphs of  medical  science,  but  I shall  be 
content  to  “depart  in  peace,  now  that  mine 
eyes  have  beheld  the  glory  of  the  Lord”  as 
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revealed  in  medical  progress.  Am  I con- 
scious of  anything  like  stage-fright  in  thus 
addressing  such  an  audience?  Certainly 
not!  In  speaking  to  you  this  evening  I 
simply  feel  that  I am  talking  to  a group 
of  younger  brothers  and  sisters,  and  when 
I look  into  your  earnest,  friendly  faces,  my 
heart  goes  out  to  you  in  fraternal  affection, 
mingled  with  a glow  of  pride  that  I,  too, 
am  a soldier  in  your  ranks,  if  perchance, 
only  a corporal. 

Speaking  for  myself,  I will  say  that 
when  this  Society  shall  again  acquire  its 
own  domicile,  if  still  living,  I should  like 
to  see,  displayed  upon  its  walls  in  letters 
of  gold  the  Psalmist’s  words:  Ecce  quam 
honum,  quamque  juc-andum,  habitare  fra- 
tres  in  unum.f  “Behold  how  good  and 
pleasant  it  is  for  brothers  to  dwell  to- 
gether in  unity.”  Surely  a fitting  motto 
for  this  Society,  and  one  that  all  should 
seriously  take  to  heart.  To  men  and 
women  like  those  gathered  here  tonight 
there  can  be  no  more  inspiring  thought 
than  the  realization  of  what  is  meant  by 
those  words  of  wisdom  that  have  come 
down  to  us  unchanged  through  the  passing 
of  centuries,  assuring  those  thus  pledged 
to  our  sacred  calling  that  for  our  own 
sakes  and  for  the  success  of  our  work,  it 
is  “Good  and  pleasant  for  brothers  to  dwell 
together  in  unity.” 

tl33  Psalm. 


World  Child-Labor  Standards. — Eighteen  countries  have 
ratified  the  draft  convention  adopted  by  the  International 
Labor  Office  and  submitted  to  the  member  nations  of  the 
League  of  Nations,  wh'ch  places  the  minimum  age  for 
entrance  into  industry  at  14  years,  and  20  countries  have 
ratified  that  prohibiting  night  work  of  minors  under  18  in 
industry,  with  certain  exceptions  for  those  over  16. 


THE  RELATION  OF  THE  PHYSICIAN 
TO  THE  PUBLIC. 

T.  SEMMES  WALMSLEY, 

New  Orleans. 

It  is  indeed  a pleasure  to  be  asked  to 
come  to  this  meeting,  because  since  1920  it 
has  been  my  privilege  to  become  acquainted 
with  a great  number  of  medical  men  of  the 
State,  and  particularly  of  the  City  of  New 
Orleans.  I feel  that  I have  become  part 
and  parcel  of  the  medical  profession  dur- 
ing that  time.  But  it  is  indeed  a greater 
pleasure  to  come  on  such  a joyous  occasion 
and  to  see  the  improvement  that  has  been 
made  by  this  Society  which  now  has  over 
five  hundred  members.  You  have  a right 
to  be  proud  of  it. 

There  is  one  thing  that  struck  me  most 
forcibly  in  listening  to  the  addresses  to- 
night, and  that  was  that  this  Society  has 
recognized  the  obligation  that  it  owes  to 
the  public.  It  is  a great  thing  for  a doc- 
tor to  be  able  to  say  that  he  is  able  to  cure 
the  sick,  to  be  able  to  alleviate  pain  and 
suffering.  But  is  that  all  that  that  doctor 
owes  to  the  community?  Has  he  filled  his 
entire  obligation  when  he  has  cured  the 
sick  upon  whom  he  has  to  call?  According 
to  my  views  and  concepts  of  a doctor’s 
obligation,  and  according  to  my  views  of 
the  obligation  of  the  State  and  Parish 
Medical  Society;  they  have  a greater  obli- 
gation to  perform.  The  State,  the  public 
at  large  have  placed  in  their  hands  the 
administration  of  the  Medical  Practice  Act. 
The  State,  the  public  at  large,  have  en- 
trusted to  them,  not  only  the  administra- 
tion of  that  Act,  but  it  looks  to  the  medical 
profession  to  protect  the  public  from  im- 
posters, from  quacks,  from  people  of  all 
kinds  who  would  prey  upon  the  credulity 
cf  the  public  in  an  effort  to  obtain  from 
them  a certain  amount  of  cash.  How  can 
the  public  know  those  things  that  are  legiti- 
mate cures?  How  can  the  public  believe 
those  things  that  we  read  in  the  Press  as 
miraculous  cures,  wonderful  operations 
performed?  We  must  rely  entirely  upon 
the  advice  and  the  assistance  of  physicians 
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ana  surgeons  to  ten  tne  truth  to  the  public 
and  to  keep  them  fully  informed  of  de- 
velopments— not  only  is  that  your  obliga- 
tion, but  it  is  likewise  your  obligation  to 
see  that  those  men  who  are  designated  by 
your  Society  to  carry  out  the  purposes  of 
the  Medical  Practice  Act  are  kept  fully  in- 
formed of  things  that  come  to  your  notice. 
It  might  well  be  that  you  would  feel  that 
a doctor  who  might  have  given  too  much 
morphin,  or  who  might  prescribe  too 
much  cocaine  should  not  be  reported  to 
them,  but  it  is  my  idea  of  your  duty  as 
doctors  when  occasions  of  that  kind  come 
to  your  notice  to  report  it  to  the  State 
Board  of  Medical  Examiners  to  take 
proper  action.  It  might  not  conform  with 
your  ideas  of  ethics.  It  might  be  that  you 
would  believe  it  to  be  your  duty  not  to 
divulge  those  things  that  come  to  your  at- 
tention what  another  doctor  has  done,  but 
you  owe  a greater  obligation  to  the  com- 
munity, State  and  nation  to  at  least  have 
that  instance  investigated  by  the  proper 
parties,  who  have  been  designated  by  your 
association  and  appointed  by  the  Governor 
to  make  those  investigations.  You  must 
remember  that  the  public  has  placed  a halo 
about  you,  that  they  have  given  you  untold 
protection,  that  they  are  permitting  you 
experiments  upon  the  lives  of  the  people  of 
the  State,  and  they  in  turn  have  the  right 
to  demand  of  you  that  same  protection  from 
the  quacks  and  those  people  who  should  not 
be  administering  to  the  public.  You 
might  well  say : What  is  the  practice  of 

medicine?  All  seem  to  understand  it,  but 
the  Legislature  has  defined  what  is  the 
practice  of  medicine  and  they  have  gone 
much  further  than  what  the  average  man 
can  imagine. 

So  you  see  there  is  practically  nothing 
that  you  can  do,  even  the  mere  laying  of 
your  hands  on  a person  to  try  and 
straighten  out  the  end  of  your  little  finger, 
which  is  not  practically  the  practice  of 
medicine.  Since  you  have  had  this  en- 
tire— well  you  might  say  laying  of  your 
hands  upon  the  public  of  the  State — made 
sacred  unto  you,  there  is  the  obligation  to 


safeguard  the  public  at  large  from  all 
persons  who  try  to  do  things  that  do  not 
come  within  the  terms  of  this  Act. 

One  of  the  most  striking  things  that  I 
have  heard  in  my  life  came  to  my  notice 
today,  and  the  remedy  to  my  mind  will 
have  to  come  from  the  physicians.  We  were 
discussing  the  question  of  the  new  Jail  and 
Parish  Prison  in  the  Council  Chamber  and 
Dr.  Hart  was  asked  the  question  if  pro- 
hibition did  not  provide  more  violators  for 
the  Federal  prisons  than  any  other  class 
of  people.  He  said  it  is  remarkable  to 
know  that  this  is  not  the  case,  but  that 
sixty  per  cent  of  the  inmates  of  the  Fed- 
ex'al  penitentiary  today  are  there  for 
violation  of  the  Harrison  Narcotic  Act. 
Sixty  per  cent  are,  therefore,  drug  addicts 
or  those  selling  or  dealing  in  drugs.  It 
was  startling  to  know  It  was  astounding 
to  every  member  of  the  Council.  At  the 
time  I heard  it  I made  mental  reservation 
to  mention  it  tonight.  The  lawmakers 
cannot  find  a solution  apparently  for  this 
problem ; that  will  have  to  come  from  the 
medical  men.  You  will  have  to  make  the 
decision  as  to  what  the  remedy  shall  be. 
The  lawmakers  are  willing  to  recognize 
that  they  have  failed  so  far  in  dealing 
with  this  problem,  but  it  is  up  to  you  to 
devote  your  time  and  study  to  lifting  this 
dreadful  curse  from  this  nation.  To  my 
mind,  unless  this  curse  is  taken  away 
from  this  country,  it  will  not  be  long  be- 
fore its  ravages  will  be  felt  in  every  home. 
It  is  hard  to  really  realize  the  purport  of 
a statement  of  that  sort,  but  when  you 
begin  to  realize  how  great  the  spread  has 
been  in  this  counti’y  in  the  last  years  and 
when  you  begin  to  realize  that  sixty  per 
cent  of  the  Federal  prisoners  are  there  for 
that  reason,  you  must  realize  there  is  no 
greater  problem  confronting  the  medical 
profession  than  working  out  the  solution 
of  this  problem  for  the  public. 

The  public  does  not  expect  the  medical 
profession  to  run  around  seeking  various 
people  who  are  violating  this  Act,  but  it 
does  expect  that  when  these  things  come  to 
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your  attention  thot  you  will  do  your  part. 
I want  to  say  that  the  medical  profession 
as  a whole  has  not  since  1920  taken  in- 
terest. It  is  an  obligation  that  is  rightfully 
theirs.  You  have  had  a small  coterie  of 
men  bearing  the  brunt  of  your  work.  I 
say  that  advisedly.  I have  attended  every 
session  of  the  Legislature  since  1920  and 
I have  seen  practically  the  same  men  every 
year  defending  attacks  made  upon  your 
Medical  Practice  Act.  I have  heard  men 
say  that  merely  by  manipulation  of  the 
spine  they  could  cure  diphtheria,  scarlet 
fever,  syphilis,  and  cancer.  Hereby  by  the 
manipulation  of  the  spine  they  could  be 
done  away  with.  It  is  ridiculous  to  think 
that  these  things  can  be  done,  but  it  would 
not  be  so  ridiculous  if  you  would  stand  up 
there  and  hear  these  people,  just  as  earnest 
apparently,  just  as  sincere  as  we  are  in 
this  room  at  this  time,  believing  these  very 
doctrines.  It  would  not  make  very  much 
difference  if  someone  got  on  the  corner  of 
Canal  and  Royal  and  preached  doctrines  of 
that  kind,  but  when  you  see  your  legisla- 
tors believing  these  things  and  advocating 
these  practices  then  I say  that  you  have  the 
obligation  upon  everyone  of  you  to  not 
leave  that  battle  to  a handful  of  men 
to  carry  on;  and  that  is  what  has  been 
done.  You  cannot  expect  the  State  Board 
of  Medical  Examiners  to  take  any  part  as 
the  State  Board  of  Medical  Examiners  in 
that  fight.  They  are  placed  there  by  the 
law  to  administer  the  law.  The  duty  of 
defending  that  law  rests  upon  the  medical 
practitioners  and  rests  upon  the  Medical 
Society  to  see  that  only  trained  men, 
capable  of  understanding  the  ravages  of 
diseases  now  prevalent,  are  permitted  to 
deal  with  the  public.  And  you  leave  that 
fight  up  to  a Committee  of  one  or  two.  It 
is  not  fair  to  the  mere  handful  who  go  up 
there  time  and  time  again.  That  obliga- 
tion is  yours.  I remember  well  in  1922 
when  I was  in  the  Attorney  General’s  office, 
that  there  were  only  four  men  who  paid 
any  attention  to  the  attacks  being  made. 
There,  later,  got  to  be  as  many  as  twelve. 
But  now  I want  to  tell  you  that  unless  all 
of  you  make  a determined  effort  to  stamp 


out  once  and  for  all  the  attacks  that  are 
being  made,  that  you  can  expect  quackery, 
fakery  of  every  kind,  even  the  practice  of 
attempting  to  relieve  undr  the  cover  of 
religion — I am  not  talking  of  any  real 
religion,  as  I pay  only  respect  to  some  of 
them,  but  I say  under  cover  of  religion, 
for  there  are  people  who  are  ready  to  rush 
to  Louisiana  believing  it  a Mecca.  I be- 
lieve the  time  has  come  when  you  must 
maintain  your  position  now  or  you  will  not 
be  able  to  resist  in  future  years  onslaughts 
from  other  States 

As  a parting  word,  I wish  to  impress 
upon  you,  the  Society  can  begin  in  a no 
more  useful  way,  nor  in  a better  way  than 
by  advocating  a minimum  requirement  for 
medical  proctice  throughout  the  United 
States,  by  having  Congress  adopt  a law 
requiring  a minimum  for  physicians 
throughout  the  entire  United  States.  The 
requirements  in  some  of  the  other  States 
are  lower  than  in  this  State.  Unless  you 
do  this,  you  will  rue  it  and  the  public  will 
pay  the  price  for  having  reposed  this  con- 
fidence in  you. 


A STUDY  OF  TUBERCULOUS  ADEN- 
ITIS CONFINED  TO  THE  IN- 
GUINAL LYMPH  GLANDS. 

EDWARD  McCORMAC,  M.  D.f 
New  Orleans. 

Tuberculosis  not  infrequently  attacks  the 
lymphatic  system.  The  greater  percentage 
of  occurrences  are  seen,  however,  in  the 
cervical  glands.  While  it  is  not  rare  to  see 
an  involvement  of  the  inguinal  lymph 
g’ands,  it  is  the  opinion  of  the  writer  that 
the  number  of  such  cases  is  over-estimated. 
This  source  of  error  is  to  be  found  in  the 
fact  that  a routine  microscopic  section  is 
not  done  on  all  glands  removed.  In  search- 
ing for  literature  upon  this  subject, 
directly,  I was  unsuccessful;  not  a single 
publication  was  obtainable.  Text-books  of 
pathology  make  mention  of  the  condition 
being  rare  and  say  no  more. 

fFrom  the  Urological  Department,  Tulane  Med- 
ical School  of  Louisiana. 
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There  have  been  some  unusual  and  in- 
teresting malignant  conditions  of  the  in- 
guinal glands  reported.  The  prevalence  of 
adentitis  as  a secondary  infection  resulting 
from  penile  sores  and  uncleanliness  is 
thoroughly  understood.  The  type  of  case 
most  interesting  and  presenting  the  hardest 
problem  for  diagnosis,  is  that  in  which  the 
glands  enlarge  slowly,  are  sometimes 
slightly  suggestive  of  fluctuation  but  fail 
to  resolve  and  present  varying  degrees  of 
pain. 

The  cases  herein  reported  are  all  taken 
from  the  wards  in  the  Charity  Hospital. 
A series  of  2189  case  histories  of  surgical 
tuberculosis  have  been  reviewed.  This  in- 
cludes all  types  of  tuberculosis  requiring 
drainage  or  removal  of  the  involved  parts. 
A fair  number  of  cases,  probably  forty  or 
fifty,  were  diagnosed  clinically  as  tubercu- 
losis. These  were  not  included  since  con- 
firmation of  the  diagnosis  was  lacking. 
Fifty-two  cases  in  which  the  microscopical 
report  was  tuberculosis  have  been  included 
in  the  following  table.  All  of  these  were 
clean-cut  cases  with  the  process  involving 
the  inguinal  glands.  Of  these  fifty-two, 
thirty-one  were  primary  in  the  inguinal 
glands.  Eight  cases  showed  a tuberculous 
involvement  elsewhere,  six  being  in  the 
lung,  one  being  a general  adenopathy  plus 
a pulmonary  tuberculosis,  and  one  an  in- 
volvement of  the  epitrochlear  glands.  In 
twelve  cases  the  records  failed  to  mention 
whether  there  was  any  involvement  else- 
where or  not. 

In  forty-one  cases  the  condition  was 
unilateral,  four  bilateral,  in  six  cases  un- 
recorded, and  in  one  no  operative  proce- 
dure was  carried  out.  In  the  case  not 
operated  on,  the  patient  had  pulmonary 
tuberculosis  with  a general  adenopathy 
and  a clinical  diagnosis  was  made  of 
tuberculous  inguinal  adenitis.  In  two  of 
this  series  adenitis  developed  following 
trauma. 

In  twenty  of  the  original  fifty-two,  the 
correct  diagnosis  was  made.  The  remain- 


ing thirty-two  were  diagnosed  variously, 
as  suppurative  adenitis,  inflammatory  aden- 
itis, and  one  case  was  called  malignancy. 

In  the  original  series  of  fifty-two  cases, 
twenty-three  were  white,  eighteen  colored, 
and  eleven  unrecorded. 

There  were  forty-one  males,  four 
females,  and  in  seven  the  history  failed 
to  record  the  sex. 

Twelve  were  not  painful,  twenty  were 
painful,  ten  were  slightly  painful,  and  in 
the  remaining  ten  this  symptom  was  net 
recorded. 

Convalescence  in  all  cases  was  unevent- 
ful. The  time  in  the  hospital  varied  from 
one  to  six  weeks.  In  only  one  case  was 
there  a recurrence,  and  this  was  after  a 
period  of  ten  months. 

The  percentage  of  adenitis  being  caused 
from  venereal  disease,  of  course,  greatly 
out-numbers  that  of  any  other  source. 
This  is  borne  out  by  the  fact  that  from 
the  years  11906  to  1912,  1312  cases  of  bubo 
of  venereal  origin  were  operated  in  the 
Charity  Hospital.  The  proportion  between 
white  and  black  was  very  small,  740  being 
black  and  572  being  white. 

CONCLUSIONS. 

1.  The  number  of  cases  of  primary 
tuberculous  inguinal  adenitis  is  distinctly 
over-estimated. 

2.  In  the  so-called  cases  of  idiopathic 
inguinal  adenitis,  the  possibility  of  primary 
tuberculosis  should  always  be  considered. 

3.  In  cases  of  adenitis  where  the  glands 
fail  to  suppurate  or  resolve,  it  is  not  un- 
wise to  consider  an  early  adenectomy 
because  in  a certain  percentage  of  cases  we 
are  here  dealing  with  an  incipient  tuber- 
culous condition. 

4.  After  the  removal  of  the  tuberculous 
glands  the  convalescence  can  be  greatly 
aided  by  the  application  of  radium  follow- 
ing a complete  adenectomy. 
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History 

Number 

Pre-operative 

Diagnosis 

TB  Else- 
where 

Conva- 

lescence 

Recurrence 

Post-op. 

Diag. 

Microscop. 

Pain 

Age 

Sex 

Side 

Color 

837 

Uneventful 
16  days 

TB  adenitis 

Slight 

16 

Male 

Unilateral 

Colored 

686 

No 

Operated 
7/4-8/2 
Disch.  8/29 

TB  adenitis 

20 

Male 

Unilateral 

Colo  r ed 

574 

Uneventful 
one  month 

TB  adenitis 

Present 

27 

Male 

Unilateral 

White 

548 

- 

Uneventful 
five  weeks 

TB  adenitis 

None 

38 

Male 

Unilateral 

White 

250 

Uneventful 
three  weeks 

TB  adenitis 

Present 

19 

Male 

Unilateral 

White 

260 

Uneventful 
25  days 

TB  adenitis 

Present 

68 

Male 

Unilateral 

Colored 

261 

No 

Recovered 
Op.  10  mos. 
previous 

TB  adenitis 

23 

Male 

Unilateral 

White 

262 

Uneventful 
one  month 

TB  adenitis 

Slight 

27 

Male 

Unilateral 

White 

286 

Uneventful 
six  weeks 

TB  adenitis 

Present 

17 

Male 

Unilateral 

White 

303 

Inguinal  adenitis 

No 

Uneventful 
three  weeks 

TB  adenitis 

Present 

26 

Male 

Unilateral 

White 

322 

Pulmonary 

Uneventful 
three  weeks 

TB  adenitis 

Present 

24 

Male 

Unilateral 

Colored 

1102 

Inguinal  adenitis.... 

TB  adenitis 

Present 

24 

Male 

Unilateral 

White 

1116 

Inguinal  adenitis 

Uneventful 
six  weeks 

TB  adenitis 

28 

Male 

Bilateral 

White 

1117 

TB  ing.  adenitis. 

(Sup.) 

Uneventful 
three  weeks 

TB  adenitis 

23 

Female 

Unilateral 

Colored 

1120 

Inguinal  adenitis 

No 

Uneventful 
25  days 

TB  adenitis 

No 

30 

Male 

Blow  in 
groin 
shortly 
before 
Unilateral 

White 

1151 

TB  adenitis.- 

No 

Uneventful 
seven  weeks 

TB  adenitis 

No 

38 

Male 

Unilateral 

Colored 

1154 

Sup.  Inguinal  adenitis 

Uneventful 
16  days 

TB  adenitis 

22 

Male 

Bilateral 

Colored 

1164 

Sup.  Inguinal  adenitis 

No 

Uneventful 
two  weeks 

Glands 
TB  adenitis 

incised  4 
Slight 

mo 

36 

nths  befo 
Male 

re  following 
Unilateral 

soft  sore 
White 

1169 

Sup.  Inguinal  adenitis 

No 

Uneventful 
three  weeks 

TB  adenitis 

Present 

48 

Male 

Unilateral 

White 

1013 

Sup.  TB  adenitis 

Pulmonary 

Uneventful 
17  days 

TB  adenitis 

28 

Male 

Unilateral 

Colored 

1038 

TB  adenitis...- 

Uneventful 
24  days 

TB  adenitis 

Slight 

18 

Male 

Unilateral 

White 

1047 

Malignant  adenitis..... 

No 

Uneventful 
six  weeks 

TB  adenitis 

Present 

29 

Male 

Unilateral 

White 

18 
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History 

Number 

Pre-operative 

Diagnosis 

TB  Else- 
where 

Conva- 

lescence 

Recurrence 

Post-op. 

Diag. 

Microscop. 

Pain 

Age 

Sex 

Side 

Color 

946 

Simple  adenitis.  

No 

Uneventful 
eight  days 

TB  adenitis 

Present 

24 

Male 

Unilateral 

White 

963 

Sup.  inguinal  adenitis 

No 

Uneventful 
one  month 

TB  adenitis 

24 

Male 

Unilateral 

Colored 

B6556  (1307) 

Inguinal  adenitis 

No 

Uneventful 
16  days 

TB  adenitis 

No 

33 

Male 

Unilateral 

Colored 

C1610  (1320) 

Inguinal  adenitis 

No 

Uneventful 
two  weeks 

TB  adenitis 

Present 

C2483  (1323) 

TB.  inguinal  adenitis 

Uneventful 
two  weeks 

TB  adenitis 

17 

Male 

Unilateral 

Colored 

C2760  (1324) 

Bilat.  ing.  adenitis 

No 

Uneventful 
nine  days 

TB  adenitis 

32 

Male 

Unilateral 

Colored 

C2526  (1328) 

TB  inguinal  adenitis 

No 

Uneventful 
two  weeks 

TB  adenitis 

Present 

47 

Male 

Unilateral 

White 

1337 

Inguinal  adenitis 

No 

Uneventful 
10  days 

TB  adenitis 

Present 

27 

Male 

Unilateral 

White 

1360 

Inguinal  adenitis 

No 

Uneventful 
two  weeks 

TB  adenitis 

None 

19 

Male 

Unilateral 

Colored 

1380 

TB  inguinal  adenitis 

No 

Uneventful 
18  days 

TB  adenitis 

Present 

28 

Male 

Uni.  op. 
for  hernia 
and  gland 
removed 
TB 

White 

1196 

Inguinal  adenitis 

(Sup) 

No 

Uneventful 
one  month 

TB  adenitis 

Present 

20 

Male 

Unilateral 

1211 

Inguinal  adenitis 

Pulmonary 

? 

Uneventful 
19  days 

TB  adenitis 

None 

30 

Male 

Unilateral 

1213 

Inguinal  adenitis 

No 

Uneventful 
4 weeks 

TB  adenitis 

Slight 

25 

Male 

Unilateral 

1229 

Inguinal  adenitis 

No 

Uneventful 
11  days 

TB  adenitis 

Present 

40 

Female 

Unilateral 

1244 

Inguinal  adenitis 

No 

Uneventful 
20  days 

TB  adenitis 

None 

36 

Male 

Unilateral 

White 

1257 

Inguinal  adenitis 

(Sup) 

No 

Uneventful 
9 days 

TB  adenitis 

26 

Male 

Unilateral 

White 

B09950 

Sup.  inguinal  adenitis 

No 

Uneventful 
one  week 

TB  adenitis 

Slight 

C03867 

Sup.  inguinal  adenitis 

No 

Uneventful 
three  weeks 

Operated  for 
TB  adenitis 

right  in 
Present 

g.  he 

rnia  6 mo 

s.  previous 

B03821 

TB  adenitis. 

Pulmonary 
and  gen. 
adenitis 

Discharged 

TB  adenitis 

None 

No 

operation 

A161  (1846) 

TB 

No 

Uneventful 
22  days 

TB  adenitis 

None 

47 

Male 

Uni. 

following 
injury  to 
toe  6 weeks 
previous 

Colored 

1553 

TB  inguinal  adenitis 

Epitroch. 
TB  adenitis 

Uneventful 
six  weeks 

TB  adenitis 

None 

42 

Female 

Bilat.  and 
right  elbow 

Colored 
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History 

Number 

Pre-operative 

Diagnosis 

TB  Else- 
where 

Conva- 

lescence 

Recurrence 

PoST-OP. 

Diag. 

Microscop. 

Pain 

Age 

Sex 

Side 

Color 

1561 

Inguinal  adenitis 

Pulmonary 

Uneventful 
two  weeks 

TB  adenitis 

20 

Male 

Unilateral 

White 

1407 

Chancroid  adenitis 

No 

Uneventful 
one  week 

TB  adenitis 

Present 

20 

Male 

Unilateral 

Colored 

1567 

TB  inguinal  adenitis 

No 

Uneventful 
three  weeks 

TB  adenitis 

Slight 

1412 

Inflam.  ing.  adenitis 

Pulmonary 

? 

Uneventful 
12  days 

TB  adenitis 

Tender 

1423 

TB  inguinal  adenitis 

Pulmonary 

? 

Uneventful 
8 days 

TB  adenitis 

21 

Male 

Bilateral 

White 

E2057  (1460) 

Inguinal  adenitis 

No 

Uneventful 
two  weeks 

TB  adenitis 

B4840  (1297) 

Sup.  ing.  adenitis 

No 

Uneventful 
four  weeks 

TB  adenitis 

Present 

30 

Male 

Unilateral 

Colored 

1300 

Inguinal  adenitis 

No 

Uneventful 
three  weeks 

TB  adenitis 

Present 

35 

Male 

Unilateral 

White 

1305 

Sup.  ing.  adenitis 

No 

Uneventful 
two  weeks 

TB  adenitis 

Present 

49 

Female 

Unilateral 

Colored 

CONSTITUTIONAL  PSYCHOPATHIC 
INFERIORITY.* 

CLARENCE  P.  MAY,  M.  D.,f 
Jackson,  La. 

“Constitutional  inferiority”  was  intro- 
duced into  American  psychiatric  terminol- 
ogy by  Adolf  Meyer  in  1904.  In  1913  M.  J. 
Karpas  descri|bed  “psychic  constitutional 
inferiority”  as  the  foundation  of  most,  if 
not  all,  of  the  psychoses.  Three  years  later 
he  used  the  term  “constitutional  inferior- 
ity” and  his  earlier  views  were  subjected 
to  alteration. 

The  terms  constitutional  psychopathic 
inferiority,  constitutional  inferiority,  con- 
stitutional ,psy copath,  constitutional  psy- 
chopathic state,  and  psychopathic  personal- 
ity are  usually  used  synonymously.  An  at- 
tempt to  differentiate  between  constitu- 
tional psychopathic  state  and  constitutional 
inferiority  was  made  by  Visher,  who  be- 


*Read before  the  Bi-Parish  (E.  and  W.  Feli- 
ciana) Medical  Society,  Jackson,  La.,  October  12, 
1927. 

tClinical  Director,  East  Louisiana  State  Hos- 
pital, Jackson,  La. 


lieves  that  in  the  former  there  is  usually 
no  history  of  marked  industrial  inefficien- 
cy or  anti-social  conduct,  and  what  gross 
maladaptation  is  present  does  not  extend 
back  to  early  life.  Whether  or  not  this  dif- 
ferentiation is  quite  valid  is  questionable. 

Human  behavior  can  only  be  effectively 
studied  from  the  viewpoint  that  it  is  fun- 
damentally a problem  of  mind  and  charac- 
ter in  relation  to  environment.  Disordered 
behavior,  then,  must  be  chiefly  a matter  of 
disordered  mind. 

In  constitutional  psychopathic  inferior- 
ity we  are  dealing  with  a disorder  of  the 
constitution  of  the  personality.  It  is  not  a 
matter  of  disease  engrafted  in  a previously 
healthy  individual,  but  rather  with  the 
gradual  malformation  of  a character  into 
an  abnormal  balancing  of  feelings  in  rela- 
tion to  behavior. 

The  difficulties  are  to  be  found  in  mal- 
formations of  character,  caused  by  an  un- 
usual influence  of  emotional  factors  that 
have  in  some  way  failed  to  find  adequate 
control  through  inhibitions,  or  to  respond 
to  counter-balances  that  we  consider  as  es- 
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sential  for  normal  life.  The  effects  of  these 
are  to  produce  a class  of  individuals,  who 
are  not  insane  in  a sense,  but  yet  are  not 
normal.  Individuals  of  this  class  find  it 
difficult  to  adjust  themselves  to  family  life 
and  social  relationships.  These  lead  them 
to  conflicts  with  laws,  and  they  become  so- 
cial failures  that  must  be  given  special  con- 
sideration. While  the  group  of  constitu- 
tional psychopathic  inferiorities  has  charac- 
teristic features  that  are  common  to  all, 
some  observers  believe  that  there  are  cer- 
tain manifestations,  which  stand  out  with 
such  prominence,  as  to  give  them  special 
significance.  In  some  the  abnormal  quali- 
ties show  as  emotional  instability  with  a 
tendency  to  outbursts  of  excitement,  and 
disordered  behavior  that  occurs  under  even 
trivial  annoyances.  In  others  the  individ- 
ual is  weak  in  wil  land  unable  to  adhere  to 
any  sustained  plans,  and  is  easily  led  into 
acts  that  bring  him  into  social  difficulties. 
In  still  another  type  the  abnormalities  lie 
in  an  instability  of  character,  and  a marked 
prominence  of  the  imagination,  which  leads 
to  a pathologic  type  of  lying  and  acts  of 
deceit. 

Kraepelin  classifies  constitutional  psy- 
chopathic inferiority  under  seven  headings : 
(a)  the  excitable;  (b)  the  inadequate;  (c) 
the  impulsive;  (d)  the  eccentric;  (e)  the 
pathologic  liars  and  swindlers ; (f ) the  anti- 
social; (g)  the  quarrelsome. 

His  description  of  these  types  shows  that 
certain  principal  features  are  repeated  suf- 
ficiently frequently  to  allow  classification 
into  types,  but  it  is  to  be  remembered  that 
psychopathy  is  a uniform  conception,  only 
in  that  it  embraces  psychic  deviations  from 
the  normal  that  are  not  limited  in  any  other 
way,  and  it  is  best  not  to  say  that  psycho- 
paths have  this  or  that  quality,  for  accord- 
ing to  the  nature  of  the  condition  they  can 
not  have  any  definite  limitations  and  there 
are  no  symptoms  which  are  common  to  all. 
Every  individual  is  a rule  unto  himself.  The 
manifestations  show  an  infinite  Shading 
of  variety,  transition  and  combination.  In 
most  cases  the  affective  peculiarities  are 


in  the  foreground.  If  there  is  average  or 
great  intelligence,  it  has  little  regulating 
influence  on  the  individtial’s  actions. 

In  the  following  table,  J.  H.  Huddleson 
gives  an  interesting  and  valuable  classifi- 
cation, with  the  incidence  rates  of  twenty- 
one  important  characteristics,  of  constitu- 
tional psychopathic  inferiority  (see  table). 

In  a number  of  instances  I have  used 
this  table  in  checking  up  manifestations 
in  cases  of  constitutional  psychopathic  in- 
feriority, and  have  been  pleased  with  the 
results  obtained.  Ordinarily,  the  constitu- 
tional psychopath  is  easily  differentiated 
from  the  normal,  but  to  group  all  individ- 
uals of  psychopathic  constitution  in  spe- 
cific types  is  neither  easy  nor  satisfactory. 
Psychopathic  traits  occur  in  such  intermix- 
tures in  varying  prominence  of  this  or  that 
abnormality  that  the  feasibility  of  too  rigid 
and  extensive  classifying  becomes  doubtful. 
While  it  is  convenient  for  those  dealing 
with  problems  of  behavior  in  social  rela- 
tions it  presents  clinical  and  psychologic 
difficulties.  The  psychopathic  personality 
is  a serious  disturbing  influence  in  the  home 
and  community,  and  his  frequent  conflicts 
with  the  law  show  his  incapacity  to  adjust 
himself  adequately  to  the  regulations  under 
which  we  all  must  live,  making  it  necessary 
that  his  constitutional  weakness  be  appre- 
ciated by  those  who  administer  laws  or  deal 
with  problems  of  behavior. 

To  what  degree  of  intensity  one  wishes 
to  designate  the  psychopath  as  sick,  is  ar- 
bitrary. From  what  degree  one  no  longer 
wishes  to  consider  him  as  a psychopath,  but 
as  insane,  is  discretionary. 

Bleuler  says  “many  psychopaths  are  only 
in  the  social  sense  “not  insane” ; before  the 
forum  of  natural  science,  they  suffer  from 
the  same  anomalies  as  many  insane  only  in 
a slighter  degree;  they  are  paranoid,  schi- 
zoid, latent  epileptics,  cyclothymic,  etc.” 

As  the  many  anomalies  of  character  are 
normal  or  usual  to  the  individual  they  can 
not  properly  be  said  to  constitute  a psycho- 
sis, but  as  they  lead  to  inefficient  types  of 
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INCIDENCE 


in 

in 

Number 

Each 

Classes  of 

of 

100 

Characteristics 

Characteristics 

Cases 

Cases 

Physical  manifestations: 

a Anatomic  stigmas  

40 

....  8 

*b  Sexual  anomalies  

. 21 

4 

c Enuresis  (after  age  5) 

„ 11..... 

2 

d Onychophagia  (nail  biting)  

..  12 

2.5 

e Stuttering  and  stammering..... 

..  46...  

9 

Addictions : 

f Drug  addiction 

. 8 

1.5 

g Alcohol  addiction  

..  50 

10 

h Tobacco  addiction 

11 

....  2 

Traits  suggesting  manic- 

depressive  make-up: 

i Emotional  instability  

..318..... 

63.5 

Traits  suggesting  manic 

and  paranoid  tendencies: 

j Grandiosity  and  excessive  self-esteem.....*. 

..102 

20.5 

Traits  suggesting  paranoid 

trend : 

*k  Paranoid  personality 

..  90 

......18 

Traits  suggesting  schizo- 

phrenic  make-up: 

*1  Metatopomania  (tendency  to  wander  from 

place  to  place)  

...  97 

.......19.5 

m Polypraxia  (tendency  to  go  from  place  of 

emplo3rment  or  job  to  another) 

.240 

48 

n Working  beneath  mental  capacity.... 

..  9 

2 

Traits  suggesting  mental 

deficiency: 

*o  Poor  cooperation  and  refractoriness 

...179 

36 

*p  Unreliability  (other  than  q and  r) 

...157 

31.6 

*q  Conscious  exaggeration  of  symptoms 

..207 

41.5 

Conduct  disorders: 

*r  Malingering  (charged  as  such) 

...  28 

5.5 

Malingering  suspected 

..  11 

2 

*s  Truancy  and  A W 0 L tendency. 

...  74 

15 

*t  Trouble  making  

..  95 

19 

*u  All  conduct  disorders  

..250 

50 

One  finding  of  a given  trait  conditions  a single  entry,  except  for  traits  marked  with  the  asterisk. 
The  counting  of  a trait  in  one  of  these  starred  groups  may  be  duplicated  in  another  starred  group; 
that  is,  such  groups  overlap. 

Data  in  above  table  obtained  in  a study  of  five  hundred  cases. 


adjustment  of  the  individual  to  his  environ- 
ment, and  as  persons  exhibiting  these  pe- 
culiarities often  become  actively  disordered, 
they  may  be  regarded  as  borderland  condi- 
tions. The  life  of  the  individual  is,  to  use 
the  words  of  Regis,  “one  long  contradiction 
between  the  apparent  wealth  of  means  and 
poverty  of  results.” 

It  is  my  belief  that,  from  a practical  view- 
point, insanity  means  social  incapacity. 

In  the  treatment  of  the  psychopathic  in- 
dividual, it  is  important  to  recognize  ten- 
dencies and  abnormalities  as  early  as  pos- 
sible in  the  life  of  the  individual,  and  this 
is  often  possible  in  the  earlier  years  of  life 


or  even  in  infancy,  as  the  “nervous”  man- 
ifestations of  childhood  are  common  traits 
that  stand  in  intimate  relation  to  the  de- 
velopment of  a psychopathic  character. 
The  physician  has  special  responsibility  in 
this  period ; he  should  know  how  to  distin- 
guish abnormal  qualities,  and  be  able  to 
instruct  parents  in  methods  of  dealing  in- 
telligently with  them. 

Whatever  is  impairing  the  health  of  the 
individual  should  receive  careful  attention. 
Training  of  the  psychopathic  child  should 
be  directed  toward  securing  simplicity  of 
life,  quiet  surroundings,  and  self  restraint. 
The  environment  should  be  such  as  to  make 
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life  as  free  as  possible  from  all  that  pro- 
duces unusual  stimulation.  Early  interest 
in  sex  matters  should  be  guarded  against 
as  these  always  have  relations  that  bring 
to  the  individual  excessive  emotional 
stresses,  and  are  powerful  influences  in 
shaping  character. 

In  the  adult,  effort  must  be  directed  to- 
ward securing  as  good  physical  health  as 
possible.  Environment  should  be  chosen 
with  an  appreciatioh  of  the  limited  and  spe- 
cial capacities  for  adjustments  that  are 
characteristic  of  the  psychopath.  The  in- 
dividual must  be  taught  to  exercise  self 
control,  and  to  govern  his  life  with  an  intel- 
ligent understanding  of  those  influences 
that  he  cannot  adequately  handle.  These 
principles  are  theoretical,  and  too  often 
bring  no  improvement,  and  the  individual 
continues  a social  menace.  In  these  in- 
stances, it  is  best  for  the  protection  of  so- 
ciety that  the  psychopath,  who  possesses 
criminal  tendencies,  be  confined  in  institu- 
tions for  the  mentally  abnormal,  reforma- 
tories or  prisons.  Judges  should  appreciate 
the  limited  capacities  that  the  psychopathic 
criminal  has  for  controlling  his  behavior 
and  that  psychopaths  form  a large  propor- 
tion of  repeated  offenders.  Determination 
of  penalties  should  be  largely  determined 
by  the  mental  constitution  of  the  offender, 
which  is  often  such  as  to  make  long  periods 
of  confinement  advisable. 
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THE  ASSOCIATION  OF  QUINIDIN 
SULPHATE  and  DIGITALIS  IN 
AURICULAR  FIBRILLATION. 

HENRY  BAYON,  M.  D., 

New  Orleans. 

The  introduction  of  quinidin  in  the  treat- 
ment of  cardiac  disease  marks  a compara- 
tively recent  innovation  in  therapeutics, 
rivalling  in  its  effects  the  many  spectacular 
occurrances  of  modern  medicine,  holding 
attention,  commanding  inquiry,  and  unfor- 
tunately spurring  on  to  reckless  exaggera- 
tion many  who,  eager  to  go  farther  for- 
wards, are  lured  into  the  pitfalls  of  dan- 
gerous experiment. 

The  history  of  quinidin  and  of  quinin,  its 
sister  alkaloid,  is  not  lacking  in  interest, 
very  much  like  that  of  their  physiologic 
antithesis,  digitalis;  all  at  one  time  were 
the  property  of  empiricism.  It  is  common 
knowledge  that  digitalis,  previous  to  the 
careful  attention  given  to  it  by  Withering 
in  1874,  was  the  principal  ingredient  of  a 
mixture  used  by  an  old  woman  healer  who 
was  said  to  have  restored  to  health  a num- 
ber of  cases  of  dropsy.  On  the  other  hand 
it  seems  that  quinin,  for  a great  many  years 
past,  has  been  employed  in  the  treatment 
of  heart  disease.  A number  of  physicians 
of  the  old  school  favored  the  combination 
of  the  two  drugs:  Weckenbach^^®)  re- 

calls that  Ludwig  Traub  habitually  com- 
bined them  so  as  to  avoid  the  disagreeable 
effects  of  digitalis  on  the  stomach.  Op- 
palzer  reckoned  quinin,  rest  and  digitalis  as 
our  three  most  powerful  therapeutic  re- 
sources in  diseases  of  the  heart;  Stokvis 
points  to  the  fact  that  quinin,  owing  to  its 
damping  of  an  excessive  digitalis  action, 
may  in  many  respects  be  called  an  antag- 
onist to  digitalis;  Pil  always  gave  digitalis 
and  quinin  together  because  he  found  that 
the  mixture  had  a better  effect  on  his  pa- 
tients than  digitalis  alone.  Huchard  fa- 
vored quinin  in  the  treatment  of  paroxys- 


*Read  before  the  Orleans  Parish  Medical 
Society,  December  12,  1917. 
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mal  tachycardia  and  other  arrythmias, 
either  alone  or  associated  with  digitalis. 

It  is  surprising  that  during  a period  when 
so  little  was  known  regarding  the  pharma- 
cology of  quinin  and  digitalis,  and  when 
the  chief  guiding  spirit  in  the  choice  of 
drugs  was  sound  and  acurate  observation, 
in  a large  measure,  unaided,  by  extensive 
experimental  work,  so  much  of  the  value 
and  interdependence  of  the  two  drugs 
should  have  been  recognized:  digitalis,  as 
we  now  know  by  its  action  on  the  vagus, 
stimulating  cardiac  inhibition,  and  quinin 
depressing  it.  Cheinisse^^)  quotes  the  ex- 
periments of  Stokvis  on  the  isolated  heart 
of  the  frog:  in  1905,  that  investigator  de- 
monstrated that  digitalis  increases  the 
number  and  intensity  of  the  pulsations, 
lengthening  systole  and  exciting  the  heart, 
whereas  quinin  diminishes  both  the  num- 
ber and  force  of  the  contractions  and 
shortens  systole.  He  affirmed  that  quinin 
favored  the  action  of  digitalis  and  that  the 
combination  of  both  drugs  yielded  thera- 
peutic results  which  were  far  more  satis- 
factory than  those  obtained  by  the  use  of 
digitalis  alone.  Others  using  a combina- 
tion of  both  drugs  found  that  the  depress- 
ing action  of  quinin  was  prevented  and  that 
the  exciting  effect  of  digitalis  was  tem- 
pered; the  results  were  an  improvement  in 
the  cardiac  activity. 

Pezzi  and  Clerc^^^)  in  France,  report 
that  dogs  thoroughly  quininized  and  receiv- 
ing massive  doses  of  crystallized  digitalein 
Niativelle  failed  to  develop  toxic  symptoms. 
Experimenting  on  the  isolated  heart  of  the 
frog,  Weichman,  assistant  of  Von  Romberg 
in  Munich,  has  demonstrated  this  antago- 
nism of  the  two  drugs. The  experi- 
ments consisted  in  allowing  the  heart  to  re^ 
main  in  a solution  of  quinin  until  it  ceased 
to  beat,  the  paralysed  organ  was  then  im- 
mersed in  a solution  of  digitalein  which 
had  the  effect  of  restoring  it  to  active  con- 
tractions. 

Similar  antagonisms  between  digitalis 
and  quinin  are  also  observed  on  the  myo- 
cardium and  on  the  conducting  tissues : On 


the  myocardium  digitalis  shortens  the  re- 
fractory period  of  the  auricle,  quinidin 
lengthens  it.  Digitalis  speeds  the  auricu- 
lar rate,  quinidin  slows  it,  whereas  quite 
the  opposite  effect  is  noticed  on  the  ven- 
tricle which  is  slowed  by  digitalis  and 
speeded  by  quinidin.  The  report  of  T.  S. 
Hart^^>  demonstrates  the  clinieal  antagon- 
ism of  the  two  drugs  on  the  auricular  and 
ventricular  musculature  by  electro-cardio- 
graphic  tracings  of  his  patients.  On  the 
conducting  tissues,  the  action  of  digitalis 
is  stimulatng,  that  of  quinidin  is  depress- 
ing, as  evidenced  by  the  P.  R.  interval  which 
is  shortened  by  digitalis,  and  lengthened  by 
quinidin. 

Evidence  of  the  physiologic  antagonism 
between  digitalis  and  quinidin,  on  the  heart, 
both  on  the  isolated  myocardium  and  on  the 
inhibition  mechanism,  is  clearly  demon- 
strated and  the  observations  of  old  clin- 
icians regarding  the  advantage  of  the  re- 
ciprocal relations  of  the  two  drugs  on  each 
other  receive  sanction  in  the  light  of  modern 
scientific  analysis.  It  is  on  this  principle 
that  quinidin  therapy  is  founded. 

The  effect  of  quinin  in  overcoming  cer- 
tain hearft  disturbances  waS  accidentally 
revealed  to  Weckenbach,^^'^^  in  1912,  by 
a patient,  a man  of  fifty  years  of  age,  who 
was  annoyed  by  frequent  attacks  of  very 
troublesome  palpitations  lasting  from  two 
to  fourteen  days,  and  who  sought  medi- 
cal advice  in  the  hope  of  securing 
permanent  relief.  He  boasted  of  being 
able  to  abolish  the  individual  attacks  very 
promptly  and  as  that  statement  was  ques- 
tioned, he  promised  to  call  back  the  next 
day  with  a regular  pulse.  True  to  his 
promise,  and  much  to  the  surprise  of  the 
doctor,  on  the  following  day  the  pronounced 
arrythmia  had  completely  disappeared; 
the  patient  had  taken  quinin,  which,  in  lo- 
calities where  malaria  was  prevalent,  en- 
joyed universal  favor  throughout  the  whole 
range  of  disease.  He  had  found  complete 
relief  from  his  cardiac  distress  twenty  to 
twenty-five  minutes  after  taking  the  drug 
and  after  a little  experimenting,  had  dis- 
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covered  that  one  gram  would  invariably  put 
an  end  to  the  attack.  Weckenbach  was  so 
impressed  that  he  determined  to  try  quinin 
in  auricular  fibrillation  and  in  other  condi- 
tions of  hyperactivity  of  the  heart,  such  as 
hyperthyroidism  and  exophthlamic  goiter, 
in  0.5  to  0.8  gram  doses.  In  the  latter  con- 
ditions the  results  were  fairly  gratifying, 
but  in  auricular  fibrillation  he  had  little  or 
no  success. 

It  was  left  to  Von  Frey,  in  experimenting 
with  other  alkaloids  of  cinchona,  to  discover 
the  much  more  effective  and  remarkable 
effects  of  quinidin  especially  in  auricular 
fibrillation,  the  first  publication  of  which 
appeared  in  1917.  Since  lhat  time  numer- 
ous reports  have  appeared  in  nearly  all 
parts  of  the  civilized  world  with  alternate 
waves  of  condemnation  and  exultant  ap- 
probation. 

R.  L.  Levy<®^  gives  an  excellent  sketch 
of  the  history  of  quinidin  in  which  the  fol- 
lowing facts  are  recorded:  Quinidin  was 

isolated  by  Heihningen  in  1849  from  a by- 
product in  the  preparation  of  quinin  called 
chinoidin.  Later,  Pasteur  prepared  it  in 
purer  form  and  gave  it  the  name  of  chini- 
din.  It  has  also  been  known  subsequently 
by  other  chemists  as  conchinin,  cinchotin 
and  beta-chinidin,  and  used  extensively  in 
the  treatment  of  malarial  fevers.  Wunder- 
lich, in  1856,  was  the  first  to  use  it  exten- 
sively in  malaria,  reporting  one  hundred 
cases  in  which  he  found  it  fully  as  service- 
able as  quinin,  giving  it  preference  over 
quinin  in  hospital  practice  because  cheaper. 
The  dose  was  the  same  as  quinin,  ranging 
from  10  to  25  grains.  In  1878,  Strumpell 
used  it  for  its  antipyritic  action  in  fifty 
cases  of  infectious  disease.  He  reports  one 
death,  a typhoid  patient  who  by  mistake 
swallowed  4 grams  in  solution.  In  1880, 
Freidenberger  reported  two  deaths  in 
children  with  scarlatina,  vomiting,  collapse, 
convulsions  and  death  following  a few 
minutes  after  the  last  dose.  In  the  same  re- 
view appears  the  case  of  a boy  seven  and 
a half  years  old  which  is  instructive  in  so 
far  as  it  demonstrates  the  toxic  effects  of 


quinidin  in  the  presence  of  marked  idiosyn- 
crasy. He  received  12  grams  in  five  days ; 
several  times,  vomiting  followed  the  dose 
within  one  hour.  On  the  fifth  day  edema 
and  on  the  sixth  day  general  anasarca  ap- 
peared with  diarrhea  lasting  two  days,  fol- 
lowed by  profuse  diuresis  and  disappear- 
ance of  anascarca.  Four  days  after  dis- 
continuing the  drug  it  was  given  again  for 
one  day  on  account  of  rise  in  temperature 
with  the  reappearance  of  the  anasarca, 
which,  as  it  did  on  the  previous  occasion, 
disappeared  promptly  after  withholding 
treatment.  As  Levy  observes,  even  at  that 
time  when  extensively  employed  as  an  an- 
tipyretic, undesirable  effects  were  attri- 
buted to  its  use. 

Since  Von  Frey’s  discovery  of  the  effects 
of  quinidin  in  auricular  fibrillation,  the  as- 
sociation of  digitalis  to  quinidin  in  the  treat- 
ment of  that  form  of  arrythmia  has  almost 
always  been  advocated.  Differences,  how- 
ever, loom  up  when  methods  are  considered 
concerning  the  relative  advantages  of  simul- 
taneous or  alternate  use  of  the  two  drugs. 
Preparatory  digitalisation,  especially  when 
congestive  heart  failure  appears  in  the  case 
history,  either  present  or  not  very  remote, 
is  without  doubt  the  method  of  choice  as  ad- 
vocated by  Frey,  and  followed  by  the  ma- 
jority. In  France,  Cheinisse*^)  claims  pri- 
ority in  introducing  quinidin  in  the  treat- 
ment of  auricular  fibrillation  in  that  coun- 
try, associating  digitalis  as  a preliminary 
measure  in  the  presence  of  heart  failure. 
Clerc  and  Pezzi,  Josue,  Lian  and  Vasquez 
advocate  the  same  method — Lecompte  urges 
the  combination  of  ouabain  and  digitalis. 
Deschamps,  still  more  drastic,  advocates 
digitalis  before  quinidin,  even  in  the  ab- 
sence of  cardiac  failure.  In  the  presence 
of  heart  failure  he  leans  to  ouabain  which 
he  combines  with  digitalis.  He  cites  one 
case  brilliantly  relieved  by  preliminary 
digitalisation,  reenforced  by  intravenous  in- 
jection of  ouabain.  In  Germany,  Von 
Romberg,  Von  Kapt  and  others  adopt  the 
same  principles.  Others  favor  the  alter- 
nate treatment  but  reverse  the  order — ^Von 
Bergman  in  Germany,  Hewlett  and 
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Sweeney/ Hamburger  and  Priest in 
America,  prefer  quinidin  at  once  without 
previous  digitalisation,  their  objection  to 
digitalis  is  that  the  relief  from  fibrillation 
is  retarded  on  account  of  the  increase  in 
auricular  rate  caused  by  digitalis  and  that 
larger  doses  of  quinidin  are  required.  Ham- 
berger  and  Priest  seem  to  credit  digitalis 
with  failure  to  restore  normal  rhythm  or 
to  cause  it  to  be  of  short  duration.  But,  as 
observed  by  Lewis, who,  although  ad- 
mitting this  action  of  digitalis  and  even 
that  the  fall  in  the  auricular  rate  is  some- 
times not  quite  so  marked  when  the  heart 
has  been  previously  digitalised,  and  indeed 
may  be  delayed  thereby,  claims  for  it  the 
advantage  of  reducing  the  ventricular  rate 
which  fibrillation  keys  at  dangerous  levels ; 
for  this  reason  he  advises  the  simultaneous 
use  of  both  drugs,  “digitalis  controlling  the 
ventricular  rate  throughout  the  quinidin 
reaction”. 

Preparatory  digitalisation  before  quini- 
din is  now  almost  universally  regarded  as 
essential,  especially  when  dealing  with  ad- 
vanced cardiac  insufficiency,  indeed  even 
in  the  absence  of  well  established  organic 
disease  it  seems  that  the  response  to  quini- 
din, if  perhaps  a little  delayed,  is  more  sat- 
isfactory when  digitalis  is  used  as  a prepar- 
atory measure. 

There  can  be  no  plausible  objection  to  the 
combined  or  alternate  use  of  digitalis  and 
quinidin  on  the  plea  of  antagonism  of  the 
two  drugs  to  each  other,  any  more  than  to 
the  usual  combination  of  morphia  and 
atropin.  The  pharmacologic  relations  of 
the  two  combinations  are  in  every  way 
similar  and  in  the  light  of  reason  as  well 
as  in  that  of  actual  observation,  this  an- 
tagonism, far  from  being  harmful  is  a de- 
cided advantage.  It  would  be  just  as  il- 
logical to  abstain  from  atropin  in  combina- 
tion with  morphia  because  the  former  stim- 
ulates the  respiratory  center  whereas  the 
latter  depresses  it,  as  to  object  to  the  as- 
sociation of  digitalis  to  quinidin  because 
digitalis  speeds  the  auricle  and  slows  the 
ventricle,  whereas  quinidin  does  just  the 


contrary.  Atropin  counters  the  ill  effects 
of  morphin  without  interfering  with  its 
sedative  action,  just  as  digitalis  protects 
the  heart  against  the  excessive  ventricular 
rate  caused  by  quinidin  without  any  appre- 
ciable obstacle  to  the  return  of  normal 
rhythm. 

The  protective  influence  of  quinin  against 
cardiac  poisons  and  conditions  inducing 
auricular  fibrillation  is  well  illustrated  by 
the  experiments  of  Pezzi  and  Clerc<i^> 
who,  in  1920,  accidentally  observed  an  auri- 
cular fibrillation  * produced  spontaneously 
in  a dog  after  opening  its  thoracic  cavity 
and  pericardium.  The  object  of  the  experi- 
ment was  to  gauge  the  toxicity  of  quinin. 
The  arrythmia  had  been  in  progress  for 
forty-five  minutes,  when  the  animal  was 
quininized,  after  which  the  arrythmia  was 
suddenly  followed  by  normal  rhythm.  Ex- 
tending their  investigations  regarding  the 
effects  of  quinin  in  auricular  fibrillation 
they  observed  that  in  dogs  previously  quin- 
inized, it  was  almost  impossible  to  induce 
the  arrythmia  by  faradisation  and  when 
fibrillation  was  induced,  it  was  ephemeral 
and  always  very  much  less  marked  than  in 
dogs  not  previously  treated  with  quinin. 
The  authors  claim  that  these  findings  con- 
firm those  of  Hecht  and  Rothberger  in  1919, 
who  reported  the  uniform  reduction  of  au- 
ricular fibrillation  in  dogs,  by  the  intrave- 
nous injection  of  quinin  sulphate.  In  ani- 
mals so  treated,  intense  faradisation  failed 
to  cause  auricular  fibrillation.  Pezzi  and 
Clerc  have  also  shown  that  nicotin,  which 
invariably  produces  auricular  fibrillation 
in  dogs,  has  no  such  action  when  the  animal 
has  been  previously  quininized.  They  have 
had  the  same  results  with  barium  chlorid 
which  fails  to  develop  immediate  fibrilla- 
tion of  the  auricle  always  following  in  dogs 
not  previously  treated  with  quinin. 

DOSAGE. 

The  dose  required  to  restore  normal 
rhythm  is  variable,  some  patients  re- 
sponding to  small  quantities.  In  consult- 
ing the  literature  on  the  subject  it  is  not 
rare  to  find  a number  of  cases  in  which 
fibrillation  has  promptly  yielded  to  the  trial 
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dose  of  3 grains,  usually  given  to  test  the 
patient’s  susceptibility.  When  this  is  found 
absent  5 to  10  grains,  repeated  3 or  4 times 
a day,  is  the  dose  usually  recommended ; 
the  average  dose  is  4 to  7 grm.  over  a period 
of  5 days.  John  Hay  reports  that  the  aver- 
age dose  recommended  by  English  cardio- 
logists is  5 to  10  grains  three  times  a day, 
sometimes  increased  in  obstinate  cases  as 
far  as  3 grams  a day.  A maintenance  dose 
of  3 to  5 grains  once  or  twice  a day  after 
restoration  of  normal  meshanism  and  con- 
tinued indefinitely  or  with  short  periods  of 
interruption,  meets  with  widespread  favor 
— Lian<i“*  favors  20  c.gm.  four  or  five  times 
a day,  continued  for  one  week  following  the 
return  of  normal  mechanism,  then  he  pre- 
scribes alternately  for  3 weeks,  20  c.gm.  of 
quinidin  for  5 days  and  1/10  mg.  of  crystal- 
lized digitalein  for  five  following  days, 
completing  the  treatment  by  continuing  for 
some  time  the  alternate  use  of  digitalis  and 
quinidin,  the  patient  taking  4 or  5 — 20  c.gm. 
doses  of  quinidin  a day  during  the  first  five 
days  of  each  fortnight,  followed  by  1/10 
mg.  of  crystallized  digitalein  a day  during 
the  first  five  days  of  the  second  week.  Sir 
Thomas  Lewis  advises  0.2  to  0.4  grms.  in 
divided  doses,  the  allowance  being  from  1 
to  2 grms.  a day.  Some  have  carried  the 
dose  to  impressionistic  heights,  apparently 
with  no  untoward  results.  Drew  Luten<“> 
reports  a refractory  patient  to  whom  in- 
creasing daily  doses  were  given  for  16 
days;  on  the  16th  day  he  received  240  gr. 
in  the  24  hours.  Nothing  happened  except 
nausea  and  vomiting.  A few  days  after- 
wards, he  was  discharged  feeling  quite  well 
but  still  fibrillating.  Nathan  Sidell  and 
Frederick  G.  Dorwart<^®>  tabulate  a num- 
ber of  cases  in  which  the  dose  was  gradually 
increased  to  75,  90  or  even  200  grains  in  the 
twenty-four  hours.  Such  huge  dosage  is 
interesting  from  the  viewpoint  of  tolerance 
which  some  patients  show  to  quinidin, 
even  in  a decidedly  advanced  stage  of  de- 
compensation, but  it  is  questionable 
whether  it  were  not  to  the  patient’s  better 
interests  to  give  preference  to  more  con- 
servative dosage  or  to  repeated  trials,  al- 


lowing a period  of  rest  between  trials, 
rather  than  the  display  of  such  therapeutic 
virtuosity. 

The  danger  of  clotting  in  the  fibrillating 
auricle  with  the  possible  result  of  embolism 
which  attends  the  restoration  of  normal 
rhythm  has  been  at  all  times  the  principal 
objection  to  quinidin.  Mackenzie  rejects 
it  on  the  plea  that  the  danger  of  fibrillation 
is  not  so  much  the  disturbed  rhythm,  as  the 
exhaustion  depending  on  the  increased 
ventricular  rate.  He  cites  a case  of  auri- 
cular fibrillation<i2^  in  a patient  of  seventy- 
five  years  of  age  who  had  been  fibrillating 
for  fifteen  years  without  interruption  and 
to  whom  he  had  refused  treatment. 

Viko,  Marvin  and  White<^®>  have  re- 
ported a number  of  cases  of  auricular  fib- 
rillation, some  treated  with  quinidin  and 
others  without  it;  the  report  purporting  to 
prove  that  there  is  very  little  difference,  if 
any,  in  the  danger  of  embolism  following 
quinidin  therapy,  compared  with  other 
methods  of  treatment.  In  a series  of  484 
cases  treated  with  quinidin,  15  developed 
embolism  and  in  another  group  of  200 
cases  treated  without  quinidin,  embolism 
occurred  in  16  cases. 

Robert  Levy<®>  presents  a similar  table 
on  a smaller  scale:  in  50  cases  of  auricular 
fibrillation,  25  were  treated  with  digitalis 
alone  and  25  with  digitalis  and  quinidin. 
Of  the  25  cases  treated  with  digitalis  alone, 
five  developed  embolism  and  in  the  group 
treated  with  quinidin,  only  one  suffered 
from  embolism. 

John  Hay<25)  reports  that  at  a meeting 
of  the  Cardaic  Club  in  Edinburg  in  1923, 
the  value  of  quinidin  in  auricular  fibrilla- 
tion was  discussed.  It  was  found  that  of 
286  cases  including  265  of  auricular  fibrill- 
ation and  21  of  paroxysmal  tachycardia  and 
auricular  flutter,  embolism  occurred  in  7 
cases  only. 

There  seems  to  be  but  little  doubt  that 
clotting  in  the  auricles  occurs  more  fre- 
quently during  the  prevalence  of  auricular 
fibrillation  than  when  the  rhythm  is  nor- 
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mal.  This  has  been  demonstrated  by 
Thomas  Lewis<^^  who  in  76  post-mortem 
examinations  of  patients  dying  of  chronic 
heart  disease  in  which  clots  were  sought, 
found  them  in  8 cases  out  of  23  in  which 
fibrillation  was  present  in  the  last  illness 
and  in  only  4 cases  out  of  53  in  which  the 
mechanism  had  been  normal,  but  it  did  not 
appear  to  him  that  embolism  due  to  the  de- 
tachment of  these  clots  was  more  common 
when  fibrillation  existed  than  when  the 
rhythm  was  normal.  It  is  evident  that  when 
there  are  clots  in  the  auricles,  the  danger 
of  embolism  is  ever  present,  whatever  be  the 
rhythm,  normal  or  abnormal,  but  it  is 
equally  evident  that  such  influences  as 
emotion,  effort  or  various  forms  of  medica- 
tion are  just  as  potent,  if  not  more  so,  in 
causing  embolism  than  the  return  of  a fib- 
rillating  auricle  to  sinus  rhythm.  In  con- 
sideration of  these  facts,  with  due  allow- 
ance for  some  possible  doubt  concerning  the 
exact  cause  of  death  in  some  cases,  and 
when  the  natural  disposition  to  embolism 
in  heart  disease  is  considered,  it  is  clear 
that  the  danger  of  embolism  following 
quinidin  has  been  much  exaggerated.  The 
evidence  condemning  quinidin  will  thercr 
fore  always  remain  lame  and  inconclusive. 

Similar  deductions  apply  regarding  sud- 
den death  not  due  to  embolism.  However, 
normal  mechanism  is  usually  followed  by 
so  much  improvement  in  cardiac  reserve 
with  its  attendant  restoration  to  comfort- 
able and  useful  life,  in  contrast  with  the 
discomfort  and  invalidism  of  a quivering 
heart,  that  the  risk  of  embolism  or  even 
sudden  death  is  amply  justified. 

However,  it  is  well  to  remember  that  com- 
pensation is  not  always  restored  after  the 
establishment  of  normal  rhythm.  Korns<’^> 
reports  cases  of  patients  who  seemed 
totally  indifferent  to  fibrillation  or  normal 
rhythm,  or  even  to  transitional  mechanisms. 
He  cites  a patient,  who,  “while  maintain- 
ing a normal  rhythm  under  the  influence 
of  quinidin,  suddenly  developed  auricular 
flutter  with  immediate  doubling  or  trip- 
ling of  the  ventricular  rate  and  where 


other  changes  occurred  repeatedly  without 
notice  to  the  patient  or  modification  of  his 
condition.  His  subjective  and  objective 
signs  seemed  entirely  independent  of  fibrill- 
ation, flutter  or  normal  rhythm”.  Such 
cases  are  exceptional.  Regular  rhythm, 
even  though  it  be  normal  only  from  the 
standpoint  of  ventricular  rhythm,  regard- 
less of  any  deviation  from  sinus  rhythm,  is 
in  some  cases  quite  an  advantage  to  the  pa- 
tient as  is  shown  in  the  report  of  Case  No. 
1 appearing  at  the  end  of  this  paper. 

CONTRA-INDICATIONS 

Much  disappointment  and  discredit  to 
both  the  attendant  as  well  as  to  quinidin 
can  and  should  be  avoided  by  the  proper 
selection  of  cases.  Thomas  Lrewis  claims 
never  to  have  had  a case  of  embolism  fol- 
lowing quinidin,  probably  on  account  of  his 
care  in  avoiding  cases  where  it  is  contrain- 
dicated. The  most  important  contraindica- 
tions are:  1.  Advanced  myocardial  in- 

sufficiency. 2.  Congestive  heart  failure, 
especially  when  associated  with  multiple 
valvular  disease.  3.  Fibrillation  of  long 
standing.  4.  Idiosyncracy,  or  when  early 
unpleasant  symptoms  accompany  treatment 
and  persist;  in  such  cases  normal  mechan- 
ism is  not  likely  to  occur.  5.  Palpitation 
or  distressing  increase  in  ventricular  rate 
is  apt  to  lead  to  ventricular  tachycardia  fol- 
lowed by  ventricular  fibrillation.  However, 
tachycardia,  if  due  to  convertion  of  fibrilla- 
tion to  flutter,  is  no  indication  to  interrupt 
the  treatment,  provided  there  is  no  evi- 
dence of  serious  cardiac  or  circulatory 
unbalance.  6.  A history  of  previous  em- 
bolism. 7.  Auricular  fibrillation  occurring 
with  cessation  of  attacks  of  angina.  8.  No 
response  to  digitalis. 

INDICATIONS 

1.  When  fibrillation  is  paroxysmal  and 
occurring  in  undamaged  or  slightly  damag- 
ed hearts,  either  from  myocardial  or  valve 
disease.  2.  When  the  cardiac  upset  dates 
from  the  beginning  of  fibrillation.  3. 
When  fibrillation  occurs  during  the  course 
or  follows  an  acute  infection.  4.  Lastly, 
in  thyrotoxic  cases  especially  when  fibrilla- 
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tion  continues  after  successful  treatment 
of  thyroid  conditions,  either  by  surgical  or 
medical  treatment. 

Without  disregarding  the  importance  of 
discriminating  between  suitable  and  unsuit- 
able cases  there  are  numerous  instances 
where  every  contraindication  to  quinidin 
exists,  such  as  badly  damaged  hearts,  con- 
gestive heart  failure,  valvular  lesions  and 
fibrillation  of  many  years’  duration,  where 
notwithstanding,  quinidin  restores  normal 
rhythm,  alleviates  suffering  and  prolongs 
life.  In  the  report  of  Viko,  Marvin  and 
White it  is  shown  that  in  75  unselected 
cases,  restoration  occurred  in  68  per  cent 
of  the  cases.  A higher  rate  of  response  to 
and  maintenance  of  normal  mechanism  oc- 
curred in  arterio-sclerotics  than  in  rheu- 
matics, probably,  the  authors  infer,  on 
account  of  the  greater  frequency  of  conges- 
tive heart  failure  in  rheumatics;  undoubt- 
edly in  such  cases  greater  care  should 
be  observed  and  the  danger  signalled  to 
the  patient  or  to  his  relatives  whose  con- 
sent should  be  an  important  factor  in  de- 
ciding whether  or  not  the  treatment  is  to 
be  tried. 

The  two  cases  here  presented  are  useful 
in  so  far  as  they  demonstrate  some  inter- 
esting indications  for  quinidin  and  the 
phenomena  apt  to  follow  its  use. 

Case  I.  Mrs.  M.  J.,  68  years  of  age;  history  of 
arteriosclerosis  30  years  duration ; had  a labyrynthic 
hemorrhage  about  26  years  ago.  Blood  pressure 
200-240/110-120.  Kidneys  normal,  last  functional 
P-S-T  test  six  months  ago  showed  68  per  cent  elim- 
ination. For  the  past  4 years  she  has  had  fre- 
quent attacks  of  edema  of  the  lungs  accompanied 
by  auricular  fibrillation  which  at  first  promptly 
yielded  to  digitalis.  In  July,  1925,  however,  fol- 
lowing an  attack  of  edema  of  the  lungs  with  its 
accompanying  auricular  fibrillation,  cardiac  failure 
■was  relieved  by  digitalis,  but  fibrillation  became 
permanent.  After  five  or  six  weeks  of  continuous 
fibrillation,  wie  decided  to  hospitalise  her  and  give 
her  quinidin.  The  electrocardiogram  confirmed 
the  diagnosis.  After  thorough  digitalisation:  25 
drops  tine,  digitalis  3 times  a day  for  3 days;  a 
test  dose  of  3 grains  of  quinidin  showing  no  idio- 
syncrasy, she  was  given  5 grains  every  4 hours; 
after  the  5th  dose  her  pulse  became  regular  with 
a rate  of  70.  Quinidin  was  continued  in  5 gr. 


doses  three  times  a day  for  one  week  and  then 
discontinued.  Since  that  time  she  has  had  fre- 
quent attacks  of  fibrillation  ■with  congestive  heart 
failure  which  in  some  instances  were  quite  acute, 
the  lungs  filling  ■with  rales.  The  attacks,  some  of 
which  were  in  progress  for  several  days,  were  uni- 
formly relieved  by  quinidin  preceded  by  digitalis. 
Once  in  June,  1926,  during  one  of  her  attacks  of 
auricular  fibrillation,  as  there  were  no  signs  of 
congestion  of  the  lungs  she  was  given  5 grains 
of  quinidin  every  4 hours  without  preparatory 
digitalisation,  with  no  relief;  quinidin  was  discon- 
tinued for  a fewi  days  and  digitalis  given  in  20 
drop  doses  every  4 hours  until  signs  of  digitali- 
sation appeared.  Digitalis  was  then  discontinued 
and  quinidin  given  every  4 hours  in  5 grain  doses, 
with  the  appearance  of  a regular  pulse  of  70  per 
minute  after  the  4th  dose.  On  February  25, 
1927,  after  an  unusually  severe  attack,  treatment 
was  resumed  with  the  same  successful  result;  an 
electrocardiogram  showed  that  although  the  pa- 
tient was  very  comfortable  with  a pulse  regular 
in  rhythm  and  rate,  she  had  a decided  right  bundle 
branch  block  and  the  absence  of  the  P wave  in 
the  three  leads  showed  that  the  auricles  were 
still  fibrillating.  On  April  15,  1927,  after  recov- 
ering from  an  attack  and  with  a regular  pulse  of 
70,  the  electrocardiogram  showed  marked  im- 
provement in  the  branch  block,  an  inconspicuous 
P wave  appearing  in  the  first  two  leads.  Main- 
tenance doses  of  quinidin,  3 grain  capsules,  were 
prescribed  twice  a day  in  the  attempt  to  abolish 
the  recurring  attacks,  and  for  five  weeks,  the 
longest  interval  between  attacks  in  the  history  of 
the  case,  the  heart  remained  regular,  but  as  the 
patient  became  nauseated,  fearing  that  the  treat- 
ment was  responsible  for  upsetting  her,  and  with- 
out consulting  me,  she  discontinued  quinidin;  as 
a result,  fibrillation  recurred.  She  was  again 
treated  with  digitalis  and  quinidin  and  as  on  previ- 
ous occasions,  regular  ventricular  action  followed 
the  fourth  5 grain  dose  of  quinidin,  and  to  this 
day  she  has  had  no  recurrence.  She  is  still  taking 
her  two  3 grain  maintenance  doses  of  quinidin. 

Case  II.  Mrs.  G.,  about  58  years  of  age,  was 
seized  on  January  14,  1927,  with  ■violent  palpita- 
tion and  dyspnea  in  the  effort  to  raise  a door 
which  had  become  unfastened  from  its  hinges. 
She  had  enjoyed  excellent  health  until  a year  be- 
fore her  last  illness  when  a carcinoma  of  the 
uterus  was  detected.  Her  general  health  how- 
over  seemed  not  much  altered.  When  seen,  the 
heart  which  had  never  before  given  trouble,  was 
totally  irregular  with  a large  pulse  deficit,  rales 
were  present  at  the  base  of  both  lungs.  Twenty-five 
drops  of  tr.  of  digitalis  every  4 hours  for  3 days  re- 
lieved the  pulmonary  congestion,  but  the  arryth- 
n.ia  was  unaffected ; digitalis  was  discontinued  and 
5 grain  quinidin  capsules  given  every  4 hours. 
Complete  relief  followed  the  third  dose.  She  was 
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seen  the  following  morning  and  instructed  to 
remain  absolutely  quiet  for  a few  days.  Feeling 
so  well  and  comfortable,  she  ignored  the  instruc- 
tions and  walked  to  her  kitchen  to  prepare  her 
supper  when  she  suddenly  fell  to  the  floor,  dying 
instantly. 

In  Case  1,  the  notable  features  are:  1. 

That  auricular  fibrillation  may  be  present 
with  a pulse  normal  in  rhythm  and  rate. 
Mackenzie  reports  a similar  case^^^)  refer- 
ring him  to  Lewis  for  electrocardiographic 
tracings  which  revealed  that  the  auricles 
were  fibrillating,  the  patient’s  pulse  being 
regular.  2.  The  uniformity  of  results 
when  quinidin  was  preceded  by  digitalis. 
We  have  not  repeated  the  experiment  of 
giving  quinidin  without  preliminary  digit- 
alisation in  this  case,  after  the  one  failure 
of  quinidin,  not  preceded  by  digitalis.  3. 
The  comfort  and  relief  of  the  patient  when 
the  pulse  rhythm  and  rate  became  normal, 
although  distinct  departure  from  sinus 
rhjd;hm  appeared  in  the  electrocardiogram. 
4.  The  remarkable  effect  of  small  mainten- 
ance doses  of  quinidin.  5.  The  brilliant 
results  of  quinidin  when  the  origin  of  fibril- 
lation coincides  with  the  first  signs  of 
cardiac  upset. 

In  Case  II,  as  no  post-mortem  examina- 
tion was  made,  the  cause  of  death  remains 
obscure : cerebral  embolism,  or  hemorrhage, 
or  heart  failure?  The  moral  however,  is 
the  necessity  of  insisting  on  rest  in  bed  for 
a few  days  after  quinidin  has  regulated  the 
pulse. 
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DISCUSSION 

Dr.  A.  E.  Fossier:  Dr.  Bayon  has  so  fully  and 

so  thoroughly  covered  his  subject  that  it  is  very 
hard  for  me  to  discuss  it.  All  that  is  left  for  me 
to  do  is  to  repeat  some  of  the  many  good  points  he 
has  given  us. 

The  first  thing  to  be  considered  is  the  action  of 
quinidin:  Its  auricular  action  is  the  restoration 

of  sinus  rhythm  due  to  its  power  of  increasing 
the  refractory  period  of  the  auricular  muscle 
fibers,  this  causes  an  abrupt  termination  of  the 
circus  movement,  which  is  said  to  be  the  cause  of 
fibrillation  and  auricular  flutter.  The  P-R  inter- 
val is  often  at  first  lengthened,  but  soon  returns 
to  normal.  Besides,  quinidin  lowers  the  conduc- 
tion rate  in  the  auricular  fibers  which  results  in 
a reduced  number  of  fibrillations.  As  long  as  the 
fibrillations  remain  about  350  to  600  per  minute, 
the  rhythm  is  that  of  fibrillation;  if  they  are  less- 
ened, two  things  happen : first,  sinus  rhythm  will 
be  abruptly  restored ; second,  auricular  flutter  will 
take  place.  Once  flutter  is  established,  if  quinidin 
is  pushed  it  will  terminate  in  sinus  rhjrthm. 

The  action  of  quinidin  on  the  vagi  is  opposite 
to  that  of  digitalis;  digitalis  increases  vagal  tone 
and  diminishes  ventricular  rate;  quinidin  lowers 
vagal  tone  and  increases  ventricular  rate.  This 
increase  of  rate  may  be  so  great  as  to  cause  dis- 
continuance of  the  drug.  Digitalis  is  given  to 
prevent  this  possibility  of  its  producing  heart 
block. 

The  absorption  and  elimination  of  quinidin  are 
most  important  factors  to  consider.  It  is  more 
rapidly  absorbed  and  more  quickly  eliminated  than 
digitalis.  Auricular  flutter  may  occur  as  early  as 
two  hours  after  the  administration  of  quinidin. 
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The  elimination  of  quinidin  is  also  very  rapid.  It 
usually  disappears  from  the  ui’ine  within  12  to  24 
hours.  It  should  be  prescribed  at  shorter  inter- 
vals, while  digitalis  should  be  given  at  longer 
intervals. 

I fully  agree  with  Dr.  Bayon  that  a good  many 
of  the  deaths  attributed  to  the  use  of  quinidin 
may  not  be  occasioned  by  the  drug.  The  doctor 
has  given  us  statistics  which  prove  his  contention 
tbat  many  of  these  cases  which  terminated  fatally 
after  the  use  of  quinidin  would  have  died  if  they 
had  not  taken  quinidin.  I know  it  has  prevented 
a good  many  physicians  from  using  quinidin  when 
they  could  prescribe  it  with  a large  margin  of 
safety.  Of  course,  there  are  precautions  to  be  ob- 
served. Quinidin  is  a cardiac  and  respiratory  de- 
pressant. Sudden  death  and  embolism  may  attend 
its  use,  attacks  may  occur;  but  this  may  happen 
under  any  other  circumstances,  therefore  this 
should  not  mitigate  against  the  proper  use  of 
quinidin. 

In  the  administration  of  this  drug  we  must, 
as  much  as  possible,  select  our  cases.  The  stand- 
ard of  selection  I generally  use  are  that  the  cir- 
culation must  be  efficient  without  the  help  of 
drug  while  the  patient  remains  in  bed,  and  there 
must  not  be  any  edema,  albuminuria  or  enlarge- 
ment of  the  liver.  Then  quinidin  may  be  given 
irrespective  of  the  heart  condition.  Treatment 
should  be  inaugurated  when  patient  is  w'ell  enough 
to  be  discharged,  otherwise  it  must  be  employed 
with  great  caution.  It  is  a dangerous  drug  in 
exhausted  heart  muscle. 

Now,  the  method  of  administering  the  drug. 
Frey’s  method  of  administrating  the  drug  is  my 
choice.  We  give  six  grains  in  the  morning;  one 
dose  of  six  grains  the  first  day,  two  doses  of  six 
grains  the  second  day,  three  doses  of  six  grains 
the  third  day,  until  the  maximum  of  ten  doses  of 
six  grains  are  given  in  one  day.  The  doses  are 
to  be  repeated  every  two  hours.  The  best  time 
to  begin  the  administration  of  the  drug  is  early 
in  the  morning.  The  absorption  and  elimination 
of  the  drug  is  so  rapid  that  in  giving  it  at  such 
short  intervals  it  produces  no  ill  effect.  You  can 
let  your  patient  up  a short  while  after  he  has  been 
benefitted  from  the  use  of  the  remedy. 

I must  also  caution  you  to  record  frequently 
the  rate  and  the  volume  of  the  pulse.  The  elec- 
trocardiograph should  also  be  used  in  these  cases 
frequently  as  a control.  No  rhythm  is  to  be  ac- 
cepted as  sinus  rhythm  unless  it  is  confirmed  by 
electrocardiograms.  Once  sinus  rhythm  is  estab- 
lished, the  drug  is  to  be  discontinued.  In  the 
more  severe  cases  we  have  got  to  go  most  care- 
fully. Occasionally  we  are  never  able  to  bring 
our  cases  down  to  the  ideal  standard. 

I wish  to  emphasize  what  Dr.  Bayon  so  ably 
proved  tonight,  that  there  is  only  a minimum 
amount  of  danger  in  using  quinidin. 


Dr.  J.  H.  Musser;  Two  features  of  quinidin 
therapy  that  Dr.  Bayon  did  not  bring  out  in  his 
paper — perhaps  did  not  intend  to  bring  out — 
might  be  explained.  One  is  that  quinidin  has  prac- 
tically no  value  in  long  continued  cases  of  fibril- 
lation; if  fibrillation  has  been  of  short  duration 
quinidin  may  have  a very  excellent  effect.  An- 
other thing  that  should  be  mentioned,  and  that  is, 
that  a good  deal  depends  on  the  eitology  of  the 
particular  cardiac  disturbance  that  is  responsible 
for  the  auricular  fibrillation.  I do  not  wish  to 
imply  that  we  never  get  good  results  with  quini- 
din; on  the  contrary,  in  a number  of  cases  of 
rheumatic  heart  disease  that  have  come  under  my 
observation,  the  effect  of  quinidin  is  sometimes 
brilliant.  I must  confess,  with  such  a drug  as 
digitalis  on  hand,  which  we  use  so  frequently,  and 
which  has  proved  its  value,  it  seems  to  me  that 
quinidin  should  be  reserved  for  a few  selected 
cases  only.  Incidentally,  there  is  another  use  to 
quinidin  which  was  not  mentioned  (of  course  Dr. 
Bayon  was  discussing  auricular  fibrillation),  the 
benefit  you  get  with  nervous  individuals  having 
frequent  ectopics;  if  you  put  them  on  quinidin 
they  will  be  very  materially  benefitted  by  having 
the  frequency  diminished,  or  the  ectopics  actu- 
ally stopped.  Mentally  at  least  this  seems  to 
help  them  quite  considerably. 

Dr.  Randolph  Lyons:  Dr.  Bayon  is  to  be  com- 

plimented on  his  interesting  paper. 

I would  like  to  sound  a warning  about  the 
use  of  quinidin  in  fibrillation.  I have  had  a num- 
ber of  cases  of  transient  fibrillation  where  the 
fibrillation  only  persisted  a few  hours  to  a few 
days,  in  whom  it  was  difficult  to  tell  whether  the 
cessation  was  due  to  the  drug  used.  I give  quinidin 
to  patients  that  can  not  be  controlled  with  digi- 
talis first,  but  when  the  fibrillation  stops  a few 
h.ours  or  days  after  administering  it,  I am  not 
always  certain  that  the  change  can  be  ascribed 
to  the  drug. 

I do  not  wish  to  imply  that  quinidin  has  not 
much  value  in  the  control  of  fibrillation,  but  that 
we  have  to  be  cautious  in  interpreting  our  re- 
sults; a good  many  of  these  cases  of  fibrillation 
would  cease  spontaneously  without  quinidin  or 
any  other  drug. 

Dr.  Geo.  R.  Herrmann:  Dr.  Bayon  has  indeed 

presented  us  with  a complete  resume  of  the  liter- 
ature on  quinidin.  His  unusually  spectacular  re- 
sults have,  I fear,  made  him  a bit  partial  to  the 
drug.  I cannot  agree  with  his  contention  that 
the  fibrillary  auricle  is  just  as  likely  to  send  forth 
broken  off  bits  of  thrombus  which  may  act  as 
emboli  as  is  the  auricle  which  has  been  changed 
from  fibrillation  to  normal  mechanism.  As  we 
all  know  in  fibrillation  there  is  no  contraction  of 
the  auricle  whatever.  The  fibrillary  tremors  ap- 
pear only  in  the  dilated  walls  of  an  engorged,  in- 
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active  auricle,  and  the  effects  of  these  fibrillary 
waves  upon  the  content  of  the  auricle  is  practi- 
cally nil,  while  when  normal  mechanism  is  re- 
sumed a coordinated  pressure  of  the  contents 
again  comes  into  play.  In  cases  in  which  the 
onset  of  auricular  fibrillation  is  of  recent  date 
and  in  which  there  has  been  little  oportunity  for 
thrombi  to  form,  conditions  which  are  common  to 
the  auricular  fibrillation  of  exophthalmic  goiter, 
quinidin  is,  of  course,  the  drug  of  choice  since 
digitalis  has  very  little  effect  on  this  type  of 
auricular  fibrillation.  When  other  acute  post- 
operative paroxysms  or  transient  auricular  fibril- 
lation or  that  that  occurs  in  acute  infectious  dis- 
eases are  encountered,  quinidin  is  most  certainly 
indicated,  but  for  the  disturbances  that  are  pres- 
ent in  chronic  heart  disease,  it  is,  I feel  certain, 
only  the  special  case  in  w>hich  the  results  are  as 
brilliant  as  those  that  Dr.  Bayon  has  experienced. 

It  is,  however,  good  to  have  clinicians  who  are 
brave  enough  to  take  the  chance,  for  certainly 
the  faint  of  heart  and  those  who  are  gun-shy  from 
accidents  with  the  drug  cannot  hope  to  settle  the 
matter,  and  probably  frequently  deny  their  pa- 
tients a drug  which  might  be  most  useful.  The 
contraindications,  however,  must  be  kept  in  mind. 
Idiosyncrasies  to  the  drug  must,  of  course,  first 
be  ruled  out  by  minute  test  doses.  It  can  do  no 
harm  to  reiterate  the  fact  that  patients  who  have 
suffered  embolism  previously  or  who  have  vegeta- 
tive endocarditis  or  who  have  a high  grade  of 
heart  failure  or  who  have  cardiac  pain,  that  was 
relieved  by  the  onset  of  fibrillation,  should  not  be 
given  quinidin. 


Late  Results  From  TryparsamJde  Therapy  in  Neuro- 
syphilis.— On  the  basis  of  his  experience  and  a review  of 
results  after  the  lapse  of  from  five  to  six  years,  W.  F. 
Lorenz  urges  that  every  case  of  syphilis  of  the  central 
nervous  system  be  treated  energetically.  Tryparsamide  and 
mercury  offer  a convenient  and  remarkably  effective  treat- 
ment. It  is  necessary  to  select  cases  in  making  a choice  of 
tryparsamide,  other  arsenicals,  malarial  inoculation  or  other 
therapy  of  proved  value.  In  the  instance  of  tryparsanride, 
an  extensive  trial  should  be  made  before  the  drug  is  dis- 
carded. There  are  now  many  patients  who  have  enjoyed 
health  and  efficiency  for  periods  of  from  five  to  six  years 
as  the  result  of  treatment  with  tryparsamide  and  mercury. 
These  are  largely  cases  that  would  have  otherwise,  without 
doubt,  passed  on  to  hopeless  chronicity  and  death.  As  a 
result  of  this  review,  it  is  Lorenz’  conviction  that  absolute 
differentiatoin  by  either  clinical  or  serologic  evidence  be- 
tween amenable  and  resistive  cases  cannot  be  made  before 
a therapeutic  trial.  Early  improvement  is  very  encouraging 
and  argues  for  a persistence  of  the  effort  instituted.  Lastly, 
a point  that  cannot  be  too  much  emphasized  is  the  practice 
of  regarding  every  case  as  an  individual  problem  in  which 
all  the  evidence,  clinical  and  serologic,  must  be  weighed 
before  planning  the  therapeutic  attack. — J.  A.  M.  A.,  April 
21,  1928. 
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SURGICAL  MANAGEMENT  OF 
LESIONS  OF  THE  STOMACH* 

R.  L.  SANDERS,  M.  D. 

Memphis, Tennessee. 

A discussion  of  duodenal  ulcer  is  not 
within  the  scope  of  this  paper.  That  is  a 
subject  of  tremendous  importance  and 
should  be  the  basis  of  a monograph.  Chronic 
duodenal  ulcer  is  probably  the  most  com- 
mon surgical  lesion  of  the  upper  intestinal 
tract,  and  yet  it  is  fraught  with  the  least 
of  cancer  potentialities.  The  duodenum 
possesses  an  extraordinary  immunity 
against  malignant  disease  and  primary 
cancer  is  seldom  found  there.  The  pylo- 
rus is  a sort  of  “dead  line”  across  which 
cancer  seldom  passes. 

Ulcer  of  the  stomach  is  a rare  disease 
although  early  writers  thought  it  to  be  of 
common  occurrence.  For  all  practical  pur- 
poses, every  gastric  ulcer  should  be  regard- 
ed as  a potential  cancer.  Many  gastric 
lesions  which  appear  benign  even  after  a 
careful  roentgenologic  study  later  prove  to 
be  malignant.  Gastric  ulcers  undergoing 
carcinomatous  transformation  and  early 
localized  primary  carcinomatous  ulcers 
compose  a group  of  most  interesting  and 
hopeful  cases.  One-third  of  all  the  can- 
cers in  men  and  one-fifth  of  those  in  women 
occur  in  the  stomach.  No  one  can  defi- 
nitely estimate  the  exact  frequency  with 
which  benign  gastric  ulcer  becomes  malig- 
nant, Neither  can  it  be  determined  how 
often  cancer  develops  on  pre-existing  be- 
nign gastric  lesions,  Petterson  places  the 
percentage  as  low  as  2 per  cent  while  Mac- 
Carty  once  thought  such  a transformation 
occurred  in  71  per  cent  of  all  cases.  Some- 
where between  these  two  extremes  the  ac- 
tual occurrence  will  be  found.  Although 
Eusterman  has  recently  written  more  hope- 
fully regarding  the  prognostic  value  of 
gastric  acidity  in  elderly  people  suffering 
from  chronic  gastric  ulcer,  yet  the  acid 
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factor  alone  should  not  afford  a sense  of 
false  security  to  such  patients  and  keep 
them  from  obtaining  the  benefits  of  surgi- 
cal removal  of  the  ulcer  while  it  is  in  a 
curable  state.  The  chief  complaint  in 
chronic  ulcer  is  pain,  usually  regular.  Thfi 
pain  up  to  a certain  period  is  relieved  by 
food.  The  time  of  occurrence  of  the  pain 
with  reference  to  food  intake  will  vary  ac- 
cording to  the  location  of  the  lesion. 

In  our  clinic  about  25  per  cent  of  the 
duodenal  ulcers  are  treated  surgically. 
When  the  patients  are  not  sufficiently  re- 
lieved by  medical  management,  when  bleed- 
ing occurs  repeatedly,  when  obstruction  in- 
terferes with  adequate  nutrition  or  when 
perforation  occurs,  the  surgical  indication 
is  definite.  When  a demonstrable  gastric 
ulcer  is  found  and  no  contraindication 
exists,  immediate  surgical  treatment  is  ad- 
vised. The  results  have  justified  this  pro- 
cedure when  the  ulcer  is  accessible  and 
amenable  to  surgery.  The  ulcer  may  be  ex- 
cised with  the  knife  or  cautery  and  the  ex- 
cision supplemented  by  a gastro-enter- 
ostomy.  This  operation  has  given  most 
satisfactory  results.  If  the  ulcer  is  large 
and  so  located  that  a partial  gastrectomy 
offers  the  patient  a better  chance  for  cure, 
a resection  is  done  and,  if  possible,  the  con- 
tinuity of  the  intestinal  tract  restored  by 
the  Polya  technic.  In  some  instances  the 
Bilroth  No.  1 or  No.  2 type  of  operation 
may  be  selected  to  meet  certain  indications. 

Occasionally  a very  large  ulcer  will  oc- 
cur high  up  on  the  lesser  curvature  or 
posterior  wall  and  be  so  inaccessible . that 
excision  or  resection  is  not  technically 
possible.  Some  years  ago  Moynihan  sug- 
gested treating  such  ulcers  by  making  a 
large  gastro-enterostomy  opposite  the 
crater  of  the  ulcer  and  supplementing  this 
by  inserting  a jej unostomy  tube  a few 
inches  lower  down  the  jejunum.  The  pa- 
tient may  be  nourished  through  this  tube 
a sufficient  time  to  allow  the  ulcer  to  heal. 
This  method  was  used  in  one  of  our  cases 
some  five  years  ago.  The  patient  was  a 
woman  56  years  of  age  who  had  a huge 
ulcer  on  the  lesser  curvature  near  the  car- 


dia,  perforating  into  the  under  surface  of 
the  liver.  A posterior  gastro-enterostomy 
was  done  and  a jej  unostomy  tube  inserted 
eight  inches  below  the  anastomosis, 
through  which  tube  the  patient  was  fed  for 
120  days.  No  food  nor  drink  was  allowed 
by  mouth  until  after  the  tube  was  removed. 
The  fistula  closed  spontaneously  and  the 
patient  made  an  uneventful  recovery.  She 
is  entirely  well  and  a recent  roentgen-ray 
examination  showed  the  stomach  had  prac- 
tically returned  to  normal  condition. 

GASTRO-E  NTEROSTOM  Y. 

Gastro-enterostomy  has  the  widest  range 
of  usefulness  of  all  operations  for  benign 
lesions  of  the  stomach  and  duodenum. 
When  the  indications  are  adequate  and  the 
technic  of  performance  proper,  gastro-en- 
terostomy leaves  but  little  to  be  desired 
and  complications  are  rare.  Its  simplicity, 
safety  and  efficiency  make  it  the  most 
firmly  established  of  all  operations  on  the 
stomach.  It  is  true  that  the  results  are 
not  always  perfect  but  they  probably  reach 
a higher  percentage  of  satisfaction  than 
any  other  operation  so  far  used.  Gastro- 
enterostomy is  unsurgical  in  principle  but 
the  most  efficient  makeshift  so  far  devel- 
oped. It  is  occasionally  necessary  to  dis- 
connect the  anastomosis.  Gastro-enter- 
ostomy has  been  done  in  two  groups  of 
cases:  1.  The  necessary;  2.  The  unnec- 

essary. According  to  Balfour  the  unneces- 
sary gastro-enterostomy  discredits  the 
surgeon  but  not  surgery.  Gastro-enter- 
ostomy done  on  account  of  conditions  simu- 
lating ulcer,  atony  of  the  stomach,  hemorr- 
hage not  due  to  ulcer,  etc.,  has  brought  the 
operation  into  more  or  less  disrepute  in  the 
minds  of  many  medical  men  and  some  sur- 
geons. The  only  necessary  condition  de- 
manding gastro-enterostomy  is  a demon- 
strable lesion  of  the  stomach  or  duodenum. 
A necessary  gastro-enterostomy  may  be 
followed  by  poor  results.  Occasionally 
the  anastomosis  may  be  poorly  made,  the 
location  of  the  stoma  improper  or  some 
intra-abdominal  pathology  overlooked  or 
not  removed  at  the  time  of  the  operation. 
These  may  be  some  of  the  reasons  for  such 
apparent  failures. 
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Recurrent  or  marginal  ulcers  occur  in  a 
small  per  cent  of  cases  and  usually  demand 
another  operation  to  disconnect  the  anas- 
tomosis. Gastro-jejunal  ulcers  may  be 
caused  by  the  same  agent  that  produced 
the  original  ulcer  if  the  cause  has  not  been 
removed.  It  is  probable  that  some  patients 
are  unusually  susceptible  to  ulcer  forma- 
tion. All  foci  of  infection  should  be  re- 
moved as  early  as  possible  when  any  ulcer, 
whether  primary  or  secondary,  is  being 
treated.  Marginal  ulcers  do  not  respond 
well  to  medical  treatment.  As  soon  as  a 
definite  diagnosis  is  made,  the  ulcer  should 
be  treated  surgically  by  one  of  the  following 
methods  according  to  the  indications:  1. 

If  the  original  ulcer  is  healed  and  the  pylo- 
rus not  obstructed,  a simple  disconnection 
of  the  anastomosis  will  suffice.  2.  Dis- 
connection and  some  type  of  pyloroplasty. 
3.  Disconnection  supplemented  by  a new 
gastro-enterostomy  or  a plastic  operation 
on  the  old  anastomosis  after  excising  the 
ulcer.  4.  Disconnection  and  partial  gas- 
trectomy, preferably  by  the  Polya  technic. 

Gastro-jejunal  ulcers  occasionally  per- 
forate into  the  colon.  This  complication 
has  occurred  in  two  of  our  cases.  It  is  a 
formidable  sequela  and  one  that  demands 
immediate  separation  of  the  colon,  the 
stomach  and  the  jejunum.  Fortunately, 
simple  separation  was  all  that  was  neces- 
sary and  resection  was  not  done.  Both 
patients  have  entirely  recovered  and  are 
apparently  in  good  condition.  There  has 
been  no  reactivation  of  the  primary  ulcer. 

Multiple  ulcers  are  found  far  more  often 
than  they  were  formerly  thought  to  occur 
and  for  this  reason  radical  resection  is 
gaining  ground.  In  order  that  the  ulcers 
may  be  removed  at  the  time  of  the  primary 
operation,  partial  gastrectomy  is  becoming 
more  and  more  the  operation  of  choice  for 
many  benign  lesions  of  the  stomach.  It  is 
safe  and  complete  and  removes  the  lesion 
whether  single  or  multiple.  In  the  hands 
of  experienced  surgeons  the  mortality  from 
partial  gastrectomy  appears  very  little 
higher  than  from  excision  of  the  ulcer  and 


gastro-enterostomy  or  gastro-enterostomy 
alone. 

CANCER. 

Some  one  has  said  that  the  body  lines  of 
cancer  cross  in  the  stomach.  In  the  United 
States  100,000  people  annually  die  of  can- 
cer. Approximately  37,000  of  these  deaths 
are  due  to  carcinoma  of  the  stomach  and 
liver.  We  know  that  primary  cancer  of 
the  liver  is  rare  and,  eliminating  this  group, 
it  is  certain  that  well  over  one-third  of 
cancer  deaths  are  due  to  carcinoma  of  the 
stomach  alone. 

In  the  sixteenth  century  the  average 
length  of  life  was  about  22  years.  Today 
the  span  is  well  beyond  56  years.  Much 
progress  has  been  made  in  salvaging  the 
lives  of  infants  and  children,  thus  permit- 
ting a larger  number  of  people  to  reach 
middle  life.  Cancer  begins  to  take  its 
toll,  as  a rule,  at  or  beyond  middle  life,  and 
on  this  account  the  relative  proportion  of 
cancer  deaths  is  more  apparent.  Unfortu- 
nately, we  are  not  yet  able  to  salvage  the 
same  proportion  of  adult  life  as  we  have 
in  infants  and  children.  This  is  a problem 
that  our  present  generation  should  endeav- 
or to  solve. 

What  can  we  do  about  it?  There  can  be 
but  one  answer.  Make  early  diagnoses. 
The  treatment  is  perfectly  plain.  No  can- 
cer of  the  stomach  has  ever  been  cured 
spontaneously  or  by  medical  means.  The 
surgical  removal  of  the  malignant  lesion 
while  it  is  confined  to  a local  area  is  the 
only  hope  for  a permanent  cure. 

The  pessimistic  attitude  of  the  laity,  as 
well  as  the  profession,  seems  justified  in 
the  light  of  present  conditions.  We  are 
creatures  of  tradition.  This  tradition  is 
common  to  medical  men  and  surgeons 
equally  as  well  as  to  people  in  other  walks 
of  life.  Our  conception  of  cancer  of  the 
Stomach  must  be  revised.  All  medical 
men  are  familiar  with  the  text  book  picture 
of  gastric  carcinoma.  The  picture  is  one 
of  the  last  stage  symptoms  depicting  a pa- 
tient well  beyond  the  bounds  of  curability. 
Just  so  long  as  text  books  and  instructors 
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continue  to  teach  late  stage  symptoms  of 
the  disease,  progress  will  be  retarded  in 
salvaging  the  lives  of  people  suffering  from 
lesions  of  the  stomach.  People  must  ap- 
preciate the  fact  that  gastric  carcinoma 
may  exist  with  little  or  no  loss  of  weight, 
no  alteration  of  appetite,  no  anemia,  with 
normal  gastric  acidity  and  without  a palp- 
able epigastric  mass.  Laymen  procrasti- 
nate in  the  fallacious  notion  that  people 
past  middle  life  all  suffer  more  or  less  from 
dyspepsia.  The  majority  of  patients  apply 
for  examination  late  or  long  after  the  dys- 
peptic symptoms  first  manifest  themselves. 
Lack  of  time  or  incomplete  examination 
often  fails  to'  reveal  the  potential  or  real 
condition  in  the  stomach  until  after  the 
period  has  passed  when  a cure  might  be 
affected. 

Since  the  advent  of  the  roentgen-ray  as 
an  adjunct  in  diagnosis,  competent  roent- 
genologists have  developed  all  over  the 
country.  Co-ordinate  team  work  between 
the  roentgenologist,  the  internist  and  the 
surgeon  is  making  for  progress.  Thirteen 
years  ago  Friedenwald  studied  1,000  cases 
of  cancer  of  the  stomach  and  found  only 
28  per  cent  of  them  operable  at  the  time 
they  were  examined.  Three  and  threcr 
tenths  per  cent  of  that  series  were  treated 
by  radical  resection.  Eusterman  has  re- 
cently reported  a large  series  of  cases  in 
which  he  found  more  than  fifty  per  cent 
were  operable,  and  forty-six  per  cent  of 
that  group  were  subjected  to  radical  resec- 
tion. Thus  we  see  that  such  team  work 
and  some  education  of  the  people  along  the 
lines  of  careful  examination  are  accomplish- 
ing something  toward  the  end  of  early 
diagnosis  and  extending  the  operability  to 
a higher  percentage  of  cases.  Periodic 
health  audit  propaganda  should  be  spread 
among  the  people  generally,  especially  those 
beyond  middle  life.  Any  dyspeptic  com- 
plaint should  be  warning  sufficient  to 
justify  immediate  examination  in  which 
are  included  the  combined  efforts  of  the 
internist,  the  radiologist  and  the  laboratory 
man.  If  the  history  is  suggestive  and  a 
deformity  or  filling  defect  is  found,  the 


surgeon  should  also  become  a member  of 
the  consulting  group. 

Obstructive  lesions  at  the  pylorus  pre- 
sent quite  different  symptoms  to  lesions  at 
or  near  the  cardia.  Lesions  in  the  pars 
media  involving  the  lesser  curvature,  the 
anterior  or  the  posterior  wall,  often  remain 
quiescent  until  the  disease  is  well  advanced. 
A small  circumscribed  cancer  near  the  pylo- 
hus  may  so  nearly  simulate  a benign  ulcer, 
even  to  the  point  of  an  intermittent  course, 
as  to  deceive  the  most  careful  observer. 
Early  surgical  removal  in  such  cases  is  a 
necessity.  It  is  estimated  that  the  primary 
location  of  cancer  involves  the  cardia  in 
less  than  one  per  cent.  The  lesser  curva- 
ture is  involved  in  about  25  per  cent  while 
the  pyloric  antrum  is  involved  in  60  per 
cent.  This  fact  alone  places  the  surgical 
treatment  well  in  the  forefront  of  all  reme- 
dies. If  the  reverse  condition  were  true, 
and  the  cardia  should  be  the  common  loca- 
tion, then  surgery  could  be  practically  elim- 
inated in  this  process  of  salvaging  cancer 
sufferers.  The  inaccessibility  of  the  upper 
end  of  the  stomach  and  the  technical  diffi- 
culties encountered  in  operating  almost 
preclude  surgical  removal  of  lesions  in  that 
locality. 

There  is  a tendency  on  the  part  of  the 
profession  to  try  antiluetic  therapy  in  many 
cases  of  gastric  lesions.  This  procedure  is 
probably  not  justifiable  in  the  light  of  our 
present  knowledge  concerning  the  appalling 
number  of  deaths  from  cancer  of  the 
stomach,  most  of  whom  are  victims  of  late 
diagnoses.  Patients  have  improved  under 
arsenical  treatment  but  this  is  hard  to  ex- 
plain. Arsenic  probably  stimulates  the 
blood  centers,  creates  a better  appetite  and 
a sense  of  well-being,  thereby  building  up  a 
false  security.  Syphilis  of  the  stomach  is 
a rare  disease  while  cancer  is  far  too  com- 
mon. If  antiluetic  remedies  are  used,  their 
use  should  not  extend  over  a long  period  of 
time  and  a careful  roentgenologic  check 
should  frequently  be  made. 

PRE-OPERATIVE  PREPARATION. 

Moynihan  once  said,  “Surgery  has  been 
made  safe  for  the  patient;  we  must  now 
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make  the  patient  safe  for  surgery.”  Much 
can  be  done  in  the  way  of  preparation  to 
minimize  the  risk  of  operation  for  cancer 
of  the  stomach.  iPatients  who  have  been 
on  a starvation  diet,  even  though  no  ob- 
struction exists,  can  be  benefited  by  a few 
days  of  rest  in  bed  with  a liberal  diet  and 
abundant  fluids.  In  those  cases  with 
marked  obstruction  at  the  pylorus,  the  de- 
hydration and  starvation  are  often  pro- 
nounced and  preliminary  preparation  is 
imperative.  In  the  latter  group  of  cases, 
blood  chemistry  studies  are  valuable  in  de- 
termining the  amount  of  toxemia  present. 
The  chlorides  will  often  be  low.  Much 
benefit  may  be  derived  by  the  intravenous 
administration  of  sodium  chloride  and  glu- 
cose solution  given  once  or  twice  a day  for 
a short  time  prior  to  operation.  The  mar- 
gin of  safety  can  be  greatly  extended  by 
such  preliminary  treatment. 

Gastric  lavage  repeated  every  twelve 
hours  should  be  done  for  a sufficient  length 
of  time  to  cleanse  the  stomach  entirely.  The 
stomach  tube  seldom  does  harm  even  in  the 
most  extensive  gastric  lesions.  Washing 
out  the  debris  and  infected  material  will 
render  the  edematous  stomach  walls  more 
healthy  and  permit  better  approximation 
and  suture  during  the  operation.  Pyloric 
obstruction  should  not  be  considered  an 
emergency  condition  comparable  to  ob- 
struction farther  down  the  intestinal  tract. 
Time  spent  in  the  preliminary  preparation 
is  valuable  and  avails  much  in  the  final 
outcome  of  many  such  cases. 

Cancer  patients  are  often  quite  anemic 
when  first  examined.  The  anemia  may  be 
due  to  an  actual  loss  of  blood,  to  hemolysis 
from  disease  toxemia,  or  to  both.  Treat- 
ment of  such  secondary  anemias  is  not  al- 
ways satisfactory.  It  has  been  our  custom 
to  use  blood  transfusions  preliminary  to 
operation  when  the  hemoglobin  is  below  50 
per  cent.  We  rarely  find  an  actual  in- 
crease in  the  hemoglobin  percentage  after 
transfusion  but  the  red  blood  cell  count  is 
often  appreciably  elevated.  A general  im- 
provement is  noted  and  the  patients  ex- 
perience a sense  of  well-being,  making 


transfusion  valuable.  A case  in  point 
will  illustrate  this  beneficial  effect.  A 
man,  65  years  of  age,  came  to  the  clinic  last 
fall  on  account  of  a large  obstructing  car- 
cinoma involving  the  pars  media  and  py- 
loric antrum.  He  was  a poor  surgical  risk. 
Blood  examination  showed  the  hemoglobin 
40  per  cent  and  erythrocytes  2,500,000. 
Two  blood  transfusions  of  600  cc.  each 
were  given  by  the  direct  method  without 
reaction.  Very  little  change  was  noted  in 
the  blood  picture  but  the  patient  experi- 
enced a feeling  of  improvement,  was  able 
to  go  through  the  operation  satisfactorily 
and  made  an  uneventful  recovery.  A palli- 
ative gastro-enterostomy  was  done  and  he 
has  been  reasonably  comfortable  up  to  now, 
which  is  well  more  than  six  months  post- 
operative. This  case  serves  also  to  empha- 
size the  fact  that  the  mortality  as  well  as 
the  technical  difficulties  of  the  operation 
can  be  materially  influenced  by  timely  at- 
tention to  proper  preliminary  preparation. 

ANAESTHESIA. 

The  choice  of  an  anaesthetic  should  be 
considered  along  with  the  other  major  fac- 
tors influencing  the  treatment  of  this 
group  of  cancer  cases.  It  is  well  known 
that  pulmonary  complications  more  fre- 
quently follow  operations  in  the  upper  ab- 
domen than  elsewhere  in  the  body.  This 
is  especially  true  in  cases  of  stomach  re- 
sections where  extensive  operations  tend 
to  fix  the  diaphragm  and  limit  the  res- 
piratory movements.  Postoperative  pneu- 
monias often  are  fatal  in  old,  dehydrated 
and  debilitated  patients.  The  anaesthetic 
used,  therefore,  should  be  one  that  least 
disturbs  the  pulmonary  tissues.  It  has 
been  frequently  noted  that  operations  done 
under  local  anaesthesia  do  not  eliminate 
pulmonary  complications.  Apprehensive 
patients  may  be  injured  more  by  using  only 
local  than  by  a properly  selected  general 
anaesthetic.  The  combined  use  of  local 
anaesthesia  and  ethylene  gas  has  been  very 
satisfactory  in  our  work,  and  the  pulmonary 
complications  have  been  reduced  to  a mini- 
mum. 
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OPERATION. 

The  golden  rule  should  always  be  applied 
in  determining  the  type  of  operation  to  be 
done  in  such  grave  diseases  as  cancer  of  the 
stomach.  The  first  aim  should  be  to  cure 
the  patient.  Finding  cure  humanly  impos- 
sible, the  next  step  should  be  to  prolong 
life,  minimize  suffering  and  add  to  the  com- 
fort of  the  patient  during  his  remaining 
days.  Often  this  can  be  done  by  the  use  of 
some  palliative  type  of  operation.  In  a 
large  number  of  cases  the  average  length 
of  life,  following  palliative  gastro-enteros- 
tomy,  has  been  seven  months.  Where  no 
operation  was  done,  a similar  group  of 
patients  lived  six  months  after  the  exam- 
ination. An  average  gain  of  one  month  in 
the  span  of  life  and  added  comfort  during 
the  declining  days  may  justify  an  opera- 
tion. Occasionally,  however,  one  is  re- 
warded by  an  unexpected  cure  following  a 
resection  of  the  stomach  when  the  case  at 
the  time  of  exploration  was  apparently  well 
advanced  beyond  hope.  With  the  excep- 
tion of  those  considered  by  a competent 
roentgenologist  to  be  inoperable,  all  cases 
not  showing  definite  evidence  of  metastases 
should  be  offered  the  benefits  of  an  explora- 
tion. When  the  disease  is  limited  to  the 
stomach  and  adjacent  lymph-nodes  and 
does  not  extend  too  high  to  permit  a safe 
anastomosis,  the  surgeon  is  usually  war- 
ranted in  doing  radical  resection.  The  size 
of  the  tumor  does  not  always  determine  its 
resectability.  Often  a large  movable  can- 
cer can  be  removed  with  greater  ease  than 
a smaller  one  that  has  become  fixed  to  the 
adjacent  structures.  The  size  of  the  lym- 
phatic glands  is  not  a safe  criterion  in  de- 
termining the  extent  of  metastases.  If  the 
surgeon  has  the  benefit  of  a pathologist 
near  at  hand,  a gland  can  be  removed  and 
a section  quickly  made.  One  will  often  find 
such  lymph-nodes,  even  though  large,  en- 
tirely inflammatory.  Ordinarily  a resec- 
tion should  not  be  done  when  metastases 
exist  in  other  organs,  but  occasionally  re- 
moval of  the  growth  is  justified  even  though 
small  nodules  are  found  in  the  liver.  Such 
secondary  invasions  may  grow  slowly  and 


the  patient’s  life  be  prolonged  with  lasting 
good  results.  In  cases  of  frankly  nonresec- 
table  cancers  of  the  stomach,  there  has  been 
a higher  operative  mortality  following  sim- 
ple palliative  gastro-enterostomy  than  has 
been  recorded  in  the  less  advanced  cases 
where  a radical  resection  has  been  done.  It 
is  to  be  noted  in  the  former  group  of  cases, 
that  the  patients  are  very  sick  and  are, 
therefore,  poor  surgical  risks.  Surgeons 
should,  therefore,  be  very  careful  in  the  ex- 
ploration and  decision  for  or  against  radi- 
cal resection. 

Crile  has  emphasized  the  importance  of 
a two-stage  operation.  The  gastro-enter- 
ostomy is  to  be  done  first,  followed  two 
weeks  later  by  the  resection.  Attention  to 
preoperative  preparation,  however,  will 
lessen  the  need  for  such  a procedure.  In 
cases  of  marked  obstruction  where  a resec- 
tion is  not  advisable,  a palliative  gastro- 
enterostomy should  be  done.  The  posterior 
operation  is  more  satisfactory,  but  on  ac- 
count of  fixation  the  stomach  cannot  always 
be  drawn  through  the  transverse  mesocolon 
and,  therefore,  an  anterior  anastomosis  is 
the  only  choice.  It  is  surprising  how  com- 
fortable many  patients  are  made  following 
such  palliative  short-circuiting  operations. 
They  often  gain  weight  and  color  and  the 
appetite  becomes  much  improved.  The  de- 
clining days  are  much  more  endurable  after 
the  obstruction  has  been  overcome. 

In  the  event  resection  has  been  done, 
there  are  several  ways  the  continuity  of  the 
intestinal  tract  may  be  restored.  The  Bil- 
roth  I is  carried  out  by  direct  union  of  the 
duodenum  to  the  stomach.  This  is  not 
always  satisfactory  in  cancer  cases  on  ac- 
count of  the  tendency  of  the  disease  to  recur 
at  that  point,  making  obstruction  possible 
later  on.  The  end  of  the  duodenum  and 
that  of  the  stomach  may  be  closed  and  an 
independent  gastro-enterostomy  done, 
which  is  Bilroth’s  second  type  of  operation. 
This  procedure  has  its  advocates  and  is  a 
very  satisfactory  operation.  The  Polya 
type  of  anastomosis  is  probably  the  most 
popular  and  deservedly  so.  It  is  made  by 
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uniting  the  proximal  end  of  the  stomach  to 
the  side  of  the  jejunum  through  the  trans- 
verse mesocolon  as  a posterior  operation. 
When  the  stomach  is  too  short  to  be  drawn 
down  through  the  transverse  mesocolon, 
the  ante-colic  anastomosis  of  Balfour  can 
be  satisfactorily  done.  To  avoid  obstruc- 
tion and  retrograde  distension  of  the  duo- 
denum, this  operation  should  be  supple- 
mented by  an  entero-anastomosis  uniting 
the  proximal  and  distal  loops  of  the 
jejunum. 

POSTOPERATIVE  TREATMENT. 

Gastric  lavage  should  be  used  frequently 
in  case  the  stomach  does  not  drain  well.  It 
can  do  no  harm  and  by  washing  out  old 
clots  and  offensive  accumulated  fluids  often 
adds  much  to  the  comfort  of  the  patient. 
Healing  is  promoted  and  by  securing  ade- 
quate drainage,  the  stomach  resumes  its 
function  more  rapidly  and  the  convalesc- 
ence period  is  shorter.  Fluids  should  be 
given  frequently  and  in  large  quantities. 
We  are  using  1000  cc.  of  2 per  cent  glucose, 
alternating  with  salt  solution  every  eight 
to  twelve  hours  during  the  first  three  days 
postoperative.  A 5 per  cent  glucose  con- 
tinuous proctoclysis  is  used  to  supplement 
the  fluid  intake.  All  fluids  and  food  by 
mouth  should  be  withheld  for  a period  of 
two  or  three  days.  Sips  of  hot  water  are 
tolerated  better  than  cold.  Liquid  diet 
should  be  started  on  the  fourth  day  and 
gradually  increased  until  at  the  end  of  a 
week  the  patient  is  taking  a fairly  liberal 
diet.  It  is  surprising  how  little  shock  is 
experienced  by  such  extensive  resections. 
Stimulants  are  rarely  necessary.  Wound 
infection  seldom  occurs  and  the  patients 
are  usually  up  on  the  twelfth  day  and  ready 
to  leave  the  hospital  as  early  as  the  average 
gall-bladder  or  other  abdominal  operative 
patients. 

Fifty  per  cent  of  the  patients  live  three 
years  or  m|ore  if  the  operation  is  done 
before  the  regional  lymph-nodes  are  in- 
volved. A few  permanent  cures  will  be 
effected.  When  the  adjacent  lymph  glands 
are  involved  with  the  malignant  process  at 
the  time  of  the  resection,  the  three  year 


cures  drop  to  20  per  cent  or  less.  In  the 
future,  early  diagnosis  is  our  only  hope  for 
a satisfactory  treatment  of  this  desperate 
group  of  cases.  Very  little  progress  has 
been  made  in  the  clinical  interpretation  of 
cancers  of  the  stomach,  probably  on  account 
of  the  lack  of  symptoms  present  in  many 
cases.  As  mentioned  before,  the  roentgen- 
ray  as  an  aid  has  been  the  outstanding 
agent  in  promoting  early  diagnosis.  A 
competent  roentgenologist  will  make  the 
correct  diagnosis  in  95  per  cent  of  all  gas- 
tric lesions,  three  out  of  four  of  which  are 
malignant. 

The  appalling  number  of  cancer  sufferers 
should  be  sufficient  to  justify  every  one  in 
having  a periodic  health  examination.  This 
examination  should  be  repeated  from  time 
to  time,  and  in  case  dyspeptic  symptoms  of 
any  nature  should  arise,  a competent  in- 
ternist and  a roentgenologist  should  be  con- 
sulted. If  the  individual  is  beyond  middle 
life,  the  examination  should  always  include 
a roentgen-ray  study  of  the  stomach  and  in- 
testinal tract.  Not  until  our  people  are 
educated  to  ai  realization  of  the  prevalence 
of  this  terrible  malady  will  we  begin  the 
real  business  of  salvaging  our  middle  aged 
and  elderly  people.  A decade  or  two  of  in- 
tensive education,  periodic  health  audits 
and  properly  applied  early  surgical  treat- 
ment will  enable  us  to  reduce  the  annual 
100,000  death  rate  to  a much  smaller  num- 
ber. 


Martyrs  of  Medicine. — The  prizes  that  the  world  awards 
for  such  self-sacrifice  and  martyrdom  are  not  great.  The 
public  has  not  yet  learned  to  appreciate  the  type  of  cour- 
age that  such  men  display.  The  investigative  spirit  that 
drives  them  is  little  understood  by  the  average  man.  In- 
deed, few  appreciate  the  type  of  mind  that  caused  physi- 
cians in  the  past  to  suck  the  infectious  membrane  from 
the  throats  of  children  strangling  with  diphtheria,  that 
caused  hundreds  of  T)hysicians  to  expose  themselves  to 
smallpox,  to  plague  and  to  influenza  in  their  devotion  to 
duty.  Such  martyrs  are  merely  living  up  to  the  traditions 
of  their  calling  estabilshed  thousadns  of  years  ago.  The 
death  of  an  investigator  like  Noguchi,  whose  value  to 
humanity  is  incalculable,  serves  but  as  an  opportunity 
again  to  remind  the  public  of  the  trials  that  medical  men 
undergo  and  of  the  service  that  they  render. — J.  A.  M.  A., 
May  26,  1928. 
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THE  GALL  BLADDER. 

ITS  PATHOLOGICAL  CHANGES  AND 
SURGICAL  TREATMENT, 

D.  C.  DONALD,  M.  D., 
Birmingham,  Alabama 

The  gall  bladder  and  its  bile  ducts  are 
developed  from  the  same  mass  of  cells  as 
the  stomach,  duodenum,  and  pancreas ; 
made  up  of  four  coats,  the  mucous,  the 
muscular,  the  elastic,  and  the  serous.  The 
nerve  supply  arises  by  a filament  from  the 
vagus,  furnishing  the  motor  and  secretory 
impulse  to  the  gall  bladder  and  its  bile 
ducts,  and  inhibitory  fibers  to  the  sphincter 
of  the  ampulla  of  Vater;  sensory  filaments 
from  the  right  ninth  intercostal  segment 
joined  with  the  sympathetic  is  known  as 
the  inhibitory  nerve  for  muscular  structure 
of  the  gall  bladder. 

The  gall  bladder  is  a sac  with  a capacity 
of  0.75  to  1.5  ounces.  The  older  physiol- 
ogists maintained  its  chief  function  was  to 
serve  as  a reservoir  for  the  bile  during 
the  interval  of  digestion.  The  spiral  valve 
found  in  the  common  duct  at  the  junction 
of  the  hepatic  and  cystic  duct  aids  the  fill- 
ing of  the  gall  bladder  during  the  inter- 
val of  digestion.  The  gall  bladder  is  richly 
supplied  in  lymphatic  tissue,  has  great 
power  of  absorption  and  its  mucous  mem- 
brane is  arranged  to  bring  the  contents  in 
contact  with  as  much  surface  as  possible. 
The  muscular  walls  are  diffuse  and  weak. 

Anatomically  the  gall  bladder  is  best 
fitted  for  absorption,  the  muscular  coat  aids 
in  mixing  and  bringing  its  contents  in  con- 
tact with  the  mucosa.  Many  years  elapsed 
before  the  old  idea  of  the  gall  bladder  per- 
forming any  function  other  than  the  power 
of  holding  and  discharging  the  same 
amount  and  quality  of  bile  as  discharged 
by  the  liver.  The  gall  bladder  of  today  is 
known  to  have  a great  function  in  health, 
largely  conermed  by  the  laboratory  work- 
ers, MannG),  Graham  and  Cole*^),  and 
many  others. 


Invasion  of  the  pathogenic  organisms  at- 
tacking its  mucous  membrane  and  deposit- 
ing connective  tissue,  blocking  the  lympha- 
tics, changes  this  organ,  which  plays  such 
an  important  part  in  health,  to  one  that  acts 
as  a focus  of  infection  and  if  not  recognized 
and  removed  will  be  the  underground  soil 
for  invalidism.  Today  many  cases  of  dia- 
betes mellitus,  chronic  cardio-vascular  dis- 
ease, and  arthritides  would  be  in  the  class 
of  health  were  it  not  for  the  undiscovered 
primary  focus  in  the  gall  bladder  and  bile 
ducts. 

It  is  agreed  by  physiologists  who  have 
collected  data  from  laboratory  experiments 
on  the  lower  animals  that  the  gall  bladder 
has  the  power  of : 

(1)  Regulating  pressure  within  the  bil- 
iary tract, 

(2)  Concentration  of  bile  by  absorption 
of  its  water  or  fluids, 

(3)  It  has  been  suggested  but  not  con- 
firmed that  blood  from  the  gall  bladder 
empties  into  the  portal  vein.  It  is  possible 
that  something  is  formed  in  the  gall  blad- 
der necessary  for  the  liver.  Cited  by  Gra- 
ham and  Cole.<2)  J,  E.  Sweet<®>  has  brought 
evidence  suggesting  the  gall  bladder  forms 
something  which  acts  to  de-esterize  choles- 
terol esters.  It  has  been  shown  that  bile 
in  the  gall  bladder  is  eight  to  ten  times  as 
concentrated  as  it  is  possible  for  the  liver 
to  make  it,  or  found  in  the  hepatic  duct. 
During  the  period  the  bile  is  in  the  gall 
bladder  active  absorption  of  its  fluid  occurs, 
passing  to  the  blood  stream  by  lymphatics. 

The  idea  has  been  advanced  that  the  gall 
bladder  haS  control  of  its  own  cystic  duct 
in  order  to  cause  pressure  filtration  of  the 
fluids  of  the  bile.  Sweet,  with  many  other 
physiologists,  thinks  under  normal  condi- 
tions only  a small  amount  of  bile  which  en- 
ters the  gall  bladder  leaves  it  by  way  of  the 
duct;  the  parietal  pockets  along  the  intrin- 
sic and  extrinsic  hepatic  ducts  and  so-called 
glands  of  Luscha  which  in  realty  are  small 
pouches  in  the  mucous  membrane  of  the 
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gall  bladder  are  points  in  which  active  ab- 
sorption occurs. 

Early  morning  operation  usually  finds 
the  gall  bladder  well  filled  (fasting  time). 
The  liver  manufactures  bile  at  varying 
speeds  but  constantly,  the  digestive  activ- 
ity requiring  relaxation  of  Oddi’s  muscle 
to  care  for  the  extra  amount  and  variety 
of  food.  As  soon  as  the  ingested  food  passes 
the  pylorus  the  acid  chyme  causes  relaxa- 
tion of  the  sphincter  at  the  end  of  the 
chole-duct  and  co-ordinately  with  this  the 
gall  bladder  expels  a portion  of  its  contents. 
The  bile  salts  are  quickly  absorbed  from  the 
intestine  with  an  increased  liver  activity 
to  secrete  more  bile.  During  this  time  more 
bile  passes  into  and  from  the  gall  bladder. 
Later  the  stomach  becomes  quiet  and  chyme 
not  passing  over  the  papilla,  the  sphincter 
opens  less  frequently,  and  gradually  the 
secretory  action  of  the  liver  is  reduced  to 
fasting  time. 

Gall  bladder  infections  are  most  fre- 
quently seen  from  forty  to  fifty  years  of 
age.  However,  neither  young  or  old  are 
barred  from  the  disease.  Records  show 
that  stones  have  been  found  in  a child  of 
ten,  and  not  infrequently  today  we  find 
patients  with  gall  bladder  disease  in  pri- 
vate practice  or  clinics,  occurring  at  sev- 
enty years  and  over,  associated  often  in 
advanced  life  with  extreme  maladies,  such 
as  carcinoma  of  the  gall  bladder,  carcinoma 
of  the  stomach,  or  carcinoma  of  the  pan- 
creas. 

The  lymph  stream  is  the  chief  route  for 
gall  bladder  infection  to  occur;  ascending 
infection  from  the  intestinal  flora  is  less 
frequent.  Typhoid  bacilli,  streptococci, 
pneumococci,  and  the  colon  bacillus  group 
are  the  bacteria  most  commonly  found  in 
infections  of  the  biliary  system.  The  ty- 
phoid bacillus  inhabits  the  mucosa  and 
muscular  wall  of  the  gall  bladder  in  the 
early  teens,  patient  remaining  free  of  di- 
gestive complaints  until  middle  life  when 
the  following  complaints  are  oifered.  Flat- 
ulence, coming  on  several  hours  after  eat- 
ing ; upper  abdominal  distress  or  pain,  most 


frequently  about  one  or  three  o’clock  at 
night,  located  in  the  upper  right  quadrant 
and  running  into  back  and  shoulder  re^ 
gion. 

Pathologically  the  picture  is  one  in  which 
there  are  areas  of  connective  tissue  de- 
posits in  the  walls  of  the  gall  bladder.  Mu- 
cus and  dead  bacteria  often  form  the  nu- 
cleus for  the  bile  salts  to  be  deposited  for 
future  stones ; tonsils,  diseased  gums,  and 
abscessed  teeth  act  as  frequent  foci  for 
gall  bladder  infection.  Pyorrhea  alveo- 
laris  is  responsible  for  a large  percentage 
of  gastro-intestinal  infection,  such  as  gas- 
tric or  duodenal  ulcer,  appendix  or  colon 
disease.  Bile  obtained  from  gall  bladder 
specimens  will  be  eighty  to  eighty-five  per 
cent  sterile,  whereas  microscopical  section 
from  the  gall  bladder  will  give  a high  per- 
centage of  positives  for  increased  deposit 
of  connective  tissue.  The  gall  bladder  has 
been  cited  above  as  an  organ  for  filtration 
of  bile.  After  the  bacterial  invasion  this 
function  is  decreased  or  destroyed,  accord- 
ing to  the  pathology  that  has  occurred  in 
its  walls. 

Mann > produced  chemical  cholecystitis 
by  injecting  into  the  blood  stream  10  c.c. 
of  chlorinated  soda  (Dakin’s  solution)  to 
each  kilogram  of  body  weight.  A,  section 
of  the  gall  bladder  as  early  as  six  to  twenty- 
four  hours  revealed  definite  pathological 
changes,  as  infiltration  leukocytes  and  dila- 
tation of  the  blood  vessels  extending  into 
the  muscularis.  Through  other  experi- 
mental investigation  for  gall  bladder  filtra- 
tion the  animals  were  anesthetized  and  un- 
der surgical  technique  the  common  duct 
was  doubly  ligated  and  excised  between  the 
ligatures  ; bilirubin  did  not  appear  in  the 
blood  or  urine  in  any  appreciable  amount 
for  twenty-four  hours  following,  jaundice 
not  earlier  than  four  days.  If  the  gall  blad- 
der was  removed  or  the  cystic  duct  ligated, 
bilirubin  would  appear  in  urine  and  blood 
in  three  hours,  jaundice  in  twenty-four. 

Nature  has  placed  on  each  common,  he- 
patic, and  cystic  duct  at  least  one  lymph 
node,  occasionally  two  . They  have  a defi- 
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nite  size  in  health.  If  found  enlarged  at 
operation  it  is  an  indication  of  excess  fil- 
tration of  the  gall  bladder,  size  of  the  gland 
depending  on  the  filtration  or  amount  of 
infection  present. 

Vincent  Lyon<®>  of  Philadelphia,  was 
first  to  push  forward  in  current  literature 
the  aifect  of  medical  duodenal  drainage  for 
gall  bladder  disease  with  a twenty  per  cent 
solution  of  magnesium  sulphate  introduced 
into  the  duodenum  through  the  Reyfus 
tube.  This  relaxes  the  sphincter  and  stim- 
ulates the  flow  of  bile.  Bile  from  the  gall 
bladder  evidently  constitutes  part  of  the 
bile.  Stimulating  agents  such  as  three  to 
five  per  cent  hydrochloric  acid  applied  to 
the  ampulla  raises  the  pressure  in  the  com- 
mon duct  to  600  to  800  m.m.  through  the 
spasm  of  the  sphincter  muscle.  Fifteen  to 
thirty  m.m.  is  back  pressure  found  in  com- 
mon and  hepatic  ducts  of  animals  without 
normal  gall  bladder  (Mayo)  In  man  the 
removal  of  gall  bladder  does  not  produce 
any  appreciable  change  in  the  common  duct 
pressure  in  normal  life.  Common  duct  ten- 
sion, taken  under  anesthesia,  is  75  to  100 
m.m,  of  bile;  in  the  gall  bladder  it  varies 
from  100  to  200  m.m.  of  bile.  Such  pres- 
sure within  the  gall  bladder,  versus  that  in 
the  common  duct,  is  capable  of  filtering  the 
fluids  from  the  bile  and  increasing  the  con- 
centration eight  to  ten  times  over  that  of 
the  common  and  hepatic  ducts. 

QuainC^>  has  found  that  the  common  duct 
traverses  the  duodenal  wall  in  an  oblique 
way  for  a distance  of  2 to  3 c.m.  Copier 
and  Kodoma<®>  (cited  by  Graham  and  Cole) 
say  that  this  angulation  of  the  duct  to  the 
bowel  and  the  distance  the  bowel  wall  is 
traversed  by  the  duct  constitutes  a sphinc- 
ter-like mechanism  dependant  on  tonicity 
of  the  intestine  and  makes  it  possible  for 
the  intestinal  peristalsis  to  be  a factor  in 
regulating  the  flow  of  bile  from  the  com- 
mon duct.  Concentration  and  relaxation 
of  the  duodenum  govern  the  duct  drain- 
age. Intervals  between  the  peristalfic  waves 
of  the  duodenum  encourage  the  emptying 
of  the  common  duct. 


Boy  den  Sosman<“h  and  others  have 
shown  that  a meal  rich  in  fat,  such  as  egg 
yolk  and  cream,  has  more  relaxing  effect  on 
the  bile  duct  and  gall  bladder,  reducing  the 
cholecystographic  shadows  IV2  to  2 hours 
quicker  than  magnesium  sulphate.  Roun- 
tree<^2)  and  Geraghty*^^)  after  demonstrat- 
ing with  the  different  anilin  dyes  found 
phenol-sulpho-phthalein  to  leave  the  blood 
by  the  kidney  route  and  has  proven  an  in- 
valuable aid  in  determining  the  secretory 
power  of  the  kidneys. 

Cholecystography,  by  Graham  and 
Cole<^®>,  by  the  administration  of  tetra 
sodoiodide-phenol-sulpho-phthalein  either 
orally  or  by  the  intravenous  route  has  in- 
creased the  positive  diagnosis  of  gall  blad- 
der disease  85  to  90  per  cent.  Former 
roentgen-ray  study  of  the  gall  bladder  and 
gastro-intestinal  tract  gave  positive  diag- 
nosis of  gall  bladder  disease  in  8 to  10  per 
cent.  The  salt  is  secreted  by  the  liver; 
when  the  impregnated  bile  leaves  the  liver 
and  passes  into  gall  bladder  it  becomes  con- 
centrated. Its  shadow  reveals  the  approx- 
imate size,  coats,  non-visualized  cholesterin 
stones,  time  of  filling  and  emptying. 

The  cases  in  which  we  fail  to  obtain  any 
information  from  the  test  are  as  follows: 

1.  Those  in  which  insufficient  amount 
of  the  substance  reaches  the  liver. 

2.  Inability  of  the  liver  to  secrete  a suf- 
ficient amount. 

3.  Blocking  of  the  cystic  duct. 

4.  Failure  of  the  gall  bladder  to  con- 
centrate the  material  sufficiently,  due  to 
diseased  gall  bladder  wall  or  too  rapid  emp- 
tying of  gall  bladder  from  the  duodenal 
peristalsis. 

When  the  yellow  flag  of  jaundice  is  raised 
in  disease  of  the  biliary  system  and  its  ac- 
cessory organs  the  surgical  prognosis  is 
usually  bad.  Jaundice  is  either  hemolytic 
or  obstructive  in  type.  Stones  lodged  in 
the  common  duct  are  the  usual  or  most  fre- 
quent cause.  The  ampulla  and  middle  third 
of  duct  are  the  points  where  stones  are 
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most  frequently  placed  and  are  usually 
milked  from  the  gall  bladder. 

Operation  may  show  chronic  gall  bladder 
with  or  without  stones.  Stones  can  pass 
from  the  gall  bladder  and  remain  in  the 
common  duct  without  producing  symptoms. 
At  operation  the  gall  bladder  may  not  show 
any  gross  pathology,  microscopical  section 
may  be  the  only  mode  of  estimating  the 
diseased  tissue. 

Symptoms  of  Charcots  disease  appear 
when  the  stone  completely  blocks  or  trau- 
matizes the  mucosa  and  invites  mixed  in- 
fection. Often  a diagnosis  of  chronic  ma- 
laria is  advanced  but  not  confirmed  by 
blood  smear.  The  chills  and  fever  have  no 
regularity.  Heavy  sweats  and  extreme 
prostration  follow  the  fixation  of  the  stone. 
Calcium  salts,  10  to  15  grains  three  times  a 
day  for  ten  to  fourteen  days,  forced  fluids, 
rest  in  bed  and  attention  to  elimination, 
puts  this  type  case  in  best  condition  for 
surgery,  but  no  definite  improvement  comes 
until  the  stone  is  removed  and  the  duct 
drained.  The  gall  bladder  should  be  re- 
moved at  the  same  time  if  there  is  no  malig- 
nancy of  pancreas  or  ampulla. 

Strictures  of  the  common  duct  are  best 
treated  if  resulting  from  stone  irritation, 
and  if  the  stricture  is  not  too  dense,  by  re- 
moving the  stone;  draining  the  duct  three 
to  four  weeks  with  rubber  tubing,  and  cho- 
lescystectomy.  If  the  gall  bladder  is  not 
removed  the  stricture  is  reinfected  by  the 
diseased  gall  bladder. 

Cholescysto-duodenostomy  or  cholecysto- 
gastrostomy  is  indicated  after  removal  of 
the  stone  if  its  bed  shows  massive  scar  tis- 
sue. Internal  drainage  into  the  stomach  or 
intestines  solves  the  problem. 

Malignancy  of  the  ampulla  or  pancreas, 
or  growth  of  head  of  pancreas  requires 
drainage.  Cholecysto-gastrostomy  or  cho- 
lecysto-enterostomy  will  give  better  results 
than  placing  the  tube  in  the  gall  bladder 
for  external  drainage. 

Cholecystectomy  is  the  choice  operation 
for  acute  or  chronic  cholecystitis.  Chole- 


cystostomy  is  indicated  where  the  infection 
has  extended  into  the  bile  ducts,  with  in- 
flammation of  the  pancreas.  Secondary 
cholecystectomy  may  be  necessary  to  restore 
the  patient  to  health,  but  should  not  be  done 
at  primary  operation  in  the  presence  of 
general  infection  of  bile  ducts  and  pan- 
creas. 

Gangrenous  gall  bladder  should  be  re- 
moved, with  drainage  by  means  of  a small 
rubber  catheter  in  the  common  duct  at  the 
cystic  duct  junction.  The  catheter  should 
be  directed  to  the  hepatic  surface  rather 
than  toward  the  bowel.  Often  the  end  of 
the  catheter  passes  into  the  bowel  lumen 
and  invites  infection.  Allow  the  catheter 
to  remain  three  weeks  or  longer. 

Abscess,  or  suppurative  cholecystitis 
should  be  drained  by  cholecystostomy.  In- 
fections extend,  by  lymphatics,  to  the  liver, 
portal  vein,  post-peritoneal  space,  omen- 
tum, etc. 

The  surgeon  should  exercise  great  care 
and  judgment  in  pathology  of  the  gall  blad- 
der and  ducts.  He  should  note  the  thick- 
ness of  gall  bladder  wall,  relationship  and 
pathology  of  neighboring  structures,  such 
as  adhesions  of  omentum  to  gall  bladder. 
A gentle  milking  of  the  gall  bladder  ■will 
note  the  ease  of  draining  its  contents.  The 
much  spoken  of  strawberry  type  of  gall 
bladder  will  have  a delayed  emptying  time 
for  cholecystography.  The  mucous  mem- 
brane of  the  cystic  duct  often  becomes  thick- 
ened by  extension  from  the  gall  bladder. 
Examine  carefully  for  stones  in  the  cystic 
duct.  Careful  probing  of  the  common  duct 
has  discovered  small  imbedded  stones  in  the 
duct  or  ampulla,  whereas,  palpation  of  the 
duct  failed  to  reveal  stone. 

An  upper  right  rectus  incision  from  the 
rib  border  downward,  to  enable  good  ex- 
posure of  gall  bladder  and  bile  ducts,  is 
the  most  useful  incision.  Do  not  cut  the 
post-rectal  fascia  and  peritoneum  for  the 
last  two  inches  in  the  lower  angle  of  inci- 
sion, this  will  not  interfere  "With  retraction 
and  will  minimize  the  chances  for  postop- 
erative hernia. 
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Drain  all  cholecystectomy  cases.  Excise 
cystic  duct  close  to  the  common  duct,  avoid 
any  trauma  to  common  duct,  transfix  drain, 
preferably  a medium  sized  soft  rubber  tube, 
with  No.  1 plain  catgut  to  distal  end  of  cys- 
tic duct,  allow  to  remain  until  it  loosens, 
eight  to  ten  days  following  operation. 

CONCLUSIONS. 

(1)  The  gall  bladder  is  peculiarly  fitted 
for  its  power  of  absorption  by  wide  distri- 
bution of  its  mucous  membrane,  thin  mus- 
cular coat  capable  through  the  wide  con- 
traction of  its  fibres  of  bringing  the  mu- 
cous membrane  in  contact  with  the  bile, 
rich  supply  of  lymphatics,  and  control  of 
the  cystic  duct.  In  health  this  organ  has 
great  function : i.  e.,  absorption  of  its  fluids 
and  regulating  the  pressure  within  the  bil- 
iary tract. 

(2)  Disease  changes  the  gall  bladder 
from  an  asset  in  health  to  a liability,  and 
if  not  recognized  and  treated  will  act  as  a 
focus  for  infection. 

(3)  Cholecystography  in  gall  bladder 
disease  gives  information  in  85  to  90  per 
cent  of  the  cases,  whereas  former  roentgen- 
ray  of  gall  bladder  and  intestinal  tract  gave 
only  5 to  10  per  cent  positive  findings. 

(4)  Jaundice  gives  the  surgical  case 
poor  prognosis,  and  should  be  given  medical 
treatment  in  an  institution  for  two  weeks 
or  longer  before  operation. 

(5  Pathology  found  at  operation  as  to 
biliary  tract,  pancreas,  bowel,  and  liver 
should  be  the  guide  to  operative  procedure. 

(6)  Drain  all  cholecystectomy  cases 
with  a small  soft  rubber  tube  transfixed 
to  the  stump  of  the  cystic  duct. 
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POST-OPERATIVE  TREATMENT: 
SOME  PERSONAL  IMPRESSIONS.* 

J.  D.  RIVES,  M.  D., 

New  Orleans. 

We  are  frequently  asked  by  students 
and  internes  to  outline  a routine  of  post- 
operative treatment.  In  answering  this 
question  we  have  so  often  found  ourselves 
in  conflict  with  widely  accepted  doctrines 
that  it  seems  worth  while  to  record  our 
views.  I say  we  because  most  of  what  I 
know  of  the  subject  has  been  learned  from 
Dr.  Urban  Maes,  and  the  conclusions  given 
here  have  been  derived  from  my  ovm  ex- 
perience obtained  to  a large  extent  from 
his  service.  I shall  not  try  to  cover  the 
■whole  field  nor  to  give  details  of  technique, 
but  shall  limit  myself  to  the  management 
ment  of  the  usual  uncomplicated  abdominal 
case  with  brief  comment  on  a few  of  the 
more  common  complications. 

Our  principal  article  of  faith  is  the  belief 
that  post-operative  treatment  is  the  most 
annoying,  if  not  the  most  dangerous,  com- 
plication to  which  patients  are  subjected. 
That  being  the  case  it  should  be  reduced  to 
a minimum,  and  no  deviation  made  from 
the  usual  living  habits  of  the  patient,  ex- 
cept for  reasonable  and  demonstrable 
cause.  Consideration  of  fundamental  prin- 
ciple of  physiology  and  pathology  should 
determine  every  move. 

When  the  operation  is  completed  and  a 
light  comfortable  bandage  applied,  the  sub- 
ject should  be  made  dry  and  warm  -without 


*Read  before  the  Orleans  Parish  Medical  So- 
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delay  or  unnecessary  exposure.  Properly 
clothed  and  wrapped  in  warm  blankets  he 
should  be  transferred  to  his  bed  which  has 
been  warmed  to  receive  him.  No  oppor- 
tunity for  loss  of  body  heat  is  permissable. 
Chilling  reduces  resistance  to  infection, 
predisposes  to  pulmonary  complications, 
and  aggravates  shock. 

If  a general  anesthetic  has  been  used  the 
anesthetist  should  be  in  constant  attend- 
ance until  a competent  person  can  assume 
his  responsibilities.  Before  the  patient 
leaves  his  hands,  the  upper  respiratory 
tract  must  be  cleared  of  mucus  and  debris, 
preferably  by  suction.  If  for  any  reason 
we  are  in  doubt  as  to  the  emptiness  of  the 
stomach,  it  should  be  washed  before  the 
throat  reflexes  are  allowed  to  return.  The 
lower  jaw  must  be  supported  to  prevent 
blockage  of  the  pharynx  by  the  base  of  the 
tongue  until  swallowing  shows  the  return 
of  reflexes.  The  head  should  be  turned  as 
far  as  possible  to  one  side  to  prevent 
aspiration  of  vomited  material,  or  if  neces- 
sary the  patient  may  be  turned  on  his  side 
when  vomiting  occurs.  This  care  is  ex- 
tremely important  and  should  not  be  dele- 
gated to  orderlies  or  untrained  nurses. 
Deaths  from  aspiration  of  vomitus  with 
asphyxia  are  not  uncommon,  and  we  have 
had  the  extremely  disconcerting  experi- 
ence of  seeing  our  patient  leave  the  operat- 
ing room  with  a single  orderly  in  charge 
and  arrive  in  his  ward  dead,  with  his  at- 
tendant complaisantly  unaware  anything 
untoward  had  occurred.  In  addition  to 
this  immediate  risk  we  have  the  more  com- 
mon ones  of  aspiration  pneumonia  and 
pulmonary  abscess.  While  I agree  with 
Cutler,  Holman  and  others  that  infarction 
accounts  for  a great  many  pulmonary  com- 
plications, the  evidence  of  David  Smith  has 
convinced  me  that  aspiration  of  exudate 
from  tonsil  follicles  and  from  infected 
gums,  is  also  an  important  factor. 

The  patient,  after  being  safely  returned 
to  his  bed,  has  three  imperative  needs; 
namely:  rest,  fluids  and  nourishment.  Of 
these  we  consider  rest  the  most  essential 


one,  the  only  immediate  one  in  uncompli- 
cated cases,  and  subordinate  all  other  post- 
operative care  to  its  demands. 

Rest  of  course  connotes  relief  of  pain 
and  the  greatest  possible  bodily  comfort. 
It  is  best  obtained  by  administering  mor- 
phin  in  adequate  dosage  and  then  permit- 
ting our  victim  to  enjoy  its  effects.  No 
other  drug  approaches  morphin  in  its 
effectiveness  and  in  those  few  cases  of 
idiosyncrasy  to  it,  I have  uniformly  failed 
to  get  satisfactory  results  from  substitutes. 
I would  emphasize  two  things  in  the  use  of 
morphin;  first,  that  it  be  given  in  full 
dosage,  not  less  than  i/i  grain  for  an  adult 
weighing  125  pounds,  or  over;  second,  that 
it  be  given  early.  The  first  dose  is  best 
injected  before  recovery  from  anesthesia 
and  succeeding  doses  before  pain  has  bro- 
ken the  patient’s  morale.  It  should  be  given 
freely  for  the  first  24  hours,  being  limited 
only  by  slowing  of  respiration  below  16  per 
minute.  For  another  24  hours  it  may  be 
given  sparingly.  After  48  hours  it  is  of 
little  or  no  value  for  the  pain  experienced 
is  usually  that  of  disordered  peristalsis, 
widely  and  unfavorably  known  as  “gas 
pains.”  These  pains  are  simply  prolonged 
by  narcotic  drugs.  Large  hot  stupes  fre- 
quently or  continuously  applied,  together 
with  a rectal  tube  afford  most  relief. 
Enemas  and  flushes  should  be  avoided  at 
thisi  stage.  If  pain  is  controlled  and  bodily 
comfort  provided  by  careful  attention  to  the 
details  of  good  nursing  rest  is  prevented 
only  by  anxious  friends  and  relatives  and 
undue  zeal  in  post-operative  treatment  by 
his  physician.  A little  tact  on  the  part  of 
the  physician  will  avoid  the  former  and  a 
little  common  sense,  the  latter. 

Fluids  are  essential  to  the  maintenance 
of  circulation  and  elimination ; possibly 
they  are  of  value  in  diluting  toxins.  At 
any  rate,  the  need  is  real  and  demonstrable. 
However,  due  largely  to  the  work  of  Crile, 
who  has  done  more  than  any  one  man  to 
improve  post-operative  care,  the  adminis- 
tration of  fluids  has  become  a fetish  prac- 
ticed with  more  zeal  than  discrimination. 
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If  a patient  is  dehydrated,  the  condition 
must  of  course  be  corrected  either  before 
or  after  operation,  preferably  before.  But 
in  the  usual  operation  of  election  and  in 
many  emergencies,  no  such  condition  exists. 
The  relative  dehydration  is  not  excessive, 
serious,  nor  urgent  and  will  usually  be  cor- 
rected in  ample  time  by  oral  administra- 
tion. The  usual  1500  to  2000  c.c.  is  ample, 
and  even  that  may  be  postponed  safely 
until  the  initial  nausea  subsides.  Of  course 
if  vomiting  persists  other  avenues  must  be 
used,  but  this  does  not  commonly  occur. 
Proctoclysis  is  quite  effective,  if  properly 
carried  out  and  suffices  for  all  ordinary 
needs.  In  the  light  of  our  experience  with 
studied  restraint,  it  is  astonishing  to  see 
sane  and  conservative  surgeons  insist  on  a 
daily  intake  of  4000  to  5000  c.c.  in  uncom- 
plicated cases,  while  at  the  same  time 
urging  that  rest  is  of  first  importance.  I 
am  quite  unable  to  see  how  rest  and  5000 
c.c.  of  fluid  can  be  given  in  the  same  24 
hours.  It  is  stated  that  hypodermoclysis 
by  the  Bartlett  method  is  painless  and  that 
is  no  doubt  true,  but  no  one  can  say  that 
it  is  compatible  with  comfort.  Our  own 
experience  has  convinced  us  that  given  a 
case  not  dehydrated,  not  in  shock,  not 
severely  toxic,  and  not  unduly  nauseated, 
the  disturbance  of  rest  attendant  on  the 
forcing  of  fluids  by  the  various  mechanical 
methods  does  more  harm  than  the  fluids  do 
good.  Our  practice  is  to  give  cracked  ice 
and  ice  water  by  mouth  as  soon  as  con- 
sciousness returns  and  continue  with  in- 
creasing quantities  until  a normal  intake  is 
achieved.  No  attempt  is  made  to  force 
fluids  at  any  time,  unless  for  special 
indications. 

Nourishment  is  handled  in  the  same  way. 
Liquids  are  given  freely  in  small  doses,  as 
soon  as  nausea  subsides.  Hot  drinlcs  are 
tolerated  better  than  cold  in  some  in- 
stances, but  no  rule  can  be  formulated. 
Hot  tea  and  coffee,  or  broth,  may  be  used. 
Fruit  juices  sweetened  or  not  as  desired 
are  particularly  satisfactory  and  the  cold 
carbonated  drinks,  such  as  coca  cola  are 
frequently  retained  when  nothing  else  is. 


Sugar  is  the  most  valuable  food  element  at 
this  stage,  and  the  current  superstition, 
that  fruit  juices  and  carbonated  drinks 
cause  gas  pains,  has  no  support  in  physi- 
ological, nor  clinical  evidence.  Soft  food, 
including  toast,  soft  eggs,  cereals,  etc.,  may 
be  started  usually  on  the  third  or  fourth 
day.  It  is  probably  best  to  be  guided  by 
the  patient’s  desire  for  food,  rather  than 
by  the  calendar.  It  is  worthy  of  note,  how- 
ever, that  persistent  nausea  without  or- 
ganic cause  will  sometimes  respond 
promptly  to  a small  dry  meal.  Milk  must 
be  considered  as  a solid,  since  it  coagulates 
in  the  stomach,  and  its  use  postponed  until 
solid  food  is  given,  usually  about  the  fifth 
to  the  seventh  day,  depending  on  the 
patient’s  expresse  desire  for  it.  We  have 
followed  this  regime  for  nine  years  and 
note  the  result  with  great  satisfaction. 
The  only  important  modification  commonly 
practiced  is  a rather  rigid  restriction  of 
proteins  and  fats  in  liver  and  gallbladder 
cases  during  recent  years,  following  the 
reports  of  Walters  and  his  co-workers.  It 
must  be  remarked  here  that  Dr.  Allen 
Eustis  has  insisted  on  this  precaution  for 
many  years,  with  very  little  local  encour- 
agement or  support.  Nourishment  is  not 
an  immediate  need  in  operations  of  elec- 
tion and  in  those  emergencies  where 
normal  nutrition  was  kept  up  until  just 
before  operation.  If  patient’s  are  not 
starved  pre-operatively,  they  will  stand  24 
hours  starvation  without  acidosis  or  other 
ill  effects,  so  there  is  no  real  need  for  glu- 
cose by  hypodermoclysis  or  infusion,  unless 
complications  arise.  As  for  the  use  of  solid 
food  early,  it  is  well  to  remember  that  if 
the  stomach  functions  all  food,  except 
sugar  which  is  absorbed  high  in  the  in- 
testines and  wood  fiber  which  is  not 
absorbed  at  all,  is  very  much  the  same  sort 
of  material  when  it  reaches  the  ileum. 

In  the  care  of  the  bowels  we  meet  the 
powerful  influence  of  ancient  traditions. 
The  pre-operative  purge  that  kept  patients 
awake  all  night  before  operation,  has 
almost  disappeared  and  the  barbarous  prac- 
tice of  purging  on  the  third  post-operative 
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day  has  lost  much  ground,  but  the  early 
enema  and  flush  are  strongly  entrenched 
and  yield  slowly,  if  at  all.  Peristalsis  is 
arrested  by  handling  the  bowel  or  perito- 
neum. This  paresis  is  a protective  and 
salutary  condition  and  no  attempt  should 
be  made  to  correct  it.  It  is  useless  to  do 
so  for  the  disturbance  of  the  intestine’s 
peaceful  rest  results  only  in  a peevish,  re- 
sentful and  disordered  response  that  not 
only  fails  to  empty  it  effectively,  but 
causes  its  unfortunate  owner  infinite  dis- 
tress. This  churning  of  stagnant  bowel 
contents  acts  much  as  a similar  process 
would  on  beer.  If  tympanites  was  not 
present,  it  is  produced ; and  if  it  was 
present,  it  is  increased  and  prolonged.  If 
the  colon  was  properly  emptied  before 
operation,  there  is  no  need  for  concern 
about  bowel  movement.  A brief  period  of 
constipation  does  no  harm  and  the  disturb- 
ance of  rest  incident  to  repeated  enemas 
and  flushes  before  orderly  peristalsis  is 
resumed  is  a serious  matter.  We  have 
practiced  studious  neglect  of  the  bowel  for 
many  years  with  much  satisfaction  to  our- 
selves and  our  patients,  though  some  of 
them  are  distressed  by  the  absence  of  gas 
pains.  Tympanites  and  abdominal  colic  are 
due  to  intestinal  trauma  and  may  be  largely 
avoided.  If  they  occur,  hot  stupes  and  a 
rectal  tube  to  save  effort  in  expelling  gas 
give  more  relief  than  any  other  measures. 
Orderly  peristalsis  is  resumed  on  the  third 
or  fourth  day  after  which  daily  enemas 
will  give  good  results  and  will  suffice  for 
all  ordinary  needs. 

Care  of  the  wound  is  very  simple,  if 
properly  carried  out.  Frequent  dressing 
of  a clean  wound  is  needless  and  a great 
nuisance  to  the  patient.  If  no  drains  have 
been  left  in  and  infection  or  hemorrhage 
do  not  occur,  there  is  no  need  to  change 
the  dressing  before  the  sutures  are  re- 
moved. However,  one  change  two  or  three 
days  after  operation  may  be  worth  while 
if  the  gauze  become  badly  stained  with 
serum  and  blood  from  the  incision,  for  this 
makes  the  dressing  stiff  and  uncomfortable. 
Sutures  may  be  removed  on  the  eighth  day. 


for  at  that  time  union  has  become  fibrous. 
After  removal  the  skin  should  be  cleaned 
with  alcohol  or  ether  and  a dry  dressing 
applied.  It  is  well  to  inspect  again  in  two 
or  three  days  for  separation  of  the  skin 
sometimes  occurs.  Sudden  sharp  pain  in 
a wound  usually  means  that  a hematoma 
has  developed.  This  should  be  evacuated 
and  bleeding  controlled.  Pressure  is  usually 
sufficient.  Careful  inspection  for  possible 
wound  rupture  must  be  carried  out.  Rup- 
ture usually  announces  itself  by  a gush  of 
blood  stained  fluid,  but  if  the  skin  remains 
intact  pain  or  the  nausea  incident  to  stran- 
gulation of  bowel  or  omentum  may  be  our 
only  warning.  Complete  resuture  of  the 
wound  should  be  done  at  once,  preferably 
by  through  and  through  non-absorable 
sutures.  The  immediate  result  is  almost 
always  excellent,  but  we  have  not  been  so 
fortunate  as  Lahey  in  avoiding  incisional 
hernia. 

Fever  persisting  after  the  third  day 
should  cause  careful  inspection  of  the  in- 
cision for  evidence  of  infection.  Redness, 
local  heat  and  induration  point  the  way  to 
the  focus.  No  instrument  is  so  valuable 
for  examination  as  the  ungloved  fingers. 
Areas  of  induration  require  opening  with  a 
blunt  instrument.  If  pus  is  found,  it  is 
usually  best  to  remove  the  adjacent  suture, 
make  a free  opening  and  treat  the  entire 
area  with  hot  wet  compresses.  I prefer  a 
saturated  magnesium  sulphate  solution, 
since  it  adds  a hygroscopic  action  to  the 
more  essential  heat.  This  simple  treat- 
ment clears  up  simple  stitch  infections  in 
two  or  three  days.  When  extensive  in- 
volvement of  fat  and  fascia  is  present,  the 
wound  must  be  opened  widely  and  treated 
either  in  the  same  manner,  or  by  the  Car- 
rel-Dakin  technique.  The  latter  is  best  if 
properly  carried  out,  but  quite  worthless 
otherwise,  and  it  is  very  difficult  to  use  in 
most  hospitals.  Antiseptics  are  quite 
worthless,  unless  they  destroy  the  slough 
and  exudates  that  protect  the  rear  of  the 
advancing  army  of  bacteria.  I know  of  no 
antiseptic  that  accomplishes  this  except 
Dakin’s  solution. 
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A policy  of  studious  neglect  of  wounds 
pursued  for  nine  years  has  been  accom- 
panied by  an  incidence  of  wound  infection 
less  than  2 per  cent.  Sealing  of  the  defect 
with  fibrin  occurs  in  twelve  hours  and  in- 
fection will  not  occur  if  we  do  not  pry  into 
it.  Brilliant  and  seductive  colors  painted 
on  the  skin  serve  only  to  produce  an  an- 
noying dermatitis. 

It  is  not  my  purpose  to  deal  with  the 
serious  complications  incident  to  operative 
surgery,  but  it  seems  necessary  to  consider 
a few  that  are  so  common  as  to  force 
themselves  on  our  attention. 

A slight  degree  of  shock  attends  all 
major  operations  and  is  unavoidable,  but 
severe  shock  following  ordinary  operations 
indicates  a poorly  planned,  poorly  executed, 
or  ill  advised  operation.  It  must  be  borne 
in  mind  that  there  are  only  three  measures 
of  proven  value  in  the  treatment  of  shock; 
namely,  external  heat,  rest,  and  fluids,  in- 
cluding glucose  solutions  and  blood.  Stimu- 
lants have  never  shown  results  experimen- 
tally, nor  in  our  hands  clinically.  Strych- 
nin interferes  with  the  salutary  effect  of 
morphine  and  should  be  avoided.  I have 
never  seen  evidence  of  improved  heart 
action  from  digitalis,  though  I must  admit 
that  I have  never  seen  it  given  in  dosage 
large  enough  to  accomplish  anything.  A 
diseased  heart  needing  digitalis  should 
have  it  before  operation  and  a normal 
heart  will  show  no  benefit  from  its  use. 

Fluids  may  be  given  by  rectum,  by  hypo- 
dermoclysis  and  by  vein.  The  three 
methods  differ  only  in  the  rapidity  with 
which  results  may  be  obtained.  Infusion 
is  the  most  certain,  the  most  rapid  and 
produces  the  least  discomfort.  I believe 
that  glucose  and  sodium  chloride  are  the 
only  substances  worth  adding  to  water  for 
infusion.  It  is  well  to  remember  that  there 
is  a limit  to  the  amount  of  fluid  that  may 
be  given  with  benefit,  and  that  in  mild  de- 
grees of  shock,  external  heat  and  rest  will 
give  the  desired  result  with  a very  moder- 
ate amount  of  fluids,  the  administration  of 
which  interferes  seriously  with  rest. 


Morphin  should  be  given  to  the  point  of 
maximum  therapeutic  effect  with  little  re- 
gard for  the  dose  required,  for  in  the 
absence  of  rest  and  relief  of  pain  all  other 
measures  will  fail. 

Nausea  follows  almost  all  abdominal 
operations  and  vomiting  follows  a great 
many.  It  is  due  to  many  causes,  most  im- 
portant of  which  are  the  central  effect  of 
the  anesthetic  and  intra-abdominal  trauma. 
For  nausea  and  vomiting  in  the  first  three 
or  four  hours  nothing  need  be  done,  ex- 
cept the  application  of  cool  compresses  to 
the  throat  and  face.  There  is  no  need  to 
withhold  cracked  ice  and  ice  water  in  small 
quantities  at  this  time.  They  are  very 
grateful  to  the  patient  and  do  not  increase 
the  trouble.  It  is  much  less  trying  to 
vomit  something  tangible  than  to  retch 
without  effect.  If  the  condition  persists 
stomach  washing  should  be  performed 
without  delay.  It  is  by  far  the  most  effec- 
tive measure  and  should  not  be  delayed 
until  serious  gastric  dilatation  has  oc- 
curred. In  obstinate  cases  a duodenal  tube 
should  be  passed  into  the  stomach  through 
the  nose  and  left  in  place  thus  providing 
constant  drainage  of  the  stomach  and  a 
ready  avenue  for  frequent  gastric  lavage. 
Frequent  vomiting  of  small  quantities  of 
bile  stained  fluid  indicate  acute  dilatation 
of  the  stomach,  or  paralytic  ileus  of  the 
small  gut.  The  consideration  of  these 
would  lead  us  too  far  afield  as  would  also 
the  late  appearance  of  nausea  and  vomit- 
ing, usually  with  abdominal  pain  and  dis- 
tention that  heralds  post-operative  intes- 
tinal obstruction.  Simple  nausea  may  be 
relieved  frequently  by  sips  of  hot  salty 
broth,  or  of  ice  cold  brine,  and,  as  men- 
tioned before,  late  simple  nausea  some- 
times responds  to  a small  feeding  of  dry 
food.  The  condition  is  not  due  to  the  con- 
tents of  the  stomach,  and  we  believe  that 
it  is  a mistake  to  withhold  fluids.  No  re- 
lief is  obtained  by  so  doing  and  a burden 
of  intolerable  thirst  is  added  to  the  patient’s 
load.  Fluids  by  other  routes  never  relieve 
thirst  completely. 
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Retention  of  urine  is  very  frequent.  I 
believe  I have  left  it  to  the  last,  because 
I can  formulate  no  satisfactory  policy  for 
its  management.  A hot  water  bottle  over 
the  bladder,  hot  irrigation  of  the  perineum, 
hot  enemas,  the  sound  of  running  water, 
spirits  of  nitrous  ether  and  voodo  incanta- 
tions may  be  tried  and  will  sometimes  be 
followed  by  relief.  None  of  them  has  half 
the  value  of  letting  the  patient  sit  up  or 
stand  and  leaving  him  to  his  own  devices, 
but  unfortunately  this  is  not  -without  risk. 
Catheterization  is  frequently  required  and 
opinions  vary  as  to  when  it  should  be  done. 
The  more  frequently  it  is  performed,  the 
greater  is  the  risk  of  infecting  the  Madder 
from  without,  and  the  longer  it  is  delayed 
the  greater  the  risk  of  infection,  due  to 
atonic  dilatation  of  the  bladder  and  conse- 
quent stagnation  of  urine.  Our  conclusion 
must  depend  on  who  is  to  do  the  catheteri- 
zation. With  meticulous  aseptic  technique, 
the  bladder  is  seldom  infected  from  with- 
out and  probably  the  instillation  of  a non- 
irritating antiseptic,  such  as  mercuro- 
chrome,  after  the  process  lessens  the  risk. 
If  such  precautions  are  observed,  it  is 
probably  best  to  empty  the  bladder  when- 
ever it  is  sufficiently  full  to  produce  real 
discomfort. 

CONCLUSION. 

You  will  note  that  we  offer  noth- 
ing original.  The  principles  governing 
our  conduct  of  a case  were  well  established 
ten  years  ago,  and  there  are  more  than 
enough  procedures  in  common  use  to  deal 
with  any  need.  It  is  not  hard  to  treat 
patients  after  operation,  but  it  sometimes 
takes  real  courage  not  to  over  treat  them. 
We  feel  that  it  is  best  to  treat  only  for 
definite  indications.  I have  considered  only 
those  indications  common  to  almost  every 
case.  If  the  don’ts  seem  to  preponderate,  it 
is  because  I feel  that  the  prevailing  ten- 
dency is  to  over  treat  simple  cases.  Every 
surgeon  should  be  master  of  all  resources 
for  protection  of  his  patient,  but  he  should 
weigh  carefully  the  advantages  and  disad- 
vantages of  every  measure  in  the  indi- 
vidual case  at  hand.  If  this  be  done,  I am 


confident  that  less  energy  will  be  expended 
to  no  purpose  and  many  troubled  bodies 
will  spend  their  nights  in  sleep. 

DISCUSSION. 

Dr.  0.  C.  Cassegrain  (New  Orleans)  : After 

listening  to  Dr.  Rives  splendid  resume  of  post- 
operative treatment,  to  me  his  apology  for  the 
choice  of  such  an  every-day  subject  is  out  of  place. 
Instead,  I congratulate  him,  for  I have  always  felt 
that  it  is  attention  to  details,  at  times  apparently 
trivial,  which  frequently  makes  the  difference  be- 
tween an  easy  or  a bad  convalescence,  between 
success  and  failure. 

The  two  most  common  causes  of  post-operative 
discomfort  are  undoubtedly  gas  pains  and  nausea, 
and  while  not  dangerous  per  se,  they  are  certainly 
very  important  and  a source  of  great  concern  to 
the  patient.  By  following  the  plan  outlined  by 
Dr.  Rives  we  can  keep  down  these  complications 
to  a minimum. 

Nine  years  ago,  in  an  effort  to  lessen  the  in- 
cidence of  post-operative  gas  pains,  we  divided 
our  service  into  two  sections.  The  patients  in 
one  section  were  purged  the  day  or  night  before 
operation,  while  those  in  the  other  were  not 
purged.  It  was  striking  to  see  how  much  more 
comfortable  and  free  from  gas  pains  were  the 
patients  who  had  received  no  purgative  before 
operation. 

Dr.  Rives  views  on  the  question  of  post-opera- 
tive purgation  coincide  with  mine.  In  our  service 
the  purgative  is  usually  given  on  the  seventh 
day  after  operation;  but  an  enema  is  given  on 
the  third  day  and  sometimes  on  the  second  day. 

Dr.  Alton  Ochsner  (New  Orleans)  : There  are 

just  a few  points  which  Dr.  Rives  mentioned  that 
I would  like  to  emphasize;  first,  post-operative 
pulmonary  complications.  There  is  no  doubt  that 
aspiration  is  responsible  for  most  of  these  cases, 
not  only  when  the  operation  is  done  under  gen- 
eral, but  also  where  local  is  employed.  We  had 
occasion  two  years  ago  to  examine  five  patients 
who  had  been  prepared  for  tonsillectomy  by  in- 
jecting the  peritonsillar  structures  with  one-half 
per  cent  of  novocain  solution.  These  patients  were 
then  given  iodized  oil  to  swallow.  In  all  the  cases 
the  oil  passed  in  to  the  trachea  instead  of  the 
esophagus,  demonstrating  that  aspiration  does 
occur  under  local  anesthesia. 

As  routine,  where  there  is  abdominal  distension, 
we  have  been  using  turpentine  stupes  applied  to 
the  abdomen  in  our  abdominal  cases.  As  Dr. 
Rives  brought  out,  if  the  use  of  stupes  is  contra- 
indicated, and  where  the  patient  has  gas  pains, 
we  use  the  therapeutic  light,  which  does  not  inter- 
fere with  the  dressings  and  relieves  the  patients 
completely. 
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Now  the  question  arises:  What  should  be  done 

with  post-operative  urinary  retention?  These 
patients  should  be  catheterized.  If  catheterization 
is  carried  out  we  are  not  apt  to  produce  cystitis 
in  a healthy  bladder.  Cabot  has  shown  that 
catheterization  should  be  done  early  and  one 
should  not  wait  longer  than  a period  of  eight 
hours;  if  this  is  carried  out  we  see  few  cases 
of  cystitis.  Dr.  A.  J.  Ochsner,  in  those  individuals 
not  able  to  urinate,  instilled  two  ounces  of  glycer- 
ine into  the  bladder,  which  procedure  invariably 
gave  good  results. 

Dr.  Marcy  J.  Lyons  (New  Orleans):  Dr.  Rives 

mentioned  that  he  was  dealing  only  with  uncom- 
plicated cases,  but  I would  like  to  get  information 
from  him  as  to  how  to  circumvent  an  impending 
paralytic  ileus.  This  condition,  of  course,  we  do 
not  recognize  until  three  or  four  days  after  the 
operation,  when  vomiting  and  distention  occur, 
and  repeated  enemas  return  clear.  I have  had 
two  or  three  sad  experiences,  the  last  a case 
in  which  a simple  bilateral  salpingectomy,  sus- 
pension of  the  uterus  and  appendectomy  was  done. 
This  patient  took  a rather  difficult  anesthetic  and 
a good  deal  of  manipulation  of  the  bowel  was 
required.  She  vomited  from  the  time  she  was  oper- 
ated on,  and  could  not  even  retain  liquids,  which 
were  given  in  small  quantities.  Protoclysis  was  in- 
stituted and  after  being  retained  for  a period  of 
several  hours,  expelled  all  at  one  time.  About  the 
second  or  third  day  she  showed  some  little  disten- 
tion. The  vomiting  continued  and  the  distention 
increased.  About  the  fifth  day,  after  having  given 
several  enemas,  pituitrin,  etc.,  all  of  which  re- 
turned clear,  I ordered  a purgative  in  the  hope 
that  peristalsis  might  be  restored,  and  as  a last 
resort,  but  to  no  avail.  She  had  a rapid  pulse  all 
the  way  through. 

Now  I am  wondering  if  the  free  administration 
of  morphin  might  not  be  conducive  to  a paralytic 
ileus  in  certain  cases?  While  thoroughly  agree- 
ing in  the  use  of  it,  I believe  that  in  some  cases, 
especially  in  those  case  that  give  a history  of  ob- 
stinate constipation,  and  where  must  manipulation 
of  the  bowel  is  necessary,  it  might  be  well  to 
reduce  the  amount  of  morphin  to  a minimum. 

Dr.  Rives  (closing)  : I have  avoided  discussion 

of  paralytic  ileus  as  being  too  big  a subject  to 
take  up  under  post-operative  treatment.  In  an- 
swer to  Dr.  Lyons  I would  say  that  ileus  like 
“gas  pains”  is  best  treated  by  prevention.  If 
peritoneum  and  viscera  are  handled  as  little  and 
as  gently  as  possible  this  complication  will  be 
very  infrequent. 

The  treatment  consists  not  in  attack  on  the 
gut  itself  but  in  supporting  the  patient  until  in- 
testinal paresis  is  spontaneously  relieved  and  or- 
derly peristalsis  resumed.  Ignore  the  ileus  and 
keep  the  patient  alive.  Water  and  glucose  must 
be  supplied,  preferably  by  hypodermoclysis  or  in- 


fusion, in  large  quantity.  Five  to  ten  thousand 
c.c.  of  5 per  cent  glucose  every  24  hours  is  re- 
quired, for  the  fluid  loss  is  usually  very  great. 
There  is  reason  to  believe  that  the  pancreas  does 
not  supply  a normal  amount  of  insulin  at  such 
times  and  clinically  the  addition  of  this  substance 
seems  to  improve  results.  Half  the  amount  neces- 
sary to  burn  the  amount  of  sugar  given  is  the 
usual  dose.  This  measure  has  been  criticized  as 
being  irrational  but  ileus  of  this  type  seems  to 
have  its  origin  in  the  autonmic  nervous  system 
and  the  pancreas  receives  its  nerve  supply  from 
the  same  plexus. 

In  addition  to  the  supply  of  food  and  fluids 
the  acid-base  equilibrium  must  be  maintained. 
Haden  and  Orr  have  demonstrated  that  this  is 
best  accomplished  by  keeping  the  blood  chlorides 
at  the  normal  level.  They  found  that  when  this 
is  done  dogs  with  high  intestinal  obstruction  may 
be  kept  alive  as  long  as  21  days.  We  find  that 
in  most  cases  1 per  cent  sodium  chloride  added  to 
the  glucose  solution  is  sufficient  but  2 per  cent 
may  be  required  in  some  cases.  One  case  of  my 
own  lived  with  a complete  small  gut  paresis  due 
to  mesenteric  thrombosis  for  six  days  before 
peristalsis  was  resumed.  Within  12  hours  he 
seemed  as  well  as  a patient  who  had  had  an  un- 
complicated severe  operation  three  or  four  days 
previously.  This  is  a very  valuable  addition  to 
the  therapy  of  intestinal  paresis  and  deserves 
wider  use. 

Stomach  drainage  and  washing  is  of  distinct 
value  and  is  universally  used.  Enterostomy  has 
had  very  wide  use  and  is  supported  by  the  best 
authorities.  I have  been  a strong  advocate  and 
still  am  in  cases  of  mechanical  obstruction,  but 
my  faith  has  been  shaken.  Enterostomy  into  a 
paralyzed  gut  is  useless.  It  will  not  drain  until 
peristalsis  has  been  resumed  and  then  it  is  not 
needed.  If  it  is  to  have  value  it  must  be  done 
above  the  involved  gut  in  a portion  still  showing 
active  peristalsis.  This  is  always  difficult  and 
may  be  impossible  due  to  the  crowding  of  the 
diseased  bowels  into  the  wound.  The  search  for 
active  gut  may  easily  do  serious  harm. 


O’lodoxybenzoic  Acid  in  Treatment  of  Infectious  Ar* 
thritis. — 0-iodoxybenzoic  acid  in  the  treatment  of  infec- 
tious arthritis,  accordng  to  Stein  and  Taube,  New  York,  has 
three  main  actions:  (1)  analgesia,  (2)  relief  of  muscle 

spasm,  and  (3)  reduction  of  swelling.  Of  the  series  of 
102  patients  reported  on,  two  with  acute  rheumatic  fever 
were  treated  by  rest  in  bed  plus  the  administration  of  the 
drug.  All  the  others  were  ambulatory.  Ane  hundred  cubic 
centimeters  of  a fresh  1 per  cent  solution  was  injected  into 
the  vein  of  each  arm  arternately  every  three  days  and  the 
solution  was  allowed  to  run  in  by  gravity.  The  authors 
used  amiodoxyl  benzoate-Abbott. — J,  A.  M.  A.,  90:1608- 
1610.  1928. 
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TROPICAL  DERMATOMYCOSES  IN 
NEW  ORLEANS  AND 
LOUISIANA*! 

ALDO  CASTELLANI,  M.  D., 

New  Orleans. 

The  principal  dermatomycoses  which  are 
usually  considered  “tropical”  are  the  fol- 
lowing ; 

1.  Tinea  cruris  (Dhobie  itch,  Epider- 
mophytosis) . 

2.  Dermatitis  interdigitalis  mycotica 
(Mango  toe). 

3.  Mycotic  pomphylix. 

4.  Pruritus  ani  of  mycotic  origin. 

*Read  before  Louisiana  State  Medical  Society, 
!^ew  Orleans,  April  26-28,  1927. 

tFrom  the  Department  of  Tropical  Medicine, 
rulane  University  of  Louisiana. 


5.  Intertrigo  saccharomycetica. 

6.  Tinea  albigena. 

7.  Tinea  imbricata. 

8.  Tinea  intersecta. 

9.  Blastomycosis. 

10.  Sporotricosis. 

11.  Accladiosis. 

12.  Mycetoma. 

13.  Paramycetoma. 

14.  Pseudomycetoma. 

15.  Tinea  flava. 

16.  Tinea  nigra. 

17.  Pinta. 

18.  Tinea  capitis  tropicalis. 

19.  Tinea  barbae  tropicalis. 

20.  Tinea  unguium  tropicalis. 

21.  Piedra. 

22.  Tricho-aspergillosis. 

23.  Trichomycosis  axillaris  flava,  ru- 
bra, nigra. 


CLASSIFICATION  OF  TROPICAL  DERMATOMYCOSES 


1.  Due  to  fungi  of  the  genus 
^pidermophyton  Lind,  1879, 
'richophyton  Malmsten,  1845, 
licrosporum  Gruby,  1843. 


Ep.  c^Ws  Castellani,  1905,  common  variety  of  Tinea  cruris  (dho- 
bie itch). 

Ep.  perneti  Castellani,  1907,  variety  of  Tinea  cruris 
Ep.  rubrum  Castellani,  1909,  variety  of  Tinea  cruris. 

T.  nodoformans  Castellani,  1911,  variety  of  Tinea  cruris. 

T.  macfadyeni  Castellani,  1905,  variety  of  Tinea  alba. 

T.  albiscicans  Nieuwenhuis,  1907,  Tinea  albigena. 

T.  blanchardi  Castellani,  1905,  Tinea  s abouraudi  tropicalis. 

T.  ceylonense  Castellani,  1908,  Tinea  nigrocircinata. 

T.  soudanense  Joyeux,  1912. 

T.  violaceum  Bodin,  1902. 

T.  decalvans  Castellani,  1911. 

T.  currii  Chalmers  and  Marshall,  1914. 

T.  discoides  Sabouraud,  1909. 

T.  violaceum  Bodin,  1902,  var.  khartoumense 
Chalmers  and  McDonald,  1915. 

T.  polygonum  Uriburii,  1909. 

T.  exsiccatum  Uribuni,  1909. 

Microsporum  flavescens  P.  Horta,  1912,  variety  of  Tinea  capitis  and 
corporis. 

T.  louisianicum  Castellani,  1926. 

T.  spiculatum  Castellani,  1927. 
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II.  Due  to  fungi  of  the  ( En.  trojncale  Castellani,  1914.  Tinea  imbricata. 
enus^  Endodemwphyton  Cas-  j En.  indicum  Castellani,  1911,  Tinea  imbricata. 
illani,  1909.  ( En.  castellanii  Perry,  1907,  Tinea  intersecta. 


eJ?s  i£?ass2m ^Sniom^sS  \ Castellani,  Tinea  flava. 

IV.  Due  to  fungi  of  the  ( C.  mansoni  Castellani,  1905,  Tinea  nigra, 
enus  Cladosporium  Link,  1809.  / C.  madagascariense  Verdun,  1913,  peculiar  nodular  affection. 
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CLASSIFICATION  OF  TROPICAL  DERMATOMYCOSES— Continued 


V.  Due  to  fungi  of  the 
genera  Saccharomyces  Meyen, 
1838,  Cryptococcus  Kiitzing, 
Blastoviycoides  Castellani,  1926, 
Monilia  Persoon,  1797. 


Several  species,  some  of  which  in- 
completely investigated. 


I Varieties  of  blastomycosis. 


VI.  Due  to  fungi  of  the 
genus  Nocardia  Toni  and  Trev- 
isan,  1889,  and  Cohnistrepto- 
thrix  Pinoy,  1911. 


N.  minutissima  Burchardt,  1859,  erythrasma. 

N.  carougeaui  Brumpt,  1910,  juxta-articular  nodules. 

N.  rivierei  Verdun,  1912,  nodular  affection. 

C.  tenuis  Castellani,  1912,  trichomycosis  axillarum. 

C.  thibiergei  Pinoy  and  Ravaut,  19tl9,  nodular  affection. 


VII.  Due  to  fungi  of  the 
genera  Sporotrichum  Link, 
1809,  Hemispora  Vuillemin, 

1906,  Enantiothamnus  Pinoy,  _ 
1911,  Scopulariopsis  Bainier, " 

1907,  Cladosporium  Link,  1809, 
Acremonium  Link,  1809,  Acla- 
dium  Link,  1809. 


VIII.  Due  to  fungi  of  the 
genera  AspergiUus  Micheli, 
1725,  Sterigmatocystis  Cramer, 
1869,  Madurella  Brumpt,  1905, 
Indiella  Brumpt,  1906,  Nocar- 
dia Toni  and  Trevisan,  1889,  - 
Cohnistreptothrix  Pinoy,  1911, 
Sporotrichum  Link  1806,  Mon- 
osporium  Bonorden  and  Sac- 
cardo  1898,  Glenospora  Berkley 
and  Curtis  1876. 


Sporotrichum  beurmanni  Matruchot  and 
Ramond,  1905. 

S.  schenki  Hektoen  and  Perkins,  1900. 

S.  asteroides  Splendore,  1911. 

S.  indicum  Castellani,  1908. 


Varieties  of  sporotri- 
chosis found  in  the 
tropics. 


Hemispora  stellata  Vuillemin,  1906. 
Enantiothamnus  braulti  Pinoy,  1912. 
Scopulariopsis  blochi  Matruchot,  1911. 
Clddospomum  madagascariense  Verdun, 
1913. 

Acladium  castellanii  Pinoy,  1916. 


Various  types  of  gum- 
" matous  and  ulcera- 
tive affections. 


Aspergillus  bouffardi  Brumpt,  1906. 

Sterigmatocystis  nidulans  Eidam,  1883. 

Madurella  mycetomi  Laveran,  1902. 

M.  bovoi  Brumpt,  1910. 

M.  tozeu-ri  Nicolle  and  Pinoy,  1906. 

Indiella  mansoni  Brumpt,  l906. 

7.  reynieri  Brumpt,  1906. 

7.  somaliensis  Brumpt,  1906. 

Nocardia  madurae  Vincent,  1894. 

N.  asteroides,  Eppinger,  1890. 

N.  pelletieri  Laveran,  1906. 

N.  bovis  Harz,  1877. 

C.  israeli  Kruse,  1896. 

Sporotrichum  Schenki  Hectoen  and  Perkins,  1900. 
Monosporium  apiospermum  Saccardo,  1911. 

Glenospora  khartoumensis  Chalmers  and  Archibald,  1916. 
G.  semoni  Chalmers  and  Archibald,  1917. 
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IX.  Due  to  fungi  of  the  barbae  Castellani,  1907,  Aspergillosis  of  hairy  parts. 

1 onn  I P-  barbae  Castellani,  1907,  Penicilliosis  of  hairy  parts. 

1727,  Penicillium  Link,  1809.  ^ 

i Aspergillus  Micheli,  1725. 

Penicillium  Link,  1809. 

Monilia  Persoon,  1791. 

Montoyella  Castellani,  1907. 

XL  Due  to  fungi  of  the  ( T.  giganteum  Behrend,  piedra. 
genus  Triehosporum  Behrend,  ^ ^ i Tropical  varieties  of  nodular 

1890.  I Species  as  yet  not  well  determined.  ^ trichomycosis. 

XII.  Due  to  fungi  of  the  c 

genus  Pityrosporum  Sabouraud,  1 Pityrosporum  cantliei  Castellani,  variety  of  tropical  seborrhoea. 

1903.  ( 


^ Pinta. 
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It  should  be  clearly  stated  that  dermato- 
mycoses “tropical,”  in  the  strict  sense  of 
the  word,  are  exceedingly  few,  as  exceed- 
ingly few  are  internal  diseases  which  can 
be  called  “tropical”  sensu  stricto.  In  a 
general  way  one  may  say  that  tropical  dis- 
eases are  merely  diseases  which  are  more 
frequently  met  with  in  the  tropics  than  in 
the  temperate  zone. 

What  are  the  tropical  dermatomycoses 
most  common  in  New  Orleans  and  Louisi- 
ana? I wish  to  state  at  once  that  my  re- 
sults are  based  not  only  on  my  own  ex- 
perience but  on  the  researches  and  ex- 
perience of  men  who  have  practiced  in  this 
country  for  many  years,  principally  Pro- 
fessor Menage  and  Professor  Hopkins, 
among  others,  and  I should  like  to  express 
my  indebtedness  to  them  for  their  generos- 
ity in  placing  their  results  at  my  disposal. 

TINEA  CRURIS  (EPIDERMOPHYTOSIS). 

This  is  well  known  as  an  extremely  com- 
mon condition  in  New  Orleans,  Louisiana, 
and  all  Southern  States,  especially  in  the 
spring,  the  summer  and  the  autumn.  In 
recent  years  it  has  become  common  in  the 
Northern  States  and  all  over  the  Continent. 
It  is  so  common  that  there  is  no  need  of 
describing  it;  the  patches  generally  situ- 
ated in  the  inguinal  region  with  the  well- 
marked  festooned  border  are  typical. 

Among  the  fungi  I have  isolated  in  these 
cases  in  New  Orleans  are  the  following: 
Epidermophyton  ruhrum,  Epidermophyton 
cruris,  Trichophyton  nodoformans,  Tricho- 
phyton spiculatum.  T.  spiculatum  is  char- 
acterized by  the  presence  of  numerous 
spicules  on  the  surface  of  the  growth. 

DERMATITIS  INTERDIGITALIS  EPIDERMOPHYTICA. 

This  is  a localization  of  epidermophyton 
and  trichophyton  infections  in  the  toes.  It 
is  extremely  common  in  this  country. 

In  certain  cases  it  may  be  considered  to 
be  a very  serious  disease.  The  seriousness 
of  the  condition  is  caused  not  by  the  fun- 
gus per  se  but  by  the  secondary  bacterial 
invasions.  It  is  not  at  all  rare  to  find  a 
strepl^coccus  infectio{n  engrafted  on  the 


epidermophytic  condition — and  this  strep- 
tococcus infection  may  give  rise  to  a 
localized  painful  dermatitis  with  presence 
at  times  of  bullae;  or  it  may  give  rise  to 
an  erysipelas-like  condition;  it  may  give 
rise  to  a lymphangitis  with  inguinal  aden- 
itis and  in  the  Tropics  I have  seen  cases  of 
generalized  streptococcus  infection  arising 
in  this  way;  repeated  attacks  of  strepto- 
coccus inflammation  at  times  cause  at  first 
permanent  edema  then  a fibroid  thickening 
of  tissues  indistinguishable  from  elephant- 
iasis. 

MYCOTIC  POMPHY.LIX. 

This  type  of  epidermophytosis  is  very 
common  in  New  Orleans  and  of  difficult 
cure. 

PRURITUS  ANI  OF  FUNGAL  ORIGIN. 

For  some  years  I called  attention  to  a 
type  of  pruritus  ani,  which  is  of  fungal 
origin.  The  patient  complains  of  very 
severe  pruritus,  not  as  a rule  continuous, 
but  at  intervals.  The  pruritus  is  often 
worse  at  night,  but  the  attacks  of  unbear- 
able itching  may  come  on  at  any  time.  The 
inspection  of  the  ano-perineal  region  in 
very  recent  cases  may  reveal  nothing  at  all 
except,  perhaps,  signs  of  scratching,  but 
in  most  cases,  on  careful  examination, 
minute,  red,  slightly  raised,  infiltrated 
patches  may  be  seen  in  the  perianal  regian, 
occasionally  arranged  into  two  curved 
lines.  In  a number  of  old  cases  signs  of 
dry  or  moist  eczematous  dermatitis  are 
present,  and  streptococcus  and  other  sec- 
ondary bacterial  infection  may  become  very 
heavy.  If  many  coli  and  proteus  bacilli 
are  present,  the  fungus  may  disappear  com- 
pletely or  become  extremely  scarce. 

With  regard  to  treatment,  an  antimyco- 
tic ointment  often  answers  well.  My  old 
dhobie  itch  ointment  may  be  used,  consist- 
ing of  sulphur  gr.  30,  salicylic  acid  gr.  30, 
vaseline  one  ounce,  or  Deeks’  ointment, 
may  be  employed,  and  is  very  often  suc- 
cessful. Whitfield’s  ointment,  to  which  2 
per  cent  carbolic  acid  has  been  added,  is 
very  useful.  A fuchsin  resorcinal  paint 
is  also  useful.  In  very  obstinate  cases 
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roentgen-ray  therapy  is  beneficial.  For 
more  details  on  pruritus  ani  of  fungal 
origin  the  reader  is  referred  to  my  previ- 
ous publications  on  the  subject,  among 
which  is  “Pruritus  Ani  and  Pruritus  Vul- 
vae  of  Fungal  Origin,”  New  Orleans  Medi- 
cal and  Surgical  Journal,  pp.  625-633,  vol. 
79,  No.  9,  March,  1927. 

INTERTRIGO  SACCHAROMYCETICA  VEL 
CRYFTOCOCCICA. 

Some  years  ago  in  Ceylon  I described  a 
type  of  intertrigo  usually  affecting  the  in- 
guinal region  but  occasionally  other 
regions,  armpits,  etc.,  in  which  a large 
number  of  yeast-like  fungi  were  found.  I 
grew  a yeast-like  fungus  which  I called 
S.  samboni;  later  cryptococci  monilias  and 
debaryomyces  fungi.  The  condition  at  first 
is  characterized  by  the  presence  of  an  ery- 
thematous, round  or  oval  patch  in  each  cru- 
roinguinal  region;  the  patch  rapidly  en- 
larges and  sometimes  may  become  fes- 
tooned. In  a later  state  slight  exudation 
may  take  place  and  even  a true  eczematoid 
dermatitis  may  develop.  Occasionally  a 
few  white  spots  or  patches  may  be  seen 
which  can  be  fairly  easily  removed;  these 
consist  of  masses  of  the  fungus.  With  re- 
gard to  treatment  I have  found  glycerine 
of  borax  (B.  P.)  diluted  with  rose  water 
useful ; also  the  application  of  a 2 per  cent 
permanganate  of  potassium  lotion,  or  di- 
luted Tr.  Ladi. 

Two  types  of  intertrigo  saccharomyce- 
tica  infection  may  be  distinguished. 

The  primary,  as  described  above ; the  sec- 
ondary, in  which  the  saccharomycetic  or 
cryptococcus  infection  develops  on  epider- 
mophytic  lesions. 

TINEA  ALBIGENA. 

This  condition  was  first  observed  in  Java 
by  Nieuwenhuis.  It  commences  on  the 
palms  or  soles  but  may  extend  upward  to 
the  forearms  and  legs,  or  downward  to 
the  nails.  At  first  it  appears  as  small  itchy 
spots  on  which  bullae  appear  which  burst 
leaving  a desquamating,  itching  tender 
area.  In  course  of  time  a diffuse  hyper- 


keratosis forms  in  which  deep  fissures  indi- 
cate the  natural  folds,  while  horny  semi- 
detached rings  surround  the  sweat  orifices. 
It  is  very  chronic  and  in  course  of  time 
leads  to  a depigmentation  of  the  affected 
areas  which  appear  like  leucoderma  patches. 
This  condition  is  permanent.  I have  seen 
two  cases  of  a somewhat  similar  condition 
due  to  epidermophytosis  in  New  Orleans. 

Treatment. — Apply  tincture  of  iodine,  or 
Whitfield’s  Ointment,  or  a 1-5  per  cent 
chrysarobin  ointment. 

TINEA  IMBRICATA. 

This  dermatomycosis  which  is  so  common 
in  the  Far  East  and  certain  islands  of  the 
Pacific,  seems  to  be  absent  from  Tropical 
America.  The  disease  is  of  great  interest 
clinically  and  etiologically.  Clinically,  the 
term  tinea  applied  to  it  is  hardly  correct, 
as  the  condition  is  totally  different  from 
the  usual  trichophytoses  and  epidermophy- 
toses. 

The  development  of  the  eruption  is  very 
interesting.  A small,  initial  brownish  spot 
appears,  generally  on  the  arms,  chest  or 
back.  After  a few  days  this  spot  splits  in 
the  center,  and  in  this  way  a ring  of  large, 
flaky  scales  is  formed,  with  their  bases  at 
the  periphery  of  the  lesion;  this  scaly  ring 
expands  peripherally,  and  while  it  does  so, 
another  brownish  spot  appears  in  the  cen- 
ter, at  the  same  site  as  the  first  brown  spot ; 
this  new  brown  patch  also  breaks  in  the 
center,  and  in  this  way  a second  scaly  ring 
is  formed  inside  the  second ; and  so  on,  un- 
til a number  of  scaly  rings  are  developed. 

Manson  aptly  compared  this  development 
of  concentric  rings  to  the  concentric  rip- 
ples produced  by  a pebble  thrown  into  a 
pool  of  water. 

In  very  many  cases  however  the  eruption 
becomes  diffuse  and  no  rings  are  seen.  The 
scales  are  flaky,  tissue-paper-like,  of  large 
size,  up  to  1/^  inch  in  length,  dry,  and  of  a 
dirty  greyish,  or  brownish  color.  In  my 
experience,  the  fungus  never  invades  the 
hair  follicles,  but  it  often  invades  the  nails. 
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TINEA  INTERSECTA. 

The  eruption  begins  as  small,  roundish 
or  oval  dark  brown  pruriginous  patches 
generally  situated  on  the  arms,  legs,  chest 
or  back.  The  surface  of  these  patches  is 
darker  than  the  surrounding  skin  with 
a border  composed  of  minute  black  pa- 
pules. Later  the  tense  surface  dries, 
shrivels  and  cracks,  producing  white 
lines  ntersecting  the  dark  brown  patch. 
Later,  when  the  cracks  deepen,  curled- 
up  scales,  white  internally  and  brown 
externally,  appear.  When  these  scales 
are  removed  white  patches  are  left.  The 
brown  patches  may  remain  isolated  or 
may  fuse  together,  forming  large  irregu- 
lar areas.  At  times  some  patches  may  dis- 
appear spontaneously. 

The  health  of  the  patient  is  never  af- 
fected, but  there  may  be  a slight  eosino- 
phi'lia. 

BLASTOMYCOSIS. 

The  term  blastomycosis  covers  a group 
of  affections  caused  by  yeast-like  fungi. 
The  botanical  description  of  these  fungi  I 
have  given  in  previous  papers,  and  it  may 
be  found  also  in  Castellani  and  Chalmers' 
Manual  of  Tropical  Medicine,  third  edition, 
chapters  on  fungi.  Here  it  may  be  suffi- 
cient to  mention  a simple  classification  I 
have  introduced  for  the  use  of  clinical  path- 
ologists : 

Of  blastomycoides  (blastomyces)  there 
are  certainly  several  species.  By  using 
mannitol  and  lactose  agar  three  fungal 
types  can  be  differentiated  fairly  easily: 
immitis  type,  dermatitidis  (or  Gilchristi) 
type,  tvlanensis  type.  After  two  to  three 
weeks  at  26°  the  cultures  of  the  immitis 
type  are  slate  black  on  mannitol,  greyish  on 
lactose;  the  cultures  of  dermatitidis  are 
greyish  occasionally  slate  black  on  manni- 
tol, dark  brown  or  slate  blackish  on  lactose ; 
the  cultures  of  tulanensis  are  white  both  on 
mannitol  and  on  lactose.  The  fungi  should 
be  grown  in  large  tubes. 

I have  suggested  the  following  clinical 
classification  of  the  various  types  of  blas- 
tomycosis : 


►<1 

s ^ 

^ Ct- 
0)  ^ 

2 ^ 

(P  c 

H..  3 

3 <2. 


fi>  td 
£ 
a. 

§•& 
3 3 

M (J? 


(P 


'n 

G 

3 

on; 


^ » 

2 =*  S = 

VJ  fp 

3 2 o 
CD  3 CD 

3 p ci 
M*  C3  cn 
S-  cn 

ET.  CD 

o 3 

“ S 

ffl  O 3^ 

c«  ... 

CD  w.  CL 

o gz 


§ 

3 3 CD 
^ ^ ^ 
3 P g 

J.G  S-- 

S 71  “ 

GO  ^ 
rs 

i g O 

1 ^2; 

2 5T 

CO 

pr 

o- 

S (T> 


o 

£- 

r? 

C 

<t) 


3 5- 
Eo 

CD  p. 


CD  CP 

CL  tr' 

• 2 


2 CD 

p’  3 

• 2 


>3 


p 


eg  o 

Sr  rn 


s l;? 

CO  ^ 
• i-i 

<n 


^ CO 

2 CO 

1:1 


o- 


> 

Co  O 
P O 
Ci  tfl 

^2 

o W 

S *3 
csi  3 
ca  (C 
w 

CO 

• P 


OUJ 

a 

4 g 

1.1 

O 

ca  (t> 
o w 
ca 

<ra  G5 

? ^ 
CO  Ui 

• 

3 


54 


Castellani — Tropical  Dermatomy coses  in  New  Orleans  and  La. 


1.  Blastomycosis,  Gilchrist  type,  very 
commonly  found  in  this  country,  in  Africa, 
in  Asia,  very  seldom  in  Europe,  character- 
ized by  the  presence  of  the  well  known  ele- 
vated warty  patches  with  micro-abscesses 
or  well  defined  oval  or  round  ulcers  with 
granulating  or  papillomatous  fundus,  and 
violaceus  border. 

2.  Blastomycosis,  W ernike-Posadas  type 
(Coccidioides  type).  In  addition  to  the 
warty  or  fungating  patches  deep  destructive 
ulcerative  processes  develop.  It  is  prin- 
cipally found  in  South  America  where  the 
condition  often  affects  the  oral  mucus  and 
pharynx.  Cases  have  been  found  in  Cali- 
fornia. 

3.  Blastomycosis  sinus  forming  type 
(Blastomycosis  glutealis).  This  generally 
attacks  the  tissues  of  the  buttock  and  is 
characterized  by  the  presence  of  numerous 
sinuses.  It  is  found  in  Egypt,  Ceylon, 
China. 

4.  Blastomycosis,  furunctdosis  type. 
Clinically  this  is  indistingushable  from  se- 
vere furunculosis.  It  often  affects  the  scalp 
producing  a suppurative  folliculitis  (folli- 
culitis cryptococcica  decalvans).  The  yeast- 
like fungi  found  in  this  type  probably  be- 
long to  the  genus  monilia  (see  Gehrman 
Lectures/ for  1926,  University  of  Illinois). 

The  types  I have  so  far  found  in  New 
Orleans  are.  1.  Gilchrist  type,  several  cases. 
2.  Furunculosis  type,  one  case.  I saw  a 
typical  case  of  the  coccidioides  type  in  Chi- 
cago last  year — ^thanks  to  the  kindness  of 
Professor  Davis  of  the  Illinois  University. 

SPOROTRICHOSIS. 

This  dermatomycosis,  although  consid- 
ered to  be  tropical  by  several  authorities, 
was,  as  well  known,  described  first  in  Amer- 
ica by  Schenk.  The  invading  organisms 
may  produce  in  the  skin: 

(1)  A sporotrichic  chancre  and  lymph- 
angitis; this  is  the  localized  form. 

(2)  A series  of  disseminated  gummata. 

(3)  A series  of  disseminated  ulcers, 
some  resembling  syphilitic  lesions,  other 


tubercular,  or  furuncular,  and  others  ech- 
thymatous. 

In  additon  the  fungi  may  invade  the  in- 
ternal organs  and  cause  lesions  in  mucous 
membranes,  bones,  joints,  muscles  and 
vscera.  I have  seen  several  cases  in  Europe, 
India,  Central  America  and  in  Chicago  but 
so  far  not  in  New  Orleans. 

ACLADIOSIS. 

All  over  the  body  may  be  seen  sharply 
defined,  roundish  or  oval  ulcers  with  red 
granulating  cases  with  or  without  a puru- 
lent secretion  which  dries  into  thick  yellow 
crusts.  In  addition,  gummata-like  nodules 
and  boil-like  lesions  may  be  seen,  and  en- 
largement of  the  superficial  lymph  glands 
may  be  observed.  Sometimes  the  blood 
shows  a slight  eosinophilia.  Cases  with 
purulent  secretion  show  leukocytosis  and 
suffer  from  fever  at  night.  This  condition 
first  described  by  me  in  Ceylon  some  years 
ago  has  not  yet  been  described  in  America. 
It  is  caused  by  a fungus  of  the  genus  Acla- 
dium : A castellanii  Pinoy. 

MYCETOMA. 

Mycetoma,  Madura  foot,  is  characterized 
by  the  presence  of  granulomatous  nodules 
and  of  sinuses  in  the  foot,  occasionally  in 
other  regions  of  the  body.  From  the 
sinuses  a certain  amount  of  pus  exudes 
which  contains  granules  of  different  color, 
white,  yellow,  red,  black.  Madura  foot, 
though  rare,  occurs  in  this  country.  Cases 
have  been  described  by  several  observers. 

PARAMYCETOMA. 

Paramycetoma  is  clnically  identical  with 
mycetoma,  but  in  the  pus  no  granules  are 
found,  the  fungi  causing  paramycetoma 
not  producing  sclerotia. 

PSEUDO  MYCETOMA. 

Pseudo-mycetoma  is  clinically  very  sim- 
ilar to  true  mycetoma,  the  foot  being  de- 
formed and  presenting  numerous  nodules 
and  occasionally  sinuses,  but  the  condition 
is  not  of  fungal  origin.  Very  often  it  is  a 
late  manifestation  of  yaws. 
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TINEA  FLAVA. 

This  condition  is  characteri'zel  by  the 
presence  of  bright  yellow,  roundish  or  oval, 
patches  on  the  skin  of  the  face,  neck,  chest 
and  abdomen  and  arms.  A very  large  num- 
ber of  the  natives  of  the  low  country  of 
Ceylon  and  of  many  other  tropical  coun- 
tries, are  affected.  Sometimes  the  patches 
coalesce,  giving  rise  to  the  diffuse  form  of 
the  disease.  Occasionally,  in  Ceylon  and 
Southern  India,  one  is  surprised  to  see  a 
Singalese  or  Tamil  native  with  the  face, 
chest  and  trunk  of  much  lighter  color  than 
those  of  the  other  natives.  On  closer  ex- 
amination it  will  often  be  found  that  the 
apparently  light  color  of  the  skin  is  merely 
due  to  a diffuse  form  of  a very  light  variety 
of  tinea  flava.  Scrapings  from  the  patches 
reveal  presence  of  a fungus  with  the  char- 
acteristics of  a malassezia,  and  morpholog- 
ically very  similar  to  the  fungus  found  in 
pityriasi^  versico-lor  o^f  tempelrate  z)ones. 
In  fact,  until  recently  tinea  flava  was  con- 
sidered to  be  identical  to  tinea  versicolor. 

I separated  it  from  tinea  versicolor  for 
the  following  reasons: 

1.  Tinea  flava  is  of  much  lighter  color. 

2.  It  affects  the  face  more  frequently 
than  any  other  part  of  the  body,  while 
tinea  versicolor  is  practically  never  found 
in  that  situation 

3.  It  is  extremely  chronic,  developing 
in  early  childhood  and  lasting  for  life. 

4.  It  is  difficult  to  cure,  while  tinea 
versicolor  responds  to  treatment  very 
readily. 

Tinea  flava  ‘occurs  in  New  Orleans  and 
Louisiana. 

TINEA  NIGRA. 

This  dermatomycosis  is  characterized  by 
the  presence  of  jet-black  patches  due  to  a 
fungus  of  the  genus  Chladosporium,  which 
I called  C.  mansoni  in  honor  of  Sir  Patrick 
Manson.  This  fungus  is  fairly  easily  grown 
on  sugar  media,  giving  rise  to  black  colo- 
nies. In  some  tropical  countries  the 
condition  s fairly  common  in  natives, 
but  may  be  found  also  in  Europeans 


as  shown  by  the  following  case : A 

European  medical  man  went  to  Burmah 
from  Ceylon  for  a pleasure  trip.  On  com- 
ing back  to  Ceylon  he  noticed  a roundish, 
very  slightly  elevated  black  spot  on  the 
palm  of  his  left  hand.  This  spot  slowly 
increased  in  size  for  two  months,  becoming 
the  size  of  a dime.  A single  applica- 
tion of  formalin  made  it  disappear,  but 
three  months  later  it  reappeared.  A 

second  application  of  formalin  cured  the 
condition  permanently.  From  the  patch, 
before  treatment,  cultures  were  made  and 
a chladosporium  was  isolated  identical  to 
the  fungus  found  in  native  cases. 

CRYPTOCOCCOSIS  EPIDERMICA. 

The  condition  is  characterized  by  the 
presence  on  the  arms,  legs,  chest  and  neck 
of  roundish  patches  of  a dirty  yellow- 
brownish  color.  They  consist  of  enormous 
numbers  of  blastomyces-like  fungi  of  va- 
rious size,  which  have  not  yet  been  culti- 
vated. I saw  a case  in  this  country  last 
year. 

Closely  allied  to  this  condition  are  cryp- 
tococcosis alba  and  cryptococcosis,  rosia:  in 
the  former  whiti|sh  patches  are  found  on 
the  skin  composed  of  enormous  numbers  of 
usually  cultivable  cryptococcus,  saccharo- 
myces,  debaryomyces,  moniliie;  in  crypto- 
coccosis rosea,  which  is  extremely  rarie, 
budding  organisms  are  found  which  on  arti- 
ficial medica  produce  pink  or  red  colonies. 

PINTA. 

Pinta  is  a disease  common  in  Central 
America  and  certain  parts  of  South  Ameri- 
ca. It  is  characterized  by  patches  on  the 
skin  of  various  color,  yellow,  black,  bluish 
black,  and  white,  leucodermic-like.  As  I 
have  stated  in  previous  publications  the  so- 
called  yellow  pinta  is  in  ,all  probability 
tinea  flava.  (See  Journal  of  Tropical  Medi- 
cine, London,  January  1st,  1925.) 

TINEA  CAPITIS  TROPICALIS. 

It  is  interesting  to  note  that  in  tropical 
countries  ring  worm  of  the  scalp  as  a rule 
is  less  frequently  met  with  than  in  the  tem- 
perate zone.  Certain  types  of  tinea  capitis 
are  caused  by  the  same  fungi  which  cause 
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the  condition  in  temperate  climates.  Cer- 
tain types,  however,  are  caused  by  mycetes 
which  apparently  are  seldom  found  outside 
the  tropical  belt.  I will  limit  myself  to  de- 
scribing briefly  the  following  two  types: 
Tinea  decalvans  and  tinea  capitis  due  to 
T.  louisianicum. 

Tinea  decalvans. — This  condition  I de- 
scribed in  Ceylon  some  years  ago.  Recently 
it  has  been  found  by  Ota  to  be  quite  com- 
mon in  China.  In  the  first  stage  of  the 
disease  numerous  patches  are  seen  on  the 
scalp  covered  with  an  enormous  number  of 
heaped  up  white  scales.  Later  the  scales 
disappear,  the  hair  falls  off  and  the  patches 
remain  bald  permanently.  The  fungus  I 
found  in  these  cases  I thought  at  first  was 
a variety  of  Tidchophyton  violaceum  of 
Bodin,  but  Ota  believes  that  it  is  a separ- 
ate species,  at  least  biologically.  The  de- 
scription of  this  fungus  (Trichophyton  de- 
calvans) may  be  found  in  previous  publi- 
cations of  mine,  among  which  the  Gehr- 
mann  Lectures,  etc.  It  may  also  be  found 
in  Castellani  and  Chalmers’  “Manual  of 
Tropical  Medicine,”  p.  2075.  So  far  I 
have  not  found  it  in  New  Orleans. 

TINEA  BARBAE  TROPICALIS 

Tinea  barbae  is  not  very  rare  in  New 
Orleans.  Recently  I saw  a case  from 
which  a fungus  was  isolated  very  similar 
or  identical  to  T.  nodoformans  which  was 
first  isolated  in  Ceylon.  In  this  case  my 
method  of  injecting  ether  and  a mixture  of 
absolute  alcohol  and  ether  in  equal  parts 
into  the  nodules  induced  a rapid  cure. 

TINEA  UNGUIUM  TROPICALIS 

Two  types  can  be  separated,  a type  due 
to  Epidermophyton,  Trichophyton  and  En- 
dodermophyton  fungi,  and  a type  due  to 
fungi  of  the  genus  Aspergillus  and  genus 
Penicillium.  Cases  of  the  latter  type  have 
been  observed  in  various  countries  by 
Brumpt,  Ota,  Johns  and  myself. 

Tinea  capitis  due  to  Trichophyton  lousi- 
anicum. — A type  of  trichophytosis  not  rare 
in  New  Orleans  is  one  caused  by  the 
fungus  which  I have  called  Trichophyton 


louisianicum.  The  fungus  may  attack  the 
scalp  and  hair  as  well  as  occasionally  the 
glabrous  regions.  So  far,  I have  seen  it 
only  in  colored  children.  The  lesions  are 
generally  superficial.  One  or  several  round- 
ish or  oval  patches  denuded  of  hair  are  seen 
on  the  scalp,  the  surface  is  smooth  or  there 
may  be  some  pytiriasic  squammae,  they  are 
not  limited  as  a rule  by  a raised  border,  no 
true  “stumps”  are  seen.  The  fungus  is  sel- 
dom present  in  large  amount:  it  may  be 
found  at  times  in  scrapings  from  the  patch : 
it  may  be  present  also  in  the  hair  in  the 
intrafollicular  portion  inside  or  outside  or 
both.  When  the  glabrous  parts — usu- 
ally the  neck — are  attacked,  oval  or 
roundish  whitish  patches  are  seen  with 
pityriastic  desquamation ; an  interesting 
point  is  that  at  times  a large  number  of 
yeast-like  organisms  are  present  in  addi- 
tion to  the  trichophyton  fungus,  and  it  is 
quite  possible  that  the  white  appearance  of 
certain  patches  may  be  due  to  the  presence 
of  the  yeast-like  fungus;  by  mycological 
cultural  methods  both  organisms  may  be 
grown;  the  yeast-like  organism  is  grown 
much  more  easily  than  the  trichophyton 
fungus. 

A moist  variety  caused  apparently  by 
the  same  fungus  is  also  met  with;  in  this 
variety  the  patches  show  thick  crusts 
rather  than  scales  and  the  condition  may 
be  mistaken  with  a form  of  seborrhoea  on 
which  a pyogenic  infection  has  become  en- 
grafted. As  this  fungus  is  very  little 
known  I may  repeat  here  the  description  of 
its  cultural  characteristics. 

Acid  glucose  agar  4 per  cent. — In  fully  devel- 
oped cultures  three  to  six  weeks  old  a fairly 
abundant  growth  is  noted  with  a central  white 
portion  consisting  of  white  duvet  springing  up 
from  a rather  hard  mass;  the  peripheral  portion 
of  the  growth  is  yellowish;  the  submerged  portion, 
viz.,  the  portion  growing  deep  into  the  medium 
frequently  shows  one  or  two  or  several  spots  of 
reddish,  or  brownish-reddish  color,  the  reddish 
color  is  usually  absent  in  very  young  cultures. 
When  large  tubes  are  used  and  the  medium  is 
not  dry,  the  growth  often  shows  a beautiful  bor- 
der of  a deep  yellow-reddish  color,  the  color  of 
the  skin  of  a tangrin. 
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Acid  gliLdose  agar  prepared  with  peptone  water 
instead  of  broth. — The  appearance  of  the  growth 
is  identical  with  that  observed  in  cultures  on  glu- 
cose agar  prepared  with  broth,  but  the  yellow 
color  is  at  times  much  more  marked. 

Neutral  glucose  agar  1 or  i-  per  cent. — Growth 
less  vigorous;  central  white  knob;  periphery 
whitish  or  yellowish. 

, Casein  Digest  agar  3 per  cent. — Growth  fairly 
abundant,  covered  with  white  duvet — portions  of 
submerged  growth  may  be  reddish  or  yellowish- 
reddish. 

Acid  maltose  agar  4 per  cent  (Sabouraud’s  me- 
dium).— Appearance  somewhat  similar  to  that 
noted  in  glucose  agar  cultures,  but  growth  less 
abundant  and  yellow  color  much  less  marked — or 
may  be  absent. 

Sabouraud’s  medium  (modified).- — This  medium 
contains  in  addition  to  maltose  a small  amount  of 
glycerine.  The  fungus  grows  well  on  it  and  the 
yellowish  color  is  very  evident. 

Gelatin  agar. — Knobby  growth,  tending  to  be 
almost  cereberiform,  covered  with  white  duvet — 
peripheral  portion  may  be  yellowish. 

Glycerine  agar. — The  fungus  growth  profuse- 
ly; the  growth  is  white  with  at  times  a yellowish 
tinge. 

Gelatine. — The  fungus  slowly  liquefies  gelatine; 
usually  liquefaction  begins  on  the  third  or  fourth 
day. 

Sugar  media. — No  gas  is  produced  in  any  sugar. 
A slight  amount  of  acidity  is  occasionally  pre- 
sent in  levulose  and  a few  other  sugars  after 
three  weeks  incubation. 

Microscopical  examination  of  preparation  from 
cultures. — Until  recently  no  “fuseaux”  had  been 
found  but  a few  weeks  ago  they  were  found  in 
some  old  cultures.  They  are  elongated,  fusiform 
structures  with  a number  of  septa.  The  apex 
does  not  show  any  hair-like  process.  Temporarily 
I have  placed  the  fungus  for  convenience  sake  in 
the  genus  Trichophyton,  section  incertae  sedis. 
With  regard  to  macroscopic  features,  the  fungus 
must  be  separated  from  the  following  organisms: 
Trichophyton  sulphurem,  Microsporum  flavescens, 
Trichophyton  ochraceum,  Trichophyton  flavum. 

In  contrast  to  T.  sulphureum  there  is  no  speckled 
appearance  and  the  cultures  are  not  crateriform; 
moreover  in  fairly  old  cultures  reddish  or  brown- 
ish-reddish spots  are  often  seen  in  the  submerged 
growth;  with  regard  to  M.  flavescens  described  by 
Horta  in  Brazil,  1912,  it  appears  it  was  micro- 
scopically a typical  microsporum  fungus;  with  re- 
gard to  macroscopic  features,  the  whole  growth 
including  apparently  the  center  was  of  a yellow 


color;  Trichophyton  ochraceum  and  Trichophyton 
flavum  give  rise  to  cerebriform  colonies. 

PIEDRA 

This  is  a disease  found  in  certain  parts 
of  South  America  and  America,  principally 
in  Columbia.  It  is  characterized  by  the 
presence  of  small  hard  nodules  on  the  hair 
of  the  scalp.  The  nodules  are  composed  of 
large  numbers  of  mycelial  spores  of  fungus 
belonging  to  the  genus  Trichosporum. 

ASPERGILLOSIS  AND  PENICILLIOSIS  OF  THE  BEARD 

The  hairs  of  the  beard  and  mustache  are 
covered  with  minute,  dark-grayish,  or 
black,  or  greenish  nodules,  which  on 
microscopical  examination  are  seen  to 
consist  of  mycelium  and  fructifications  of 
an  aspergillar  or  penicilliar  type.  I saw 
the  first  case  in  Equatorial  Africa,  in  1902, 
in  an  Indian  Merchant ; later  Chalmers 
and  I came  across  several  cases  in  Ceylon. 
The  simplest  treatment  consists,  of  course, 
in  shaving,  but  if  the  patient  objects  to  it, 
turpentine  and  diluted  formalin  will  be 
found  useful. 

TRICHOMYCOSIS  AXILLARIS  FLAVA,  RUBRA  AND 

NIGRA 

This  condition  has  been  partially  known 
for  many  years  under  the  term  Lepothrix, 
but  the  various  types  of  it  were  not  differ- 
entiated, and  nothing  definite  was  known 
about  the  etiology,  the  affection  being  as- 
cribed to  the  most  diverse  germ.  Eisner, 
for  instance,  considered  it  to  be  caused  by 
a diplococcus;  IP'ayne,  Patterson  and  Peck 
inculpated  various  bacilli,  including  B.  pro- 
digiosus. 

The  condition  is  characterized  by  the 
presence,  on  the  hairs  of  the  axillary  re- 
gions and  occasinally  the  pubes;  of  small 
nodular  formations  which,  from  my  experi- 
ence, may  be  yellow  or  red  or  black.  I there- 
fore differentiated  3 varieties  of  the  condi- 
tion— Trichomycosis  axillaris  flava,  T. 
axillaris  rubra,  T.  axillaris  nigra.  Accord- 
ing to  my  researches,  T.  flava  is  caused  by 
a fungus  of  the  genus  xocardia,  which  I 
called  N.  tenuis.  The  red  variety  is  caused 
the  same  fungus  plus  a red-pigment-produc- 
ing coeds,  which  I isolated  and  cultivated  in 
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various  media,  and  which  Chalmers  and 
O’Connell  called  Micrococcus  Castellanii. 
Very  rarely  instead  of.  this  coccus  a red  pig- 
ment producing  cryptococcus  is  found:  C. 
rubrorygosus.  The  black  variety,  T.  nigra, 
is  caused  by  the  same  nocardia  {N.  tenuis) 
plus  a black-pigment-producing  coccus, 
which  I isolated  and  called  N.  nigrescens. 
Exceptionally  instead  of  the  coccus  a black 
pigment  producing  cryptococcus  is  present : 
C.  metaniger. 

It  is  interesting  to  note  that  natives,  es- 
pecially African  natives,  seem  to  regard 
T.  axillaris  with  disgust,  and  readily  seek 
treatment,  and  Chalmers  and  O’Connell 
brought  forward  the  hypothesis  that  the 
general  custom  of  shaving  the  armpits 
among  certain  native  tribes  may  have 
originated  in  their  profound  dislike  of  this 
complaint. 

As  regards  treatment,  I found  in  Ceylon 
that  1 per  cent  formalin  lotion  applied  to 
the  armpits  several  times  a day,  and  sul- 
phur ointment  at  night,  answered  well.  In 
New  Orleans  Trichomycosis  flava  is  quite 
common ; cases  of  Trichomycosis  rubra 
occur;  T.  nigra  is  very  rare. 

CONCLUSION. 

A number  of  tropical  dermatomycoses 
occur  in  New  Orleans  and  Louisiana,  some 
of  them  being  quite  common. 

DISCUSSION. 

Dr.  Menage:  I hope  you  all  understand  all 

about  the  mycology  of  diseases  of  the  skin.  Dr. 
Castellani  has  made  it  so  plain  that  nobody  can 
leave  this  room  without  feeling  that  it  is  as  sim- 
ple as  it  is  interesting.  Personally,  since  the  ad- 
vent of  Dr.  Castellani  here,  I feel  that  I am  suf- 
fering from  a mycology  complex.  I thought  I 
knew  enough  skin  diseases  and  could  recognize 
a ring  worm  of  the  body  but  at  this  moment  you 
might  compare  my  predicament  to  that  of  a kin- 
dergarten pupil  given  a telescope  by  an  astron- 
omer and  shown  the  beauties  of  the  milky  way. 
I am  indeed  fortunate  to  have  only  five  minutes 
to  discuss  his  paper. 

Among  the  diseases  the  general  practitioner 
often  sees  and  which  sometimes  taxes  his  patience 
beyond  endurance,  are  what  appear  to  be  ordinary 
boils.  A certain  proportion  of  those  refractory 
cases  has  been  shown  by  Professor  Castellani  to 


be  of  a more  serious  blastomycotic  type,  offering 
thereby  a means  of  getting  rid  of  a most  trouble- 
some condition  to  the  patient.  Many  of  the  gen- 
eralized infections  which  we  have  been  labeling  as 
staphylococal  are  found  to  be  mycotic  in  origin. 

This  type  of  dermatomycosis  which  interests  us 
most  in  New  Orleans,  and  should  every  medical 
man  in  general  practice  is  the  Epidermophytosis 
Inguinale,  the  old  time  Dhobie  Itch  of  the  Span- 
ish American  War.  Kecently  we  received  a com- 
munication from  Washington  on  account  of  a dis- 
abling condition  of  the  hands  and  feet  among  the 
employees  of  the  government.  An  investigation 
followed  this  communication  and  a report  enti- 
tled “Mycoses  of  the  hands  and  feet”  in  which  the 
writers  (C.  S.  Butler,  J.  E.  Houghton,  and  G.  F. 
Cooper)  report  from  eighteen  to  thirty  per  cent 
of  the  men  investigated  in  the  various  services 
of  the  government  (Marines,  Navy,  Hospital  corps, 
etc.)  had  mycoses  of  the  hands  and  feet.  In 
New  Orleans  we  have  been  seeing  a great  deal  of 
this  infection.  In  one  of  the  public  institutions 
which  I serve  as  dermatologist,  my  monthly  re- 
port of  the  men  coming  to  me  with  skin  diseases, 
show  that  from  fifteen  to  twenty-five  per  cent 
have  diseases  of  the  hands  and  feet  mostly  of 
that  type.  It  would  be  safe  and  fair,  I believe, 
if  the  general  practitioner  (with  no  laboratory 
means  at  his  command)  considered  seventy-five 
per  cent  of  all  skin  diseases  of  the  hands  and  feet 
that  come  to  him  as  parasitic  and  treated  them 
accordingly. 

The  rather  persistent  depigmentation  caused  by 
Tinea  flava  shown  by  the  Doctor  is  very  inter- 
esting and  curious  and  it  occurs  to  me  facetiously 
that  if  the  Doctor  could  inoculate  cases  of  chlo- 
asma with  his  Tinea  flava  he  may  cure  some  of 
those  poor  victims  of  the  gynecologist  and  derma- 
tologist and  claim  their  everlasting  gratitude. 

Dr.  Castellani  (closing) : The  remarks  made 

by  Professor  Menage  are  of  great  interest. 

With  regard  to  the  boils,  I quite  agree  with 
Professor  Menage  that  in  certain  cases  so-called 
furunculosis  is  not  a staphylococcus  infection;  it  is 
a cryptococcus  infection.  True,  you  find  the  sta- 
phylococcus always  present  in  most  of  the  lesions, 
but  the  staphylococcus  is  a secondary  invader,  not 
the  true  etiological  agent,  and  it  seems  to  me  that 
this  is  proved  by  the  fact  that  if  potassium  iodide 
be  given  in  a case  of  staphylococcus  furunculosis 
the  patient  gets  worse,  but  if  you  give  potassium 
iodide  in  a case  of  furunculosis  of  myetic  origin, 
the  eruption  will  disappear. 

With  regard  to  the  tinea  epidermophytica  of 
the  toes,  I am  in  complete  agreement  with  Pro- 
fessor Menage.  It  is  a condition  of  very  great 
practical  and,  as  he  said,  economical  importance. 
What  makes  the  condition  very  serious  in  certain 
cases  in  my  opinion  is  not  the  fungus  per  se;  it 
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is  the  secondary  bacterial  infections.  It  is  the 
streptococcus  infection  engrafted  on  the  epider- 
mophytic  condition  which  will  give  the  dermatitis 
which  often  is  found  between  the  toes,  sometimes 
with  vesicles.  Sometimes  it  will  cause  a lym- 
phangitis. Sometimes  it  will  cause  a condition 
which  cannot  be  distinguished  from  ordinary 
erysipelas  and  rarely  it  may  give  true  streptococ- 
cus sepsis.  Moreover  in  patients  who  have 
been  suffering  from  epidermophytosis  for  years, 
both  between  the  toes  and  in  the  scrotal  region, 
and  in  whom  there  is  a secondary  streptococcus 
infection  may  present  attacks  of  fever  from  time 
to  time,  streptococcus  fever,  with  an  edamatus 
condition  of  the  leg  which  at  first  disappears. 
Then  later  on  the  edematous  condition  remains 
permanent,  then  induration  of  the  tissues  develops 
and  you  have  a condition  which  cannot  be  differ- 
entiated from  elephantiasis. 


It  seems  almost  impossible  that  a case  of  epider- 
mophytosis may  turn  into  a case  of  elephantiasis, 
but  still,  indirectly,  through  secondary  strepto- 
coccus infections,  a pseudoelephantiasis  condition 
develops  distinguishable  from  true  elephantiasis. 
As  a matter  of  fact,  we  have  a typical  case  here 
in  New  Orleans  now. 

I should  like  to  call  attention  to  a con- 
dition of  the  epidermophytic  origin  which  is  not 
found  in  any  textbook.  I mean  pruritus  ani  and 
pruritus  vulvae  of  mycetic  origin.  There  are  a 
number  of  such  cases  which  are  caused  by 
fungi.  In  these  cases  very  often,  at  least  in  the 
beginning,  yon  will  find  no  objective  lesions  of 
any  kind,  perhaps  a few  scratches.  Later  on  the 
skin  around  the  anus  becomes  thickened  and  ecze- 
matoid.  It  is  epidermophytosis  of  the  anal  region. 
These  cases  never  get  well  unless  the  same  meas- 
ures are  used  as  for  epidermophytosis  of  the  toes. 
My  old  sulphur  salicylic  ointment  answers  some- 
times very  well. 
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RETICULO-ENDOTHELIAL  SYSTEM 
IN  DISEASE.* 

RUSSELL  C.  PIGFORD,  M.  D.f 
New  Orleans. 

E.  B.  KrumbhaarU)  in  an  address  be- 
fore the  New  York  Academy  of  Medicine 
in  1923  stated,  “It  is  convenient  and  desir- 
able, from  a practical  point  of  view,  to 
consider  all  diseases  of  the  blood,  but 
especially  the  so-called  ‘primary  anemias' 
from  the  dynamic  standpoint  of  the  con- 
stant interplay  of  the  blood-forming'  and 
blood-destroying  apparatus  (which  may  be 
termed  the  hemolytopietic  system)  and  the 
adjustment  thereof  spoken  of  as  the  hemo- 
lytopoietic  balance.” 

“A  steadily  accumulating  mass  of  evi- 
dence is  forcing  us  to  recognize  that  bone 
marrow,  lymph  nodes,  spleen,  liver,  and 
the  whole  reticulo-endothelial  apparatus 
must  be  considered  as  definite  a mechanism 

* Second  paper  of  the  symposium  on  the 
Reticulo-Endothelial  System,  presented  at  a 
meeting  of  the  Orleans  Parish  Medical  Society, 
March  26,  1928. 

(fFrom  the  Department  of  Medicine,  Tulane 
University  School  of  Medicine.) 


for  the  control  of  cellular  elements  of  the 
blood  as  the  digestive  or  endocrine  systems 
are  in  their  respective  spheres.”  Thus  the 
newer  conception  of  the  reticulo-endothelial 
system  would  not  be  limited  to  that  group 
of  cells  that  is  engaged  in  the  destructive 
processes  of  the  blood,  but  must  also  in- 
clude a consideration  of  the  elements  im 
volved  in  the  productive  processes. 

In  the  normal  individual,  there  is  a con- 
stant production  within  physiological 
limits,  of  red  blood  cells,  leukocytes,  and 
platelets  by  the  bone  marrow.  On  the 
other  hand,  there  is  a constant  destruction 
of  red  blood  cells  by  the  reticulo-endothelial 
cells  scattered  throughout  the  various  or- 
gans of  the  body.  In  this  destruction  of 
red  blood  cells  the  reticulo-endothelial  cells, 
in  a manner  that  is  not  at  present  under- 
stood, play  a part  in  the  production  of 
biliary  pigment.  Rous  and  Drury<2)  have 
found  that  the  amount  of  bilirubin  present 
from  day  to  day  in  the  bile,  yielded  by 
animals  with  intubated  common  duct  con- 
stitutes an  immediate,  if  not  entirely  ac- 
curate index  to  the  amount  of  blood  de- 
struction, whether  this  be  in  part  the  con- 
sequences of  pathological  influences  or 
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merely  the  result  of  ordinary  corpuscular 
wear  and  tear.  Thus,  a balance  is  estab- 
lished between  the  hemopoietic  and  hemo- 
lytic activities  and  an  estimation  of  the 
hemolytopoietic  balance  at  a given  instant, 
Schneider has  referred  to  as  the  hemo- 
poietic-hemolytic index. 

As  stated  above,  there  are  physiological 
limitations  of  the  activities  of  the  hemoly- 
topoietic system.  Any  deviation  from 
these  limitations,  whether  above  or  below 
normal,  must  be  considered  pathologic. 
The  pathogenesis  is  not  always  as  evident 
as  the  pathologic  picture.  For  instance,  a 
leukopenia  may  be  present  in  a given  dis- 
ease, but  the  manner  of  production  of  that 
leukopenia  may  be  not  at  all  clear.  Such  a 
leukopenia  may  be  the  result  of  the  para- 
lytic action  of  toxins  on  the  hemopoietic 
cells  in  the  bone  marrow  or  it  may  result 
from  an  increased  destruction  of  the  cir- 
culating leukocytes  by  the  toxins.  On  the 
other  hand,  an  increase  of  any  or  all  of  the 
blood  elements  in  the  circulation  cannot  at 
a given  instant  be  considered  a result  of 
the  stimulaton  of  this  or  these  elements  by 
toxins.  It  is  a physiological  fact  that  rela- 
tively few  of  the  capillaries  are  function- 
ing at  a given  instant  and  the  blood  cells 
are  constantly  hidden  in  the  closed  capil- 
laries. As  a result  of  such  a simple 
mechanism  as  exercise  some  of  the  latent 
capillaries  begin  to  functionate  and  a phys- 
iological leukocytosis  ensues. 

The  reticulo-endothelial  system  is  cred- 
ited with  a variety  of  responses  to 
abnormal  stimulation.  The  cells  act  as 
scavengers  for  foreign  bodies,  such  as  an- 
thracotic  pigments  in  the  lungs.  The  func- 
tion of  ingestion  of  bacteria  and  necrotic 
material  in  the  body,  the  formation  of  pro- 
teolytic enzymes  and  the  development  of 
anti-bodies  are  attributed  to  this  elaborate 
system.  The  scope  of  this  paper  will  pur- 
posely not  include  these  phases.  Instead,  a 
consideration  of  the  relation  of  the  reticu- 
lo-endothelial system  to  toxic  reactions, 
metabolic  disturbances,  and  blood  dyscra- 
sias  will  be  discussed. 


METHODS  OF  EXAMINATION. 

L BLOOD. 

Cytological:  In  the  diseases  of  the 

reticulo-endothelial  system  the  blood  is  the 
most  valuable  laboratory  information  we 
have  at  present.  The  color  index  is  of  ele- 
mentary importance  in  any  study  of  blood 
dyscrasias.  A high  color  index  is  indica- 
tive of  a primary  anemia,  although,  a long 
standing  secondary  anemia  may  produce  a 
color  index  of  1.2  or  over.  In  the  blood 
smear  the  degree  of  anemia  is  roughly 
estimated  by  the  number  of  anisocytes, 
poikilocytes,  basophilic  stippled  cells,  ery- 
throblasts  and  percentage  of  reticulated 
(embryonal)  cells  present.  The  estimation 
of  the  red  cell  diameters  is  of  importance 
in  differentiating  between  some  of  the 
anemias.  Unfortunately,  the  estimation  of 
the  percentage  of  reticulated  red  cells  has 
been  a neglected  field  in  the  study  of  blood 
dyscrasias.  The  technic  is  very  simple,  re- 
quiring only  a few  minutes  of  the  ex- 
aminer’s time  and  often  giving  invaluable 
information  of  prognostic  as  well  as 
diagnostic  importance.  The  leukocytic  pic- 
ture is  not  to  be  neglected.  A leukopenia 
is  the  rule  in  primary  anemias.  A normal 
leukocytosis  is  the  rule  in  secondary 
anemias.  However  in  the  anemia  of  hem- 
orrhage a hyperleukocytosis  occurs,  and 
this  is  roughly  proportionate  to  the  severity 
of  the  hemorrhage.  The  three  types  of 
polymorphonuclear  leukocytes,  because  of 
their  origin  in  the  bone  marrow  and  their 
reaction  to  a quite  simple  staining  phe- 
nomenon, are  termed  granulocytes.  The 
peroxidase  stain  for  the  differentiation  of 
these  marrow  cells  and  the  non-granulo- 
cytes is  at  time  of  value  in  the  identification 
of  obscure  cases  of  leukemia. 

Platelets:  The  study  of  the  platelets  is 

another  somewhat  neglected  phase  of  the 
blood  picture.  After  moderate  practice  in 
the  study  of  blood  smears  one  can  usually 
estimate,  though  in  a general  way,  the 
number  of  platelets  in  the  blood.  For 
more  accurate  study,  however,  the  direct  or 
indirect  method  of  estimation  is  to  be  pre- 
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ferred.  The  clinical  importance  of  these 
elements  will  be  referred  to  later. 

Fragility:  The  resistance  of  the  erythro- 
cytes to  hypotonic  salt  solution  is  of  im- 
portance in  differentiating  between  hemo- 
lytic and  non-hemolytic  jaundice.  The  prin- 
ciple is  based  upon  the  ability  of  the  red 
blood  cells  to  resist  dissolution  when  placed 
in  hypotonic  solutions  of  sodium  chloride 
of  graded  strengths.  Recently  a method  of 
studying  the  fragility  of  the  red  blood  cells 
to  hypotonic  blood  serum  has  been  de- 
scribed with  the  hope  that  some  of  the 
obviously  atypical  conditions  may  be  ex- 
plained on  this  basis.  However,  this  study 
is  as  yet  of  doubtful  value.  Cholesterol 
has  definite  anti-hemolytic  properties.  In 
pernicious  anemia,  Gorham  and  Meyers 
found  low  cholesterol  values.  Since  the  re- 
sistance of  the  red  blood  cells  to  hypotonic 
salt  solution  is  unaltered  in  some  cases  of 
pernicious  anemia,  it  would  be  interesting 
to  note  the  relationship  of  the  cholesterol 
values  of  the  blood  to  the  fragility  of  the 
red  blood  cells.  The  writer  is  not  cogni- 
zant of  any  such  observation. 

Bilirubin:  Ehrlich  found  that  bilirubin 
dissolved  in  chloroform  or  alcohol  and 
mixed  with  diazonium  salts  gave  in  a 
neutral  medium  a reddish,  and  in  an  acid 
medium  a bluish  color.  This  reaction  he 
termed  the  diazo  reaction.  Hijmans  van  den 
Bergh  in  1913  first  applied  this  principle  to 
the  albuminous  fluids,  having  developed  a 
technic  of  identification  of  bilirubin  in 
minute  amounts.  From  his  studies  he 
found : first,  that  bilirubin  is  normally 
present  in  blood  serum  in  a concentration 
of.  one  to  four  hundred  thousand  to  one  to 
two  hundred  and  fifty  thousand;  second, 
that  in  cases  of  jaundice  there  was  an  in- 
creased intensity  of  the  reaction  compar- 
able to  the  degree  of  jaundice;  third,  that 
in  certain  types  of  jaundice  the  reaction 
was  negative  when  applied  to  whole  serum, 
but  was  positive  when  applied  to  serum 
freed  from  its  proteins  by  alcoholic  pre- 
cipitation. To  the  test  with  whole  serum 
he  gave  the  name,  direct,  and  to  the  pro- 


tein free  reaction  he  gave  the  name, 
indirect. 

This  phenomenon  was  not  popularized 
for  several  years,  when  in  1922  McNee<®> 
first  recorded  in  English  literature  observa- 
tions made  with  the  test. 

Whipple  and  Hooper found  that  bile 
pigment  formation  continues  after  remov- 
ing the  liver,  spleen,  and  intestines  from 
the  circulation,  and  that  this  bile  pig- 
ment increased  after  the  administration  of 
a hemoglobin  solution  into  the  blood 
stream. They  suggested  that  this  biliary 
formation  was  due  to  the  activity  of  the 
endothelial  cells  lining  blood  vessels.  These 
observations  together  with  the  study  of 
the  van  den  Bergh  reaction  led  McNee<®> 
to  accept  the  idea  of  the  important  role  of 
the  reticulo-endothelial  system  in  formulat- 
ing a new  theory  relative  to  the  mechanism 
of  the  production  of  jaundice  that  more 
nearly  conforms  to  the  clinical  and  path- 
ological types  of  icterus.  Considerable 
doubt  as  to  the  specificity  of  the  van  den 
Bergh  reaction  arose  when  Andrewes^Q) 
found  that  in  certain  cases  of  uremia 
showing  a hypobilirubinemia  the  diazo  re- 
action was  positive.  Nevertheless,  Mann 
et  by  a spectrophotometric  method 

was  able  to  confirm  the  earlier  observations 
on  the  site  of  bilirubin  formation.  The 
present  view  regarding  the  subject  of 
bilirubin  formation  is  that  the  reticulo-en- 
dothelial cells  throughout  the  body  play  an 
important  role  in  the  formation  of  bili- 
rubin, that  the  bilirubin  is  carried  to  the 
liver  as  an  unfinished  product,  and  in 
passing  through  the  liver  cells  is  changed 
to  a finished  bile  pigment;  that  in  diseased 
condition  there  is  an  alteration  in  this 
function  depending  upon  the  type  of  cell 
involved  in  the  disease  process.  For  present 
purposes  it  may  be  said  that  the  intensity 
of  the  indirect  van  den  Bergh  reaction  indi- 
cates the  amount  of  bilirubin  formed  by  the 
reticulo-endothelial  cells,  and  this  in  turn  is 
an  index  of  red  blood  cell  destruction 
whether  normal  or  pathologically  increased. 
The  van  den  Bergh  test,  because  of  its  sim- 
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plicity  and  its  value  in  a large  majority  of 
cases,  will  continue  to  be  the  most  valuable 
clinical  procedure  for  differentiating  hemo- 
lytic and  non-hemolytic  jaundice,  and  for 
the  detection  of  latent  jaundice  in  the 
hemolytic  anemias. 

II.  FECES  AND  URINE. 

The  fees  and  urine  offer  limited  oppor- 
tunity for  observations  on  the  clinical  fea- 
tures of  the  reticulo-endothelial  system. 
The  presence  or  absence  of  bilirubin  in  the 
stools  is  of  importance  in  the  detection  of 
complete  obstruction  to  the  bile  passages 
and  then  for  a limited  time  only.  Elman 
and  McMaster<ii>  have  shown  in  dogs  that 
five  days  following  complete  obstruction  of 
the  bile  ducts  urobilin  reappears  in  small 
quantities  in  the  stools.  This  would  sug- 
gest that  in  cases  of  complete  obstruction, 
bile  escapes  into  the  intestinal  tract  by  way 
of  the  blood  stream.  In  cases  of  obstruc- 
tive jaundice,  the  kidney  threshold  for  bili- 
rubin is  low.  Therefore,  the  study  of  the 
urine  is  of  material  benefit  in  the  early 
diagnosis  of  this  condition.  However, 
McNee<*>  calls  attention  to  the  fact  that  in 
latent  hemolytic  jaundice  at  least  four  van 
den  Bergh  units  of  bilirubin  must  be  pres- 
ent in  the  blood  before  biliuria  is  evident. 
Thus,  the  van  den  Bergh  reaction  is  of 
greater  value  than  the  study  of  the  urine 
in  this  type  of  jaundice. 

REACTIONS  IN  INFLAMMATORY  DISEASES. 

The  reticulo-endothelial  system  responds 
in  different  ways  to  the  advent  of  toxins  in 
the  human  host.  In  a general  way  it  may 
be  said  that  in  acute  inflammatory  pro- 
cesses there  is  a stimulation  beyond  physi- 
ological limits  of  the  leukocjffic  elements 
with  a resulting  hyperleukocytosis  and  an 
increase  in  the  neutrophilic  polymorphonu- 
clear cells.  This  increase  is  absolute  as 
well  as  relative.  Furthermore,  it  is  noted 
that  the  neutrophilic  increase  is  concomi- 
tant with  a relative  or  absolute  reduction 
in  the  eosinophilic  polymorphonuclear  cells 
(Simon’s  septic  factor). 

In  contrast  to  the  hyperleukocytic  dis- 
eases there  is  a group  of  diseases  in  which 


the  total  leukocytes  are  strikingly  reduced 
with  a diminution  in  the  granulocytic 
(neutrophilic,  eosinophilic  and  basophilic) 
elements  with  a relative  if  not  an  absolute 
increase  in  the  non-granulocytic  (mononu- 
clear) cells.  The  most  striking  example  of 
this  leukopenic  response  is  that  of  typhoid 
fever,  which  has  been  characterized  as  pri- 
marily a disease  of  the  reticulo-endothelial 
system.  This  disease  is  marked  by  a leuko- 
penia with  an  increase  of  large  mononu- 
clears. It  will  be  recalled  that  the  popular 
conception  of  the  origin  of  the  large  mon- 
onuclear cells  is  in  the  endothelial  linings 
of  the  vascular  system.  Histological  studies 
of  typhoid  fever  demonstrate  further  the 
proliferation  of  the  large  endothelial  cells 
by  the  finding  of  the  phagocytic  cells  of 
Mallory  in  the  capillaries  of  the  liver, 
spleen,  and  other  organs.  In  dengue  fever 
and  kala  azar,  a leukopenia  with  an  in- 
crease in  the  large  and  small  mononuclears 
is  seen.  In  influenza  a leukopenia  is  the  rule, 
while  in  malaria  there  is  a tendency  to  a 
leukopenia  with  an  increase  of  the  large 
mononuclears.  Measles  is  another  disease 
in  which  leukopenia  is  seen.  In  Rocky 
Mountain  spotted  fever  a hyperleukocyto- 
sis is  observed  with  an  increase  of  the  large 
mononuclears.  In  this  disease  the  mono- 
cytes are  frequently  the  site  of  phagocy- 
tized  red  blood  cells. 

In  recent  years  a syndrome  has  been  de- 
scribed in  women  about  the  age  of  forty, 
marked  by  an  acute  onset,  with  a localized 
angina  of  the  mucus  membranes  free  from 
Vincent’s  organisms,  running  a four  or  five 
day  septic  course,  and  terminating  fatally, 
in  which  the  blood  picture  is  striking. 
There  is  a progressive  leukopenia  with  a 
diminution  of  the  granulocytes  for  which 
the  syndrome  is  named  agranulocytic  an- 
gina. The  possible  cause  of  the  disappear- 
ance of  the  polymorphonuclear  leukocytes 
from  the  circulating  blood  will  not  be  dis- 
cussed. It  will  suffice  to  note  that  before 
death  the  total  leukocyte  count  has  been 
seen  to  fall  as  low  as  250. 

Leprosy  cannot  be  considered  a disease 
of  the  reticulo-endothelial  system.  How- 
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ever,  it  is  interesting  to  note  that  the 
typical  leper  cell  is  an  endothelial  cell  with- 
in which  are  seen  large  numbers  of  Han- 
sen’s bacili.  These  may  be  demonstrated 
in  sections  or  in  scrapings  of  the  leprous 
lesions. 

In  chronic  suppurative  conditions  the 
formation  of  amyloid  has  been  a matter  of 
speculation  among  pathologists.  Mal- 
lory <12 ) states  regarding  the  pathogenesis 
that,  “It  is  not  a product  of  degeneration 
of  cells  of  fibril  or  something  filtered  out 
of  the  blood  stream.  Instead  it  is  a de- 
posit in  tissues  manufactured  out  of  nor- 
mal constituents  of  the  blood  by  cell  ac- 
tivity.” He  believes  that  the  fibroblast  is 
involved  in  the  formation  of  amyloid.  On 
the  other  hand,  Smetana in  a study  of 
^he  relation  of  the  reticulo-endotheJial  sys- 
tem to  the  formation  of  amyloid  found: 
first,  the  appearance  of  amyloid  in  places 
where  reticulo-endothelial  cells  are  nor- 
mally present;  second,  the  formation  of 
amyloid  early  in  small  solitary  patches 
suggesting  its  local  formation;  third,  the 
Recurrence  of  solitary  patches  of  amyloid 
0,pparently  located  within  the  capillaries  of 
the  liver ; fourth,  the  manifold  relations  be- 
tween reticulo-endothelial  cells  marked  out 
by  phagocytized  ink  granules  and  amyloid ; 
fifth,  the  impossibility  of  demonstrating 
reticulo-endothelial  cells  in  areas  forming 
amyloid;  sixth,  the  delayed  appearance  of 
amyloid  in  animals  after  blockage  of  the 
reticulo-endothelial  cells  by  repeated  injec- 
tion of  India  ink.  These  observations 
strongly  suggest  a relationship  of  the  re- 
ticul<}-endothelial  system  to  the  formation 
of  amyloid. 

The  leukocytic  phase  of  malaria  has  pre- 
viously been  referred  to.  The  fact  that  a 
large  spleen  is  always  associated  with 
malaria  has  been  a subject  of  speculation 
for  a possible  disturbance  of  reticulo-endo- 
thelial physiology.  The  enlargement  is  due, 
in  part,  to  the  great  accumulation  of  endo- 
thelial leukocytes  filled  with  red  blood  cells 
and  blood  pigment.  The  hemolytopoietic 
balance  is  disturbed  as  a result  of  in- 


creased red  cell  destruction  manifested 
clinically  by  an  anemia  of  the  secondary 
type,  a hemolytic  jaundice  and  a urobili- 
nuria.  As  convincing  evidence  of  the 
hemolytic  type  of  jaundice  the  indirect  van 
den  Bergh  is  positive.  Occasionally,  how- 
ever, in  chronic  malaria  Hughes<^^>  has 
noted  that  the  direct  van  den  Bergh  is 
biphasic,  which  would  indicate  that  in  ad- 
dition to  a hemolytic  jaundice,  there  is 
present  a toxic  process  involving  the  liver 
cells. 

METABOLIC  DISEASES. 

In  disturbances  of  fat  metabolism, cs)  oe) 
the  reticulo-endothelial  system  shows  defin- 
ite evidence  of  activity.  In  the  lipemia  of 
diabetes  mellitus  the  spleen  is  swollen  and 
tender,  and  on  section,  is  found  to  be 
clogged  with  large  numbers  of  endothelial 
cells  containing  globules  of  fat. 

Gaucher’s  disease  is  now  classed  by 
many  authorities  as  a familial  metabolic 
disorder  of  the  lipoid  elements.  In  the  en- 
dothelial cells  of  the  liver  and  the  large 
spleen  in  cases  of  Gaucher’s  disease  are 
found  lipoid  deposits  demonstrable  by  mi- 
crochemical methods.  The  persistent  leu- 
kopemia  is  another  feature  of  this  type  of 
splenomegaly. 

BLOOD  DYSCRASIAS. 

Pernicious  Anemia.  Pernicious  anemia 
is  a disease  essentially  of  late  adult  life 
that  follows  a variable  course,  subject  to 
remissions,  practically  always  fatal,  and 
characterized  by  a lemon  yellow  skin,  en- 
larged spleen,  a megalocytic  anemia  of  a 
primary  type,  and  a leukopenia.  In  this 
disease  there  is  a marked  fluctuation  in  the 
blood  picture  from  time  to  time,  and  this 
fluctuation  is  roughly  proportional  to  the 
subjective  phenomena.  This  is  the  disease 
par  excellence  for  following  the  fluctuations 
in  the  hemol3d;opoietic  balance.  During  the 
stage  of  relapse  there  is  observed  a pro- 
gressive anemia  with  very  slight  evidence 
of  regeneration  as  indicated  by  the  paucity 
of  nucleated  red  cells  and  reticulocytes  in 
the  peripheral  blood.  Simultaneously  with 
the  progressive  anemia  the  fragility  of  the 
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red  cells  is  increased  and  there  is  increased 
bile  pigment  (indirect  van  den  Bergh)  in 
the  blood  stream,  an  increase  of  stercobilin 
and  a urobilinuria.  During  the  period  of 
regeneration,  that  is,  when  the  hemopoietic 
phase  is  active  and  the  hemolytic  phe- 
nomena are  relatively  quiescent,  large  num- 
bers of  erythroblasts  and  reticulated  cells 
appear  in  the  blood,  the  resistance  of  the 
red  cells  increases,  and  the  van  den  Bergh 
reaction  approaches  normal.  In  fact,  all 
the  features  of  the  disease  may  disappear 
and  the  patient  enjoy  apparently  perfect 
health  for  a variable  period  of  time. 

Banti’s  Disease.  The  large  spleen  of 
Banti’s  disease  with  the  increased  number 
of  macrophages  and  endothelial  cells  to- 
gether with  increased  amount  of  blood 
pigment  are  indicative  of  a hemolytic  pro- 
cess in  this  disease.  The  anemia,  how- 
ever, differs  from  that  of  pernicious 
anemia  in  that  it  tends  to  a chlorotic  type 
with  a tendency  to  a microcytosis.  Except 
after  severe  hemorrhages  when  there  is 
marked  stimulation  of  the  bone  marrow, 
the  hemopoietic  tissues  show  relatively 
little  activity  as  evidenced  by  the  presence 
in  the  circulating  blood  of  few  erythro- 
blasts and  reticulocytes.  There  is  no 
striking  alteration  in  the  resistance  of  the 
red  blood  cells  in  this  disease.  The  hemo- 
lytic nature  of  splenic  anemia  is  mani- 
fested by  increased  bile  pigment  in  the 
blood  (indirect  van  den  Bergh)  and  an  in- 
crease of  urobilin  in  the  feces  and  at  times 
a urobilinuria.  It  might  be  said  in  this 
connection  that  after  the  periportal  cirrho- 
sis of  the  liver  has  progressed  to  the  stage 
of  liver  cell  damage,  the  direct  van  den 
Bergh  may  become  positive.  A leukopenia 
is  the  rule,  although  hyperleucocytosis  may 
be  observed  after  hemorrhage.  Rosen- 
thal<i^>  divides  Banti’s  disease  into  two 
groups  according  to  the  platelet  count.  In 
one  group  he  finds  a thrombocytopenia  and 
in  another  a thrombocythemia.  He  be- 
lieves splenectomy  is  beneficial  in  the  first 
group,  while  in  those  cases  showing  an  in- 
creased platelet  count,  no  improvement  is 
noted. 


Hemolytic  Jaundice.  Hemolytic  icterus 
is  manifested  by  jaundice,  splenomegaly,  a 
severe  anemia  of  the  hemolytic  type  and  in- 
creased fragility  of  the  red  blood  cells.  At 
certain  periods  of  the  disease  there  is 
marked  similarity  to  pernicious  anemia.  In 
the  blood  smear  of  hemolytic  jaundice, 
however,  the  extreme  activity  of  the  bone 
marrow  as  reflected  in  the  finding  of  enor- 
mous numbers  of  erythroblasts  and  a retic- 
ulocytosis  of  twenty  times  normal  is  not 
seen  in  any  other  disease.  Furthermore, 
there  is  a tendency  to  a microcytosis  in 
hemolytic  jaundice  in  contradistinction  to 
the  megalocytosis  of  pernicious  anemia. 
The  engorged  spleen  with  evidence  of  in- 
creased activity  of  the  reticulo-endothelial 
cells,  that  is,  the  increased  number  of  these 
cells  wjth  large  quantities  of  blood  pig- 
ment incorporated  within  the  cells  suggests 
a localization  within  the  spleen  of  patholo- 
gic reticulo-endothelial  physiology.  As 
confirmatory  evidence  of  this  localization 
process,  the  relief  of  symptoms  after  splen- 
ectomy needs  only  to  be  mentioned.  In 
pernicious  anemia  the  evidence  of  blood 
cell  destruction  is  not  limited  to  the  spleen, 
but  is  observed  in  the  reticulo-endothelial 
cells  of  other  organs  (Kuppfer  cells  of  the 
liver).  This  is  offered  as  an  explanation 
of  the  failure  of  splenectomy  to  relieve 
the  symptoms  in  pernicious  anemia. 

The  resistance  of  the  red  blood  cells  to 
a hypotonic  salt  solution  is  greatly  dimin- 
ished in  hemolytic  jaundice.  The  cause  of 
this  increased  fragility  is  not  at  all  under- 
stood. Since  the  spleen  seems  to  be  the 
site  of  the  lesion,  it  has  been  suggested 
that  the  disturbance  of  resistance  results 
from  toxic  bodies  elaborated  by  the  spleen. 
One  would  naturally  conclude  that  removal 
of  the  spleen  would  result  in  a return  to 
normal  of  the  resistance  of  the  erythro- 
cytes. Contrary  to  expectation,  this  occurs 
in  only  about  fifty  per  cent  of  the  cases. 
Failure  to  return  to  normal  in  all  of  the 
cases  may  be  a result  of  a partial  accept- 
ance of  splenic  function  or  a spread  of  the 
pathological  lesion  to  other  parts  of  the 
reticulo-endothelial  system. 
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Sickle  Cell  Anemia.  A condition  closely 
simulating  hemolytic  jaundice,  but  differ- 
ing from  it  in  a few  details  is  sickle  cell 
anemia.  The  chief  points  of  similarity  are : 
the  apparent  familial  tendency,  the  extreme 
chronicity,  the  tendency  to  exacerbation  of 
symptoms  with  the  appearance  of  a hemo- 
lytic jaundice,  an  increased  bilirubin  con- 
tent of  the  stools  with  the  occurrence  of  a 
urobilinuria,  the  presence  during  the  ex- 
acerbation of  large  numbers  of  erythro- 
blasts  and  reticulocytes,  and  the  positive 
indirect  van  den  Bergh.  The  differential 
features  are:  the  occurrence  of  sickle  cell 
anemia  in  the  negro  race  (only  one  excep- 
tion having  been  recorded)  The  spleen 
of  sickle  cell  anemia  is  diminished  in  size. 
In  this  connection  the  writer  recalls  an 
autopsy  at  Charity  Hospital,  New  Orleans, 
in  which  extreme  difficulty  was  experi- 
enced by  the  pathologist  in  identifying 
splenic  tissue.  The  leukocytes  in  sickle  cell 
anemia  are  markedly  increased  as  high  a 
count  as  64,000<^®>  having  been  reported. 
The  most  striking  difference  is  the  occur- 
rence in  the  blood  stream  of  patients  with 
sickle  cell  anemia  of  peculiar  elongated 
banana  shaped  red  blood  cells.  It  was  the 
finding  of  these  fusiform  cells  that  sug- 
gested the  term  sickle  cell  anemia  to 
Herrick. While  the  fragility  of  the  red 
cells  is  constantly  increased  in  hemolytic 
jaundice,  reports  on  this  feature  are  at 
variance  in  sickle  cell  anemia.  In  the  lat- 
ter, the  hemolytic  span  varies  from  normal 
to  a reduced  resistance  within  normal 
range,  to  a reduced  resistance  with  an  in- 
creased range.  Generally  speaking,  it  may 
be  said  that  there  is  a tendency  to  in- 
creased fragility  of  the  red  blood  cells  in 
sickle  cell  anemia. 

Splenomegalic  Polycythemia  (Polycythe- 
mia vera).  In  contrast  to  the  hemolytic 
diseases,  polycythemia  vera  is  a condition 
primarily  of  hyperplasia  of  the  bone  mar- 
row involving  the  erythroblastic  tissues,  re- 
sulting in  an  abnormal  production  of  ery- 
throcytes, both  qualitative  and  quantita- 
tive. The  spleen  is  markedly  enlarged  in 
this  disease.  The  enlargement  is  consid- 


ered to  be  a compensatory  affair,  the 
splenomegaly  resulting  from  an  effort  on 
the  part  of  the  spleen  to  destroy  the  in- 
creased number  of  red  blood  cells.  The 
only  changes  noted  in  the  splenic  structure 
are  a general  enlargement,  with  marked 
engorgement  of  the  blood  vessels.  The 
total  erythrocytes  are  markedly  increased, 
at  times  more  than  twice  normal.  The 
hemoglobin  is  increased  but  not  in  propor- 
tion to  the  red  blood  cells,  resulting  in  a 
low  color  index.  That  there  is  a stimula- 
tion of  the  hemolytopoietic  system  beyond 
physiological  limits  is  further  evidenced  by 
the  finding  of  all  types  of  red  blood  cell 
changes  in  the  blood  smear.  Embryonal 
forms  such  as  nucleated  red  cells  and  retic- 
ulocytes are  a constant  finding  during  the 
exacerbations.  Polychromatophilia  is  noted, 
but  the  striking  staining  characteristic  of 
the  red  blood  cells  is  an  achromia.  A 
hyperleukocytosis  with  the  appearance  in 
the  blood  stream  of  immature  leukocytes 
accompanies  the  hypererythrocytosis.  In 
fact  leukemic  pictures  have  been  de- 
scribed, 

The  platelets,  as  a rule,  are  unaltered, 
but  occasionally  the  disease  process  may 
also  involve  this  phase  of  the  bone  marrow, 
resulting  in  an  increased  platelet  count. 
The  fragility  of  the  red  cells  varies  con- 
siderably in  polycythemia.  As  a rule,  how- 
ever, there  is  a tendency  to  lengthening  of 
the  resistance  range.  It  has  been  sug- 
gested by  Minot  and  Buckman^^o)  that  this 
fluctuation  is  due  to  the  presence  of  cells 
of  greater  age  variety  than  normal. 

Increased  hemolytic  activity  is  evidenced 
by  the  large  engorged  spleen  with  an  in- 
creased quantity  of  bilirubin  in  the  blood 
and  an  increased  stercobilin.  For  the 
reason  that  there  is  an  abnormal  disturb- 
ance of  the  hemolytopoietic  balance,  poly- 
cythemia vera  is  classed  as  a definite  dis- 
ease of  the  reticulo-endothelial  system  with 
the  primary  pathology  localized  in  the 
hemopoietic  structures. 

Idiopathic  Thrombocytopenic  Purpura. 
The  diseases  previously  discussed  under 
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the  title  of  blood  dyscrasias  are  those  of 
pathological  changes  in  the  reticulo-endo- 
thelial  system  affecting  primarily  the  ery- 
throcytic element.  While  in  essential 
thrombocytopenia  the  erythrocytic  and  at 
times  the  leukocytic  elements  may  be  in- 
volved, nevertheless,  this  disease  is  essen- 
tially one  of  disturbed  platelet  physiology. 
In  all  cases  there  is  a marked  diminution 
in  the  number  of  circulating  platelets,  and 
in  about  fifty  per  cent  of  the  cases  palpable 
enlargement  of  the  spleen  is  noted.  These 
facts  immediately  suggest  a relationship  of 
the  spleen  to  platelets  in  the  pathogenesis 
of  this  disease.  To  confirm  such  a rela- 
tionship one  need  only  to  refer  to  the  pro- 
lific literature,  reporting  most  favorable 
symptomatic  results  following  splenectomy. 
What  role  the  spleen  plays  in  the  disease 
is  as  yet  a matter  of  speculation.  See- 
liger<2i)  in  post-mortem  examinations  of 
six  cases  found  evidence  of  degeneration 
of  the  megakaryocytes.  He  suggested  that 
the  pathology  might  be  a localized  process 
in  the  bone  marrow.  On  the  other  hand, 
clinical  evidence  in  splenectomized  cases 
suggests  very  strongly  the  spleen  as  the 
primary  site  of  perverted  physiology.  If 
the  spleen  is  the  site  of  increased  platelet 
destruction,  one  would  expect  to  find  a re- 
turn of  the  platelets  to  normal  after 
splenectomy.  This  does  actually  take  place 
in  many  cases,  but  in  some<22)  it  is  only 
temporary  in  spite  of  a disappearance  of 
all  symptoms  of  the  disease.  From  this 
observation  it  may  be  suggested  that  the 
clinical  picture  is  not  entirely  a result  of 
a thrombocytopenia,  but  is  in  part  due  to 
other  factors  not  yet  understood. 

The  fragility  of  the  red  cells  and  the 
production  of  bilirubin  are  unaltered  ex- 
cept in  complicated  cases. 

Leukemias,  Polycythemia  vera  has  been 
referred  to  as  a disease  of  the  reticulo-endo- 
thelial  system  in  which  there  is  a hyper- 
plasia of  the  erythroblastic  tissues.  Leuka- 
mias  may  be  looked  upon  as  hyperplastic 
diseases  of  the  leukoblastic  tissues  in  which 
there  is  thrown  into  the  circulation  large 
numbers  of  immature  leukocytes.  In  mye- 


logenous leukemia  the  lesion  is  localized  in 
the  bone  marrow,  while  in  lymphatic  leu- 
kemia it  is  localized  in  the  lymph  nodes. 
Mallory  believes  the  leukemias  to  be 
tumors  of  the  leukoblastic  tissue.  In  both 
myelogenous  and  lymphatic  leukemia, 
splenomegaly  is  a part  of  the  picture. 
The  spleen  at  times  reaches  enormous  pro- 
portion in  the  myelogenous  type.  No 
satisfactory  explanation  for  the  splenome- 
galy has  been  advanced.  The  fact  that 
few  cases  are  benefitted  by  splenectomy 
would  exclude  the  probability  that  the 
spleen  plays  any  but  a passive  part  in  the 
disease.  In  myelogenous  leukemia  the 
frequent  finding  of  immature  red  cells  in 
the  blood  smear  without  a marked  anemia 
suggests  an  involvement  of  the  erythroblas- 
tic as  well  as  the  leukoblastic  tissues. 

The  chronic  forms  of  myelogenous  and 
lymphatic  leukemia  do  not  as  a rule  offer 
any  difficulty  in  differentiation.  However, 
there  is  a form  of  acute  leukemia  in  which 
the  origin  of  the  cell  cannot  be  determined 
by  ordinary  staining  methods.  The  cells 
seen  in  this  type  of  leukemia  are  large,  em- 
bryonal, mononucleated  cells.  Ordway  and 
Gorham  <23)  call  attention  to  the  fact  that 
the  myeloblasts  and  myelocytes  liberate 
oxydizing  ferments  demonstrable  by 
means  of  the  peroxidase  stain.  By  ap- 
plying this  stain  to  the  smears  it  has  been 
found  that  the  leukocytes  of  many  of  the 
so-called  acute  lymphatic  leukemias,  be- 
cause of  the  presence  in  the  cells  of  the  ox- 
idizing substance,  are  granulocytes,  there- 
fore generically  myeloid  cells.  This  simple 
staining  phenomenon  has  thus  been  of  con- 
siderable benefit  in  ante-mortem  classifi- 
cation of  some  of  the  obscure  cases,  usually 
referred  to  as  acute  lymphatic  leukema. 

SUMMARY. 

A consideration  of  the  role  of  the  retie- 
ulo-endothelial  system  in  disease  must  be 
considered  as  a pathologic  alteration  of  the 
hemolytopoietic  balance. 

The  various  laboratory  methods  of  de- 
termining the  hemolytopoietic  index  are 
briefly  discussed.  The  indirect  van  den 
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Bergh  reaction  is  a valuable  addition  to 
laboratory  procedures  in  the  study  of  the 
diseases  of  the  reticulo-endothelial  system. 

In  acute  inflammatory  diseases  a dis- 
turbed reticulo-endothelial  physiology  is 
manifested  chiefly  by  an  alteration  in  the 
normal  leukocytic  element. 

In  chronic  suppurative  diseases  the 
reticulo-endothelial  system  seems  to  play  a 
part  in  the  formation  ofamyloid. 

The  erythrolyto  poietic  balance  is  pri- 
marily involved  in  such  diseases  of  the  re- 
ticulo-endothelial system  as  pernicious 
anemia,  Banti’s  disease,  hemolytic  jaundice, 
sickle  cell  anemia  and  polycythemia  vera. 

The  thrombolytopoietic  balance  is  dis- 
turbed in  idiopathic  purpura  hemorrhagica. 

The  leukemias  are  placed  in  the  category 
of  reticulo-endothelial  diseases  because  of 
the  pathological  alteration  of  the  leukolyto- 
poietic  balance. 
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Health  Work  and  the  Mississippi  Flood. — The  work  of 
emergency  relief  and  reconstruction  in  the  lower  Mississippi 
basin,  which  was  devastated  by  floods  in  the  spring  and 
summer  of  1927,  affords  a stirring  example  of  what  private 
organizations  and  government  services  can  accomplish  when 
they  combine  to  carry  out  a unified  plan  of  campaign. 
Twenty  thousand  square  miles  had  been  inundated,  250 
persons  drowned  and  700,000  driven  from  their  homes;  the 
crops  on  two  millon  acres  had  been  lost.  The  damage  to 
property  was  put  at  more  than  two  hundred  million  dollars. 
The  American  National  Red  Cross,  a voluntary  associa- 
tion in  spirit  and  methods  although  semi-official  in  its  close 
relations  wtih  the  Federal  Government,  took  the  lead  in 
relief  measures.  Trained  workers  were  instantly  mobilized 
and  supplies  sent  forward ; at  the  same  time  an  appeal  was 
made  to  the  public  for  funds.  The  President  appointed  the 
Secretary  of  Commerce  as  a special  representative  in  the 
area.  The  organizing  genius  of  this  official  brought  into 
one  great  common  effort  the  Red  Cross,  the  Army  and 
Navy,  the  United  States  Public  Health  Service  and  other 
federal  units.  State  authorities,  local  officials,  the  railways, 
the  Federal  Farm  Loan  Board,  scores  of  private  societies, 
and  a vast  band  of  voluntary  workers.  At  a meeting  in 
New  Orleans  in  June,  1927,  a program  was  worked  out  by 
which  the  United  States  Public  Health  Service,  the  health 
departments  of  seven  States  which  had  been  affected  by 
the  flood,  and  local  county  governments  were  to  co-operate 
in  establishing  county  health  organizations  in  100  counties 
of  the  flooded  area.  The  Rockefeller  Foundation  agreed  to 
contribute  towards  this  plan,  which  called  for  a total  of 
$1,250,000  over  a period  of  a year  and  a half.  By  the  end 
of  1927  eighty-five  counties  had  arranged  for  such  organiza- 
tions and  the  Foundation  had  given  $200,000.  A pledge  to 
continue  the  co-operation  through  1928  has  been  made. — 
Vincent,  George  E. : The  Rockefeller  Foundation,  a Review 
for  1927,  New  York,  1928,  p.  14. 
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THE  SEMI-CENTENNARY 
CELEBRATION. 

In  this  number  of  the  Journal  there  is 
published  the  complete  account  of  the 
Fiftieth  Anniversary  celebration  of  the  Or- 
leans Parish  Medical  Society  together  with 
the  addresses  that  were  delivered  at  this 
meeting.  The  Society  was  indeed  fortu- 
nate to  have  such  a splendid  list  of  speak- 
ers and  to  have  men  so  well  qualified  to 
speak  from  personal  observation  and  expe- 
rience. The  first  address,  a review  of 
medical  education  in  Louisiana  by  the  dean 
of  the  medical  profession  of  New  Orleans, 
that  grand  old  man,  Dr.  E.  S.  Lewis,  is  in- 
deed authoritative,  as  the  speaker  had 


taught  for  many,  many  years  in  New  Or- 
leans, in  fact  from  comparative  youth  up 
until  a few  years  ago  when  he  resigned  on 
account  of  age.  The  early  history  of  the 
Orleans  Parish  Medical  Society  is  a splen- 
did resume  in  brief  of  the  events  which  led 
to  the  founding  of  the  Society  and  its  sub- 
sequent history  in  its  early  days.  Fully 
competent  to  speak  as  a student  of  medical 
chronicles  and  a notable  medical  historian, 
Dr.  A.  E.  Fossier  presents  a splendid  his- 
torical sketch  of  the  organization.  The 
charm  and  the  appeal  of  Dr.  G.  Farrar  Pat- 
tons extemporaneous  address  can  not  be 
appreciated  as  well  in  the  cold  printed 
words,  as  it  was  by  those  who  had  the 
good  fortune  to  hear  his  delightful  presen- 
tation. The  oration  of  the  Honorable  T. 
Semmes  Walmsley,  with  vigor  and  with 
power,  calls  attention  to  some  of  the  delin- 
quencies of  the  medical  profession,  espec- 
ially in  their  relationship  to  public  legisla- 
tion. His  statements  should  be  accentu- 
ated fully  and  emphasized  forcibly.  If  the 
medical  profession  hopes  to  maintain  the 
present  high  standards  of  medical  prac- 
tice, it  can  not  do  it  by  the  efforts  of  a mere 
handful  of  men.  It  requires  the  organized, 
cohesive  action  of  the  entire  body  medical 
to  get  behind  the  existing  legislative  acts, 
to  work  for  them,  to  watch  that  they  are 
ever  borne  aloft,  and  what  is  of  even  more 
importance  to  see  that  they  are  not  stulti- 
fied by  the  activities  of  cultists  and  faddist. 


MULTIPLICITY  OF  MEDICAL 
MEETINGS. 

At  the  recent  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Asso- 
ciation in  Minneapolis,  numerous  resolu- 
tions and  recommendations  were  proposed, 
most  of  which  were  voted  down  as  con- 
trary to  the  purposes  and  aims  of  the  Asso- 
ciation. There  was,  however,  one  resolu- 
tion which  it  seems  worth  while  to  com- 
ment upon  more  than  briefly.  This  reso- 
lution referred  to  the  very  large  number  of 
medical  meetings  which  are  held  in  the 
larger  communities  where  there  are  con- 
siderable number  of  hospitals.  As  a result 
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of  the  agitation  in  the  American  College  of 
Surgeons  these  hospitals  have  felt  it  neces- 
sary to  hold  at  regular  intervals  staff  meet- 
ings at  which  scientific  programs  were  pre- 
sented. It  was  felt  by  the  House  of  Dele- 
gates of  the  Association  that  these  staff 
meetings  did  much  to  detract  from  the 
meetings  of  organized  medicine.  They  are 
held  at  frequent  intervals ; they  are  not  open 
to  the  general  medical  public  and  they  are 
essentially  local.  It  is  felt  that  members 
of  the  staffs  of  the  hospitals,  spending  con- 
siderable number  of  evenings  a month  at 
these  meetings,  neglect  to  attend  the  regu- 
lar meetings  of  organized  medicine.  By 
their  absence  they  take  away  an  important 
element  of  the  Society,  they  weaken  scien- 
tific programs,  and  they  are  not  able  to 
enter  whole-heartedly  into  the  duties  which 
an  active  organization  requires  of  its  mem- 
bers. In  addition  to  the  factor  of  requir- 
ing too  much  time,  it  was  felt  by  the  dele- 
gates that  it  was  not  consistent  with  the 
purposes  of  the  American  Medical  Associa- 
tion for  its  members  to  be  obliged  at  the 
virtual  command  of  an  organization  which 
comes  in  contact  with  only  a small  fraction 
of  the  medical  profession  to  be  subservient 
to  the  orders  issued  by  this  particular  or- 
ganization. Lastly,  it  was  felt  that  the 
American  Medical  Association  itself  should 
make  a thorough  study  of  hospitals  and  pre- 
pare a list  of  acceptable  hospitals. 


PERNICIOUS  ANEMIA. 

For  many  years  pernicious  anemia  has 
been  considered  entirely  a hemolytic  dis- 
ease, a disease  in  which  excessive  hemolysis 
of  the  red  cells  is  held  responsible  for  the 
severe  anemia.  In  view  of  the  epoch-mak- 
ing discovery  of  the  effect  of  liver,  and  to  a 
lesser  extent  of  kidney,  upon  the  anemia, 
it  will  be  necessary  to  discard  our  older 
views  as  to  the  genesis  of  this  type  of 
anemia.  It  is  very  difficult  indeed  to  con- 
ceive of  hemolysis  itself  being  effected  by  a 
food  factor.  The  mere  taking  by  mouth 
of  a particular  type  of  protein  should  cer- 
tainly have  no  effect  on  a disease  which 


might  be  caused  by  microorganisms  or 
hypothetical  toxins  in  the  body  which  de- 
stroy the  red  cells.  It  would  seem  more 
equitable  then  to  adjudge  pernicious  anemia 
as  a disease  somewhat  similar  to  or  related 
to  the  so-called  deficiency  diseases.  Liver 
supplies  the  element  which  the  individual 
suffering  from  pernicius  anemia  needs. 
This  particular  food  factor  definitely  brings 
about  the  maturation  or  ripening  of  the  red 
sells  so  that  they  can  come  out  into  the 
general  circulation.  If  they  become  capa- 
ble of  doing  this  or  it  is  rendered  possible 
for  them  to  get  in  the  blood  stream  the 
anemia  disappears  and  the  classical  picture 
of  this  pernicious  type  of  blood  dyscrasia  is 
gone.  One  of  the  important  evidences  that 
pernicious  anemia  was  hemolytic  in  type  re- 
sides in  the  fact  that  there  is  a very  large 
deposition  of  iron  in  some  of  the  internal 
organs.  This  could  well  be  present  in  a 
type  of  anemia  in  which  the  red  cells  do  not 
fully  ripen,  explainable  by  the  fact  that 
these  cells  are  unable  to  utilize  the  iron  in 
the  body  which  is  deposited  in  the  tissues 
rather  than  in  the  circulating  red  cells.  The 
clasmatocytic  destruction  of  red  cells  in  the 
bone  marrow,  shown  by  Peabody  and  Doan 
to  be  present  in  pernicious  anemia  simply 
is  a result  of  the  feeding  of  these  phago- 
cytes upon  the  rich  pabulum  of  red  cells 
which  were  packed  in  the  marrow  as  in 
a tight  box  unable  to  reach  the  systemic 
circulation. 

It  is  a remarkable  fact  that  many  of  our 
ideas  and  conceptions  of  disease  which  we 
have  thought  in  the  past  to  be  upon  indis- 
putable foundations,  have  changed  materi- 
ally as  the  result  of  one  or  two  pieces  of 
experimental  and  clinical  observation 
which  has  escaped  investigators  in  the  past. 
Pernicious  anemia  seems  to  be  in  this  cate- 
gory. A new  concept  of  the  genesis  of  this 
disease  will  be  necessary  in  the  future  as 
the  result  of  the  effect  of  specific  treatment 
upon  the  course  of  the  malady. 
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RADIOLOGICAL  FRAUDS  AND  IM- 
PROPER PRACTICES. 

The  roentgenologist,  like  the  surgeon,  has 
had  to  contend  most  strenuously  against 
iniquitous  unethical  forms  of  fee-splitting. 
Masquerading  under  various  disguises,  this 
evil  is  apparently  becoming  quite  prevalent 
in  the  world  of  the  radiologists.  The  diffi- 
culty of  combating  this  deceitful  practice 
lies  in  the  clever  camouflage  that  roentgen- 
ologic laboratories  are  able  to  employ,  es- 
pecially those  not  under  the  immediate 
control  of  a physician.  The  Radiological  So- 
ciety of  North  America,  at  its  recent  meet- 


ing in  New  Orleans,  called  attention  most 
forcibly  to  these  practices,  which  it  branded 
improper,  unethical  and  dishonest.  In  a 
series  of  resolutions,  the  organization  op- 
posed vigorously  such  practices,  and  stated 
that  any  radiologist  engaged  in  improper 
and  unethical  practice  should  be  disbarred 
from  membership  in  the  organization.  Of 
particular  moment  and  force  was  the 
seventh  resolution,  which  labeled  and  cata- 
logued a roentgen-ray  laboratory  as  un- 
ethical if  diagnostic  reports,  based  upon 
film-readings  of  technicians  without  a medi- 
cal degree,  emanate  from  such  a laboratory. 


HOSPITAL  STAFF  TRANSACTIONS 


CHARITY  HOSPITAL  MEETING. 
MEDICAL  SECTION. 

TTie  regular  monthly  meeting  of  the  medical  sec- 
tion of  the  Charity  Hospital  Staff  was  held  June 
19,  1928,  at  8 P.  M.,  Dr.  Bethea  presiding. 

Dr.  Otis  first  presented  a young  female  patient 
upon  which  the  diagnosis  of  functional  vomiting, 
cystitis,  and  herpes  labialis  had  been  made.  The 
outstanding  features  of  the  case  were  the  recurrent 
attacks  of  vomiting,  and  a certain  peculiar  swelling 
of  the  legs  associated  with  a stomatitis.  These 
complaints  had  resisted  many  forms  of  therapy. 
One  urine  analysis  showed  the  presence  of  4%  per 
cent  albumin  and  many  pus  cells. 

Dr.  Lyons  discussed  this  case  with  reference  to 
the  marked  albuminuria  which  he  thought  to  be  too 
pronounced  to  be  accounted  for  by  the  pyuria.  He 
suggested  the  possibility  of  the  case  being  an  angio- 
neurotic edema  associated  with  a nephrosis.  Dr. 
Bethea  discussed  the  case  with  regard  to  food 
albergy,  mentioning  milk  especially. 

The  second  case  shown  by  Dr.  Otis  was  an  obese 
young  female  who  had  been  unable  to  walk  upon  her 
admission  to  the  hospital.  Her  neurological  exam- 
ination had  been  entirely  negative.  She  is  now 
ha\dng  no  difficulty  in  walking,  the  diagnosis  of 
pyschoneurosis  being  made. 

Two  very  interesting  cases  were  shown  by  Dr. 
Giles.  The  first,  a white  female  58  years  of  age, 
was  a case  of  tumor  of  the  posterior  lobe  of  the 
pituitary  gland.  The  diagnosis  was  borne  out 
clearly  by  the  lateral  views  of  the  skull  demonstrat- 
ed by  Dr.  Granger.  The  woman  showed  the  en- 
larged massive  facial  features  and  the  very  typical 
“spade”  hands.  The  therapy  of  the  case  had  con- 
sisted of  roentgen-ray  applications  to  the  gland 
with  an  apparent  partial  relief  of  her  severe  head- 
aches, a lowering  of  the  basal  metabolism  from  + 42 
to  -f  11,  and  an  alleged  improvement  in  her  facial 
characteristics.  Questions  asked  elicited  the  facts 


that  her  blood  pressure  was  normal  and  there  were 
no  visual  disturbances. 

The  second  case  shown  by  Dr.  Giles  was  a male 
diabetic  being  treated  with  synthalin.  The  progress 
of  the  case  was  summarized,  and  it  was  shown  that 
the  diabetes  was  apparently  under  control  on  a 
full  diet  without  insulin,  but  with  synthalin.  This 
patient  had  had  hypoglycemic  reactions  following 
the  use  of  too  large  doses  of  the  drug  through  an 
error.  The  tendency  of  the  drug  to  produce  a 
hepatitis  was  discussed,  the  case  under  discussion 
having  a weak  diazo  reaction  indicating  some  he- 
patic impairment. 

Drs.  Lyons  and  Bethea  discussed  the  case  briefly. 
This  was  the  closing  meeting  until  October. 

WILLARD  R.  WIRTH,  M.  D. 

THE  SONIAT  MERCY  HOSPITAL. 

Drs.  Mullens,  Waters  and  Rigall  were  appointed 
Junior  Internes  for  the  year  beginning  July, 
1928. 

Dr.  Hauser  presented  several  cold  specimens 
with  their  history  and  pathology: 

(1)  A case  of  hemolytic  staphylococcus 
aureus.  Admission  diagnosis  was  mastoiditis. 
Operated.  Blood  culture  showed  the  hemolytic 
staphylococcus.  The  non-hemolytic  is  common 
and  recovery  is  the  rule.  There  is  a one  hundred 
per  cent  mortality  with  the  hemolytic  however. 

(2)  A case  of  septic  thrombo-phlebitis  ex- 
tending as  far  as  the  inferior  vena  cava  with  no 
edema  of  the  extremities. 

(3)  Several  specimens  of  pathological  ap- 
pendicies.  (a)  Carcinoma  of  the  appendix,  (b) 
Multiple  bird  shot  in  the  appendix  lumen,  and 
(c)  Carcinoma  of  the  tissues  immediately  adjacent 
to  the  ilio-cecal  valve. 

MAURICE  CAMPAGNA,  M.  D.,  Sec’y- 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


During  the  past  month  the  Society  has  held  its 
regular  Board  Meeting,  one  Joint  Clinical  Meet- 
ing with  the  Charity  Hospital  Staff  and  one  Scien- 
tific Meeting. 

At  the  Clinical  Meeting  cases  were  presented 
by  the  following:  Drs.  P.  A.  Mcllhenny,  E.  D. 
Fenner,  Urban  Maes,  Jerome  E.  Landry,  J.  H. 
Smith,  Jr.,  Alton  Ochsner,  and  A.  Henriques. 


At  the  Scientific  Meeting  held  June  25th,  the 
following  papers  were  read  and  discussed: 
Appendicitis  in  Children. 

By Dr.  Chas.  J.  Bloom. 

Discussed  by  Drs.  Urban  Maes,  E.  Denegre 
Martin,  and  John  F.  Dicks. 

The  Use  of  Lipiodol  as  an  aid  to  diagnosis  in 
Sinus  Conditions.  Preliminary  Report. 

By Dr.  A.  I.  Weil  and  Dr.  W.  F.  Henderson. 

Discussed  by  Dr.  H.  L.  Kearney  and  Dr.  L. 

J.  Menville. 


During  the  past  month  the  Society  extended  an 
invitation  to  the  American  Psychiatric  Associa- 
tion, the  American  Association  for  the  Study  of 
Epilepsy,  and  the  National  Association  for  the 
Study  of  Feeblemindedness,  to  hold  their  1929 
convention  in  New  Orleans.  This  invitation  was 
to  be  extended  through  Dr.  J.  N.  Thomas,  Super- 
intendent of  the  Central  Louisiana  State  Hos- 
pital, 


Dr.  H.  C.  Dilworth  was  elected  to  Interne  Mem- 
bership and  Dr.  Frank  J.  Beyt  and  Dr.  J.  Kelly 
Stone  were  elected  to  Active  Membership. 


The  Library  of  the  Society  has  received  a com- 
plete line  of  publications  in  the  form  of  reprints 
and  pamphlets  of  the  National  Committee  for 
Mental  Hygiene.  Many  of  these  pamphlets  are 
for  the  laity,  but  to  medical  men  they  will  prove 
of  interest  in  detailing  many  features  of  mental 
hygiene  in  childhood  particularly,  which  advice 
is  often  sought  from  him  by  parents. 


TREASURER’S  REPORT. 

Actual  Book  Balance,  4-30-28 $1,121.15 

Receipts  during  May..„. 1,381.58 

$2,502.73 

Expenditures  $1,010.11 


$1,492.62 

Outstanding  checks  129.99 


LIBRARIAN’S  REPORT. 

Thirty-two  books  have  been  added  to  the  Library 
during  April.  Of  these  6 were  received  by  gift, 
10  by  exchange,  4 by  binding  and  18  from  the 
New  Orleans  Medical  and  Surgical  Journal.  Note 
is  made  of  new  titles  of  recent  date  in  the  list 
herewith  appended. 

Three  reference  lists  have  been  prepared  and 
added  to  the  files  on  subjects  as  follows: 

Articles  by  Calve  1900-20. 

Euphyllin. 

Sedimentation  test. 

The  cataloging  of  our  pamphlet  collection  has 
continued  as  fast  as  the  daily  reference  calls 
would  permit  110  being  added  to  our  files  during 
May. 

The  new  shelving  has  been  received  and  con- 
structed, and  the  subsequent  shift  into  this  extra 
space  is  in  progress. 

NEW  BOOKS. 

Frankel — State  aided  hospitals  in  Pennsylvania. 
1925. 

Emerson — Physical  diagnosis.  1928. 

Thomas — Asthma.  1928. 

Grover — High  frequency  practice.  1928. 

Miller — 'Safeguarded  thyroidectomy.  1928. 

Shastid Outline  history  of  opthalmology. 

1927. 

Woldenberg — ^Prevention  of  preventable  ortho- 
pedic defects.  1927. 

de  Takats — Local  anesthesia.  1928. 

Amer.  Assn,  of  Med.  Certified  Milk  Conferences. 

1927.  Milk  Commissions. 

Balker — Young  man  and  medicine.  1928. 

Lynch — Communicable  and  other  diseases  in 
the  World  War.  1928. 

Amer.  Surg.  Assn. — Transactions.  1927. 

May — Diseases  of  the  eye.  1927. 

Nord — Etude  sur  Tinfluence  de  quelques  de- 
rives de  I’albumine  sur  la  regulation  du  sucre  du 
sang.  1926. 

Young — Treatment  of  infections  and  infectious 
diseases  with  mercurochrome-220  soluble.  1925. 

Stanford  University — Bulletin  vol.  8.  1924-27. 

Rose — Physical  diagnosis.  1927. 

DeLee — Principles  and  practice  of  obstetrics. 

1928. 

Hare — Use  of  symptoms  in  diagnosis.  1928. 

Crossen — Gynecology  for  nurses.  1927. 

Cho^pra — ^Anthelnrinties  and  their  "use.  1928. 

Schellberg — Mechanics  and  chemistry  of  the 
human  body.  1928. 

Sante — Lobar  pneumonia.  1928. 

Dakin — Elements  of  general  zoology.  1927. 

Jahreskiirse  fur  arzthiche  Fortbildung,  v.  1,  6- 
14.  1910,  1915-23. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


Bank  balance 


$1,622.61 


72 


Orleans  Parish  Medical  Society 


CELEBRATION  OF  THE  GOLDEN  ANNIVER- 
SARY OF  THE  ORLEANS  PARISH 
MEDICAL  SOCIETY. 

Monday,  May  7,  1928- 
Hutchinson  Memorial. 

Dr.  J.  B.  Guthrie:  Ladies  and  gentlmen,  it 

is  a great  pleasure  to  welcome  you  here  in  the 
name  of  the  Orleans  Parish  Medical  Society 
on  our  Golden  Anniversary.  We  have  lived  a 
long  time.  It  seems  a long  time  to  some  of 
us — but  it  is  a wonderful  privilege  to  have 
been  with  the  Orleans  Parish  Society  for  even 
one-half  of  these  years  that  we  are  commemor- 
ating. However,  it  is  not  my  function  to  re- 
count the  history  of  the  Orleans  Parish  Medical 
Society.  That  will  be  done  by  far  more  capable 
men  than  I.  We  are  here  simply  to  commemorate 
this  event  and  to  co-ordinate  our  work  with  the 
public,  and  to  bring  up  to  ourselves  and  to  you 
the  events  in  which  the  Society  has  had  a part 
throughout  the  years  since  its  organization. 

We  have  a few  announcements  to  make.  It  was 
my  pleasure  to  be  present  at  a meeting  of  the  State 
Medical  Society’s  Executive  Committee  this  morn- 
ing, at  which  time  it  was  decided  to  ask  the  State 
Medical  Society  of  Mississippi  to  meet  with  the 
Louisiana  State  Medical  Society  next  spring.  The 
State  Society  of  Mississippi  will  be  invited  to 
share  the  50th  Jubilee  of  the  Louisiana  State 
Medical  Society  next  year,  and  we  hope  the 
Mississippi  Society  will  be  able  to  accept  the 
invitation. 

We  will  now  have  the  pleasure  of  hearing  some 
music. 

(a)  Musetta — Valse - Du  Boheme 

(b)  Fairy  Roses „Colridge  Taylor 

Miss  May  Mares 

Dr.  Guthrie:  I have  a telegram  from  Dr.  Oscar 

Dowling  to  read: 

Dr.  J.  Burnie  Guthrie, 

President  Orleans  Parish  Medical  Society,  New 
Orleans,  La., 

1208  Maison  Blanche. 

History  and  tradition  present  no  greater  lights 
than  Chaille,  Miles,  Bickham,  LePlace,  DeRoaldes, 
Kohnke,  Formento,  Dyer,  Feingold,  Souchon, 
Matas,  Lewis,  Bruns,  bom  teachers  and  benefac- 
tors of  mankind.  All  honor  to  the  Orleans  Parish 
Medical  Society  for  contributions  to  preventive 
and  curative  medicine  and  surgery.  May  each 
passing  year  find  you  stronger  and  better.  Regret 
being  absent. 

Oscar  Dowling. 

The  subject  of  our  next  address  will  be  “The 
Evolution  of  Medical  Teaching  in  New  Orleans.” 
The  one  who  is  speaking  on  this  subject  needs 
no  introduction  to  anyone  living  in  this  city.  He 
has  taught  nearly  all  of  us.  He  has  taught  some 


men  I have  known  who  have  lived  long  and  useful 
lives  and  have  passed  away — Dr.  Ernest  S.  Lewis. 

Dr.  Lewis:  Members  of  the  Orleans  Parish 

Medical  (Society,  Ladies  and  Gentlemen,  I am  very 
glad  to  find  my  name  is  the  first  on  the  program, 
which  will  enable  me  better  to  enjoy  the  rest  of 
the  proceedings.  When  I was  asked  to  deliver  an 
address  on  this  anniversary,  I experienced  some 
difficulty  in  selecting  a subject  which  would  not 
be  boresome  to  an  audience  so  largely  composed 
of  the  fair  sex,  and  which  would  be  in  keeping 
with  the  address  of  Dr.  Fossier,  who  is  to  talk 
on  the  beginnings  of  the  Orleans  Parish  Medical 
Society,  and  its  gradual  development  to  the 
present  time.  I thought  it  might  prove  equally 
as  interesting  to  you  were  I to  give  you  a brief, 
cursory  outline  of  conditions  that  existed  at  the 
time  I began  my  medical  studies,  the  changes  that 
have  taken  place  and  some  of  the  causes  that  have 
contributed  to  bringing  them  about,  also,  their 
effect  on  the  exercise  of  the  profession. 

The  subject  is  a very  broad  one,  and,  as  I have 
stated,  this  address  that  I have  prepared  is  a 
superficial  outline,  otherwise  it  would  have  been 
boresome  to  the  present  audience. 

(Reads  paper,  which  is  published  in  fore  part 
of  Journal.) 

Musical  selection. 

(a)  Tone  Picture Ferrata 

(b)  Prelude  C minor „..Rachmaninof 

Miss  Marie  Elise  Dupuy 

Dr.  Guthrie:  The  Society  is  very  fortunate  in 

having  as  a member  a man  of  well-nigh  univer- 
sal talent.  A very  few  weeks  ago  the  Board  of 
Directors  selected  this  gentlemen  to  arrange  the 
celebration  of  our  birthday.  Everything  was  left 
to  him  to  see  that  the  audience  would  be  on  tip- 
toe to  come  to  listen  to  this  celebration.  He  has 
had  to  delve  into  the  archives  of  the  Society  and 
to  present  a history  of  the  Orleans  Parish  Medi- 
cal Society,  which  had  to  be  both  complete  and 
condensed.  I have  the  pleasure  to  introduce  Dr. 
Albert  E.  Fossier. 

(Presents  paper,  published  in  fore  part  of 
Journal.) 

Musical  selection. 


(a)  Ave  Maria Schubert 

(b)  Spanish  Dance - Sarasate 


Adrien  Freiche 

Dr.  Guthrie:  About  December,  on  the  occasion 

of  a banquet  to  which  we  had  invited  Dr.  Matas 
upon  his  return  from  Europe  and  his  election  to 
the  Royal  College  of  Surgeons,  Dr.  Matas  reminded 
us  of  the  coming  of  this  day  and  it  was  he  who 
gave  the  inspiration  that  prompted  us  to  come  to- 
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gether  tonight.  Dr.  Matas  is  in  Washington, 
although  his  name  is  on  the  program  and  we  ex- 
pected to  hear  from  him.  Following  is  a telegram 
from  Dr.  Matas: 

Dr.  A.  E.  Fossier,  Chairman, 

8119  Green  St.,  New  Orleans,  La. 

Deeply  regret  that  I am  unavoidably  detained 
here  too  late  to  participate  in  the  glorious  semi- 
centennary  of  our  beloved  Society.  Though  I can- 
not be  with  you  in  person  I am  with  you  in  thought 
at  this  moment,  and  at  this  distance  I am  joining 
in  the  general  rejoicing  and  echoing  the  cheers 
that  will  greet  your  recital  of  the  Society’s  fifty 
years  of  arduous  labor  and  unsurpassed  achieve- 
ment that  have  shaped  the  destinies  of  the 
0.  P.  M.  iS.  along  the  paths  of  immortality  assured 
by  the  well  earned  success  of  the  past  and  the 
certainty  of  the  present  we  behold  a future  crowned 
with  glory  of  another  semi-centennial  of  still 
greater  accomplishment  in  the  service  of  our  pro- 
fession of  our  people  and  of  the  commonwealth. 
With  affectionate  greetings  to  our  assembled  fel- 
lows and  friends,  I am  yours  most  faithfully,  in 
devotion  to  our  dear  O.  P.  M.  S. 

R.  Matas. 

Neyer  is  there  a duty  to  perform  in  this  So- 
ciety of  ours  that  some  willing  hand  doesn’t  take 
that  duty  upon  himself.  Dr.  Matas’  announce- 
ment of  his  delayed  returned  came  a very  short 
while  ago  and  we  called  on  one  of  our  members 
who  has  been  with  us  a long  time  and  who  is 
familiar  with  the  activities  of  the  Society,  a man 
who  has  devoted  himself  to  the  keeping  of  records. 
This  seems  a hard  and  thankless  task  to  most  of 
us.  We  feel  it  requires  constant  devotion  and  zeal 
to  keep  them  straight.  This  gentleman  has  been 
associated  with  the  quarantine  system  established 
by  Dr.  Joseph  Holt,  mentioned  by  Dr.  Fossier, 
which  was  copied  the  world  over.  Dr.  Holt’s  work 


made  it  possible  for  a system  to  be  instituted  at 
the  mouth  of  the  river  which  enabled  boats  to 
pass  up  the  river  short  of  the  40-day  period,  which 
was  up  to  that  time  exacted.  Dr.  G.  Farrar  Patton 
has  kindly  consented  to  come  here  tonight. 

(Delivers  address,  published  in  fore  part  of 
Journal.) 

Musical  selection. 

(a)  Les  Deux  Serenades Leoncavello 

(b)  Carme  - - — Danza 

(c)  Flirtation  Meyfer-Helmund 

Paul  Jacobs 

Dr.  Guthrie:  One  of  the  most  noteworthy 

questions  that  is  raised  for  organized  medicine  to 
solve  is  the  relation  of  the  doctor  to  public  life, 
and  our  Committee  has  chosen  the  Hon.  T. 
Semmes  Walmsley,  a member  of  our  Commission 
Council,  to  speak  on  this  subject.  There  are  two 
names  prominent  in  the  history  of  the  State  of 
Louisiana  and  the  City  of  New  Orleans  in  the 
last  fifty  years  and  those  two  names  are  Semmes 
and  Walmsley. 

(Delivers  address,  published  in  fore  part  of 
Journal.) 

Dr.  Guthrie:  I wish  to  express  the  thanks  of 

the  Society  to  Mr.  Walmsley  who  came  here  and 
took  so  much  trouble  in  preparing  this  address 
and  to  assure  him  that  we  will  take  steps  to  en- 
force these  medical  requirements. 

Musical  selection. 

Violin  obligato Adrien  Freiche 

Accompanists : 

Mrs.  Mayer  Prince  Dr.  Homer  Dupuy 

Refreshments 


Citation  of  Dr.  Matas. — The  following  citation  when  the 
degree  of  Doctor  of  Science  was  awarded  Dr.  Rudolph  Matas 
at  the  181st  annual  commencement  of  Princeton  University 
so  well  expresses  the  appreciation  of  others  outside  of  New 
Orleans  and  Louisiana  that  it  deserves  to  be  preserved  in 
the  annals  of  the  Orleans  Parish  Medical  Society. 

Doctor  of  Science. — Rudolph  Matas,  a graduate  in  medi- 
cine of  Tulane  University,  for  forty-three  years  connected 
with  that  university  as  a teacher  of  anatomy  or  Professor 


of  Surgery,  now  emeritus.  He  is  particularly  distinguished 
for  his  researches  in  the  surgical  treatment  of  aneurism. 
As  a surgeon  his  knowledge,  his  skill,  his  courage  and  his 
good  judgment  have  won  for  him  one  of  the  highest  places 
in  his  profession.  In  the  great  army  of  devoted  men  who 
go  out  to  attack  the  many  bodily  ills  that  afflict  mankind 
he  is  one  of  the  leaders,  followed  cheerfully  and  with  affec- 
tion by  those  who  know  the  eminent  qualities  of  his  mind 
and  heart. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


The  Journal  learns  with  a great  deal  of  pleas- 
ure of  the  appointment  of  one  of  the  members 
of  the  Journal  Committee,  Dr.  Hiram  W.  Kost- 
mayer,  as  Professor  of  Gynecology  and  head  of 
this  department  in  the  Graduate  School  of  Medi- 
cine of  Tulane  University. 

The  Journal  feels  that  this  is  a well  deserved 
honor  for  a man  who  has  labored  long  and  faith- 
fully in  the  interests  of  organized  medicine.  It 
senses  also  that  the  Graduate  School  made  a wise 
selection  of  one  who  by  his  skill  as  a surgeon  and 
scientific  accomplishments  has  made  himself  one 
of  the  outstanding  gynecologists  of  the  South. 


Louisiana  State  Medical  Society  was  repre- 
sented at  the  recent  meeting  of  the  American 
Medical  Association  at  Minneapolis  the  week  of 
June  11  by  Drs.  Elizabeth  Bass,  O.  W.  Bethea, 
Ansel  M.  Caine,  Geo.  B.  Collier,  J.  A.  Danna,  L. 
R.  DeBuys,  R.  C.  Lynch,  J.  H.  Musser,  J.  T. 
O’Ferrall,  E.  A.  Socola,  and  Ludo  von  Meysen- 
bug,  of  New  Orleans;  Dr.  R.  Butler  of  Springhill; 
Drs.  Guy  A.  Caldwell,  D.  A.  Huckabay,  C.  L. 
LaRue,  and  J.  P.  Sanders  of  Shreveport;  Dr.  0. 
E.  Denney  of  Carville,  and  Dr.  Newton  L.  Sebas- 
tian of  Ferriday. 

Louisiana  physicians  returned  with  two  honors 
from  this  meeting;  Dr.  Ansel  M.  Caine  achieved 
a well  deserved  recognition  by  being  elected 
President  of  the  Associated  Anesthetists  of  the 
United  States  and  Canada,  and  Dr.  O.  E.  Denney 
was  awarded  the  bronze  medal  in  the  Scientific 
Exhibit  for  his  magnificent  exhibit  of  colored 
plates  of  the  lesions  of  leprosy. 


TRANSACTIONS  OF  THE  MEETING  OF  THE 

SEVENTH  DISTRICT  MEDICAL  SOCIETY, 
HELD  IN  JENNINGS. 

The  Seventh  District  Medical  Society  held  its 
Spring  Meeting  in  the  American  Legion  Hut,  in 
Jennings  on  Thursday,  June  14,  1928,  at  7:30 
P.  M.  Considering  the  inclemency  of  the  weather 
the  attendance  of  37  members  was  commendable. 

The  committee  in  charge  of  the  banquet  and 
entertainment  offered  a very  delightful  musical 
program  and  splendid  feast.  In  conjunction  with 
the  intensely  interesting  presentations  this  proved 
to  make  the  meeting  well  worthy  of  praise. 

The  motions  for  the  next  meeting  place  were 
entertained,  and  Opelousas  was  granted  the  privi- 
lege of  election. 

The  scientific  program  consisted  of  extremely 
interesting  and  important  subjects,  admirably  pre- 
sented by  the  following  very  competent  men; 


Dr.  E.  D.  Fenner,  New  Orleans,  Treatment  of 
Common  Fractures;  Dr.  Chaille  Jamison,  New 
Orleans,  The  Pleura:  Remarks  and  Observations; 
Dr.  C.  S.  Holbrook,  New  Orleans,  Migraine; 
Symptoms  and  Treatment. 

The  excellent  slide  demonstrations  accompany- 
ing the  addresses  of  Drs.  Fenner  and  Jamison 
served  the  additional  purpose  of  increasing  the 
interest  and  value  of  these  presentations. 

The  presentation  of  a case  of  Splenomyelogen- 
ous  Leukemia  by  Dr.  Crawford  of  Lake  Charles 
was  very  enlightening  and  interesting. 

The  motion  was  made  that  Drs.  Fenner,  Jami- 
son and  Holbrook  be  made  honorary  members  of 
the  Society,  which  was  unanimously  carried. 


Our  President-elect,  Dr.  Frank  T.  Gouaux,  was 
a patient  at  the  Hotel  Dieu  for  several  days  in 
June.  It  was  necessary  for  the  doctor  to  have  a 
slight  surgical  operation  performed,  which  h« 
stood  well  and  convalescence  was  uncomplicated. 


At  the  last  meeting  of  the  Board  of  Adminis- 
trators of  the  Tulane  University  of  Louisiana,  the 
name  of  Dr.  Henry  Daspit  was  approved  for  ap- 
pointment as  Dean  of  the  Graduate  School  of 
Medicine,  effective  September  1,  1928. 

Dr.  Daspit  has  been  connected  with  the  College 
of  Medicine  for  a number  of  years;  has  been  a 
member  of  the  Executive  Faculty  of  the  Graduate 
School  of  Medicine  since  its  reorganization  three 
years  ago,  and,  as  one  of  the  youngest  and  most 
active  members,  he  was  recommended  for  this 
position.  He  is  in  every  way  qualified  for  the 
honor  conferred,  and  under  his  administration 
continued  prosperity  for  the  school  is  assured. 

Dr.  Daspit  succeeds  Dr.  E.  Denegre  Martin, 
who  was  chosen  Dean  at  the  time  of  the  school’s 
reorganization  in  1925.  In  relinquishing  the 
deanship  Dr.  Martin  is  carrying  out  a policy  which 
he  believes  for  the  interest  of  the  institution,  and 
that  is  the  infusion  of  young  blood  into  the  ad- 
ministration of  its  affairs. 


RAPIDES  PARISH  MEDICAL  SOCIETY. 

At  a recent  meeting  of  this  society  there  was 
introduced  and  passed  a resolution  that  the  Presi- 
dent appoint  a committee  to  present  to  the  society 
suitable  expression  of  the  society’s  appreciation  of 
the  public  record  of  two  of  its  members,  viz:  Dr. 
Jno.  M.  Thomas,  Superintendent  of  the  Central 
Louisiana  Hospital  for  the  Insane,  and  Dr.  G.  M. 
G.  Stafford,  Superintendent  of  the  State  Colony 
and  Training  School. 
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Dr.  Thomas  has  been  at  the  head  of  the  Cen- 
tral Louisiana  Hospital  for  the  Insane  since  1909. 
The  institution  has  grown  from  a rather  crude 
beginning,  when  it  housed  just  four  hundred  in- 
mates and  performed  the  simple  function  of  deten- 
tion and  care  with  the  mere  necessities  of  life, 
with  no  attempt  at  medical  relief,  to  a modern 
hospital  for  those  mentally  sick,  giving  scientific 
care  to  nearly  thirteen  hundred  insane. 

When  Dr.  Thomas  assumed  charge  of  this  insti- 
tution there  was  no  effort  to  study  and  classify 
the  cases  so  that  appropriate  measures  might  be 
taken;  there  were  no  staff  meetings,  and  it  might 
be  said  that  there  was  not  a staff,  and  laboratory 
facilities  were  unknown.  Today,  there  stands  a 
modern  institution  for  the  care  of  the  insane, 
erected  by  the  money  of  the  State,  it  is  true,  and 
its  management  properly  supervised  by  citizens 
appointed  for  that  purpose,  but  the  whole  devel- 
opment of  the  hospital,  its  policies,  its  spirit  of 
care  and  kindness,  have  all  been  inspired  by  the 
man  who  has  served  as  its  superintendent  for 
nearly  twenty  years.  During  that  time,  his  public 
records  stamps  him  a kindly  man,  an  efficient  man, 
and,  above  all,  a conscientious  public  official. 

Upon  the  death  of  our  late  member.  Dr.  Watt 
Evans,  Superintendent  of  the  State  Colony  and 
Training  School,  Dr.  G.  M.  G.  Stafford,  long  a 
member  of  this  society,  was  appointed  to  the 
place.  This  institution  is  but  a few  years  old,  the 
State’s  care  of  the  feeble  minded  is  a new  work 
in  Louisiana,  and  the  work  which  Dr.  Evans 
started  has  been  carried  on  ably  under  its  present 
management;  there  are  few  medical  men  in  this 
or  any  other  State  who  have  been  given  the  prob- 
lem of  the  feeble  minded  serious  study,  and  the 
State  is  fortunate  now  to  have  the  medical  men 
in  charge  of  the  work,  who  are  now  there.  In 
the  short  time  he  has  been  there.  Dr.  Stafford  has 
shown  a keen  interest  and  kindly  sympathy  in  his 
work  and  no  man  could  have  made  a better  record 
with  the  limited  facilities  and  funds  furnished  for 
the  purpose. 

Your  committee  believes  the  above  poorly  but 
truthfully  expresses  the  opinion  of  the  members 
of  this  society. 

M.  CAPPELL, 

K.  RAND, 

Committee. 


THE  SIXTH  DISTRICT  MEDICAL  SOCIETY. 
To  the  Medical  Profession  of  the  Sixth  Congres- 
sionel  District — Greetings : 

It  may  not  be  amiss  to  state  that  the  Tenth 
Spring  Meeting  of  this  society,  which  was  to  have 
taken  place  last  April  in  Baton  Rouge,  was,  for 
obvious  reasons,  pretermitted  to  June  in  defer- 
ence to  the  meeting  of  the  State  Medical  Society. 


This  meeting’s  scientific  program  will  consist 
of  a symposium  on  Asthma  and  Hay  Fever,  led 
by  Doctors  F.  W.  Scheppegrell  and  N.  F.  Thi- 
berge  of  New  Orleans,  with  stereopticon  views, 
followed  by  a number  of  other  papers,  incidental 
hereto.  I would  be  pleased  to  receive  the  name 
as  well  as  the  title  of  the  paper  that  any  of  you 
may  care  to  read  (relative  to  the  aforementioned 
subject  matter,  of  course,)  as  soon  as  possible,  so 
that  it  may  be  printed  in  the  official  program. 

At  1 P.  M.  one  of  those  delicious  luncheons 
for  which  our  hosts  are  famous. 

Firmly  believing  that  a “Woman’s  Auxiliary” 
to  this  society  would  be  of  immeasurable  assist- 
ance, vast  benefit,  boundless  good  and  unusual 
interest,  it  is  my  purpose  and  I very  much  desire 
to  distinguish  my  term  of  office  as  also  to  blaze 
the  way  for  other  medical  societies  in  the  State 
by  organizing  and  launching  such  an  auxiliary  at 
THIS  meeting,  and  with  that  end  in  view  may  I 
urge  you  to  bring  along  the  ladies  of  your  imme- 
diate family  with  the  suggestion  that  this  feature 
take  place  immediately  following  the  luncheon. 

This  being  the  Annual  Meeting  and  Election  of 
Officers,  may  I beseech  a full  attendance,  thus 
enabling  us  to  live  up  to  our  reputation  and  up- 
hold our  rank  in  the  medical  world. 

If  YOU  are  a member  of  your  Parish  Society 
or  in  GOOD  standing  with  the  State  Medical 
Society,  COME  even  though  you  have  never  met 
with  us — COME,  we  WANT  you,  we  need  YOU, 
and  believe  me,  you  will  enjoy  the  meeting  and 
yourself. 

Now,  Doctor,  please  memorize  the  following: 

Occasion — ^Tenth  Spring  Meeting  of  the  Sixth 
District  Medical  Society. 

Place — City  of  Baton  Rouge,  La. 

Location — Our  Lady  of  the  Lake  Sanitarium. 

Day  and  Date — Wednesday,  June  27th,  1928. 

Time— 9:30  A.  M.  SHARP. 

With  expressions  of  regard  and  gratitude  for 
the  honors  conferred  on  me  by  the  society. 
Respectfully, 

A.  G.  MAYLIE,  M.  D., 

President. 


NEW  ORLEANS  OPHTHALMOLOGICAL  AND 
OTOLARYNGOLOGICAL  SOCIETY. 

The  scientific  meeting  of  the  New  Orleans 
Ophthalmological  and  Otolaryngological  Society 
was  held  at  the  Eye,  Ear,  Nose  and  Throat  Hos- 
pital on  Thursday,  May  17,  1928.  Dr.  Buffington 
was  appointed  Chairman  of  the  meeting. 

Dr.  Joachim  presented  the  following  two  cases: 

Case  No.  1.  A man  with  carcinoma  of  the 
larynx  on  whom  he  did  a laryngotomy  May,  1920, 
followed  by  radium  therapy  in  which  there  ap- 
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peared  to  be  no  recurrence,  although  the  patient 
visited  him  two  days  ago  with  a complaint  of  a 
cold  in  the  throat  associated  with  hoarseness  of 
three  days’  duration.  One  brother  died  of  carci- 
noma of  the  larynx,  sister  died  of  carcinoma  of 
pelvis,  another  brother  sick  with  carcinoma  of 
the  stomach.  On  inspection  of  the  larynx  a whit- 
ish gray  band  is  seen  crossing  the  anterior  com- 
missure of  the  larynx  with  slight  pedema  of  the 
arytenoids  and  partial  fixation.  A scar  in  the 
midline  of  the  neck  is  seen  on  inspection,  the 
result  of  the  external  laryngotomy. 

Case  No.  2.  A man,  aged  46  years,  who  five 
years  ago  appeared  for  treatment  for  a carcinoma 
of  the  base  of  tongue  size  of  thumb  after  being 
reported  by  a surgeon  as  being  inoperable.  Ap- 
plications of  radium  needles  and  roentgen 
therapy  was  given  for  several  months  with  only 
softening  of  the  tumor.  He  was  sent  to  the  physi- 
cian who  was  treating  him  in  Meridian,  Miss., 
who  continued  the  roentgen-ray  and  radium 
therapy,  and  today  he  is  preaching  to  his  congre- 
gation and  feeling  well. 

Dr.  Allen  showed  a patient  with  tuberculosis  of 
the  uveal  tract  which  simulated  interstitial  kera- 
titis, which  had  been  under  treatment  and  obser- 
vation twelve  months,  in  whom  the  vision  im- 
proved from  20:200V  to  20:50V  and  the  opacities 
of  the  cornea  disappeared,  and  the  two  exudative 
masses  of  the  vitreous  shrunk  considerably.  The 
Wasserman  was  negative.  Patient  become  worse 
in  the  beginning  under  anti-luetic  treatment.  In 
the  discussion  the  tuberculin  test  and  tuberculin 
therapy  were  suggested. 

Dr.  Brown  presented  two  patients  with  acute 
glaucoma  improved  by  means  of  a new  operation 
in  which  he  describes  the  technique  as  follows: 
The  conjunctiva  is  first  anesthesized  either  with 
holocain  or  cocain.  The  bulbar  conjunctiva  is 
gi’asped  with  a fixation  forcep  at  a point  6mm. 
from  the  corneo-scleral  limbus  either  in  the  inner 
or  outer  canthus.  A hypodermic  needle  is  in- 
serted with  its  point  directed  toward  the  limbus 
and  a solution  of  novocaine,  2 per  cent,  and 
adrenaline  chloride,  3 minims,  to  the  syringe  full 
are  injected  so  as  to  create  a bleb.  A Ziegler 
knife  needle  with  its  blade  held  upon  the  flat  is 
inserted  within  the  center  of  the  bleb  and  carried 
sub-conjunctively  to  a point  1mm.  anterior  to  the 
limbus  the  sclera  is  perforated  and  the  anterior 
chamber  is  entered.  The  knife  is  now  turned  so 
that  its  cutting  edge  is  in  contact  with  the  iris 
fibres.  The  iris  is  divided  at  its  root.  The  knife 
is  tneii  turned  upon  the  flat  surface  and  removed. 
The  advantages  are:  to  furnish  immediate  relief 
from  pain,  to  diminish  the  intra-ocular  tension,  to 
prevent  permanent  blindness  from  increased  ten- 
sion, to  keep  the  patient  quiet  until  a more  per- 
manent treatment  can  be  prescribed. 


Dr.  Hume  presented  a case  of  herpes  zoster 
oticus  from  involvement  of  the  geniculate  gang- 
lion because  of  its  rarity.  The  child,  aged  6 
years,  complained  of  severe  pain  over  the  right 
mastoid  for  five  days,  followed  by  a sudden 
paralysis  of  the  facial  nerve,  with  no  changes  of 
taste  or  involvement  of  the  nerves  of  salivation. 
The  herpetic  lesions  involved  the  auditory  canal 
cavum  chonchea  with  post-auricular  glandular  en- 
largement. It  was  of  interest  to  note  the  absence 
of  involvement  of  the  chorda  tympani  nerve  and 
the  sympathetic  fibres  to  the  salivary  glands,  and 
in  the  discussion  a thorough  anatomical  discrip- 
tion  of  the  geniculate  ganglion  and  the  fibre  en- 
tering into  its  formation  was  given  so  as  to  explain 
this  phenomenon. 

Dr.  Perdue  presented  a case  of  optic  atrophy 
in  a man  with  general  paresis,  a negative  Argyl- 
Robertson  pupil,  almost  complete  contraction  of 
peripheral  fields  for  all  colors,  a visual  acuity  of 
20:15  V.,  and  unable  to  see  large  objects  such  as 
large  buildings.  This  strange  visual  defect  was 
accounted  for  by  a few  of  the  central  fibres  of 
the  optic  nerve  in  the  maculo-papular  bundle  not 
being  affected  and  with  a small  area  of  central 
vision  the  size  of  a dime  remaining.  In  the  dis- 
cussion, the  question  of  the  etiology  of  the  optic 
was  brought  out,  but  the  cause  was  not  decided 
as  to  whether  the  atrophy  was  due  to  the  lues  or 
the  arsenical  therapy. 

Dr.  Allgeyer  presented  a case  of  persistent  re- 
current iritis  of  nine  years’  duration  with  infec- 
tion of  the  prostate  previously  treated  by  several 
ophthalmologists.  Teeth,  tonsils,  sinuses,  and 
other  foci  of  infection  were  negative.  No  tuber- 
culine  test  was  made.  Patient  recovered  after 
three  doses  of  diphtheria  antitoxin.  There  was 
some  discussion  as  to  the  possibility  of  the  case 
being  tuberculous,  although  it  was  self-evident 
that  after  the  injections  of  the  foreign  protein  in 
which  the  reticulo-endothelial  system  was  brought 
into  play.  It  resulted  in  the  marked  improvement, 
which  further  confirmed  the  prostate  as  the  focus 
of  infection  producing  the  iritis. 

WILLIAM  A.  WAGNER, 

Secretary-Treasurer. 


NEW  SOCIETY. 

At  a comparatively  recent  meeting,  the  New 
Orleans  Gastro-Enterological  Society  was  organ- 
ized. The  following  officers  were  elected:  Dr. 
Sidney  K.  Simon,  president;  Dr.  J.  A.  Storck, 
vice-president;  Dr.  A.  L.  Levin,  secretary-treas- 
urer. The  object  of  this  society  shall  be  the  pro- 
motion of  the  study  of  normal  and  pathological 
conditions  of  the  digestive  tract,  and  its  allied 
organs,  as,  likewise,  nutrition  and  metabolism. 
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INTERSTATE  POST-GRADUATE  ASSOCIA- 
TION WILL  MEET  IN  ATLANTA. 

For  the  first  time  in  the  South  there  will  be 
held  a medical  association  whose  proceedure  is 
unique  and  of  remarkable  interest. 

The  Interstate  Post-Graduate  Medical  Associa- 
tion of  North  America  will  meet  in  Atlanta,  Ga., 
October  12th  to  19th,  inclusive.  This  association 
in  1926  met  in  Cleveland,  Ohio,  where  nearly 
5,000  practicing  physicians  were  registered.  At 


the  Kansas  City  meeting  last  October  5,200  were 
registered. 

Those  who  come  to  this  remarkable  sort  of 
medical  meeting  will  really  be  given  a post-gradu- 
ate course  by  the  leading  medical  men  of  this 
country  and  abroad.  The  daily  meetings  are 
held  from  7 A.  M.  to  1 P.  M.,  from  2 to  5 P.  M. 
and  from  8 to  10  P.  M.  Every  one  who  has  at- 
tended these  meetings  has  been  amazed  by  the 
magnitude  of  the  work  done,  by  its  quality,  by 
the  number  of  distinguished  guest  and  by  the  re- 
markable interest  aroused. 


MEDICAL  WRITING. 

In  this  connection  may  I remind  you  that, 
whatever  work  we  may  do,  either  clinical 
or  investigative,  it  will  do  little  general 
good  and  vdll  lose  much  or  almost  all  of  its 
effect  unless  the  noteworthy  part  of  it  is 
promptly  and  well  reported  in  the  medical 
press,  which  itself  indeed  cannot  grow  and 
prosper  unless  the  profession  gives  it  the 
material  by  which  it  can  live  and  grow.  We 
Southerners  have  always  been  too  loath  to 
go  into  print  and  have  hence  woefully 
sinned  in  not  putting  on  record  the  glori- 
ous history  of  our  ancestors  and  our  section 
and  have  let  others  too  often  run  off  with 
our  laurels.  And  we  seem  to  be  just  as 
backward  in  reporting  our  medical  work. 
Certainly  until  we  develop  the  habit,  as  our 
Northern  brothers  so  wisely  have,  of  thus 
giving  to  the  public  and  the  future  the  re- 
sults of  our  studies,  they  will  remain  almost 
useless  to  our  profession,  and  the  world  will 
not  know  what  we  are  capable  of  or  realize 


the  good  work  that  is  being  done  South  of 
the  Mason  and  Dixon  line. 

Let  then  every  one  of  us,  resolve  not  in- 
deed to  get  that  sad  disease,  the  furor  scri- 
bendi,  which  tempts  a man  to  vomit  forth 
incessantly  over  a suffering  public  the  undi- 
gested results  of  careless  observations  and 
poor  thinking  just  for  the  sake  of  being  in 
print,  but  to  force  ourselves  to  observe  and 
record  so  accurately  the  results  of  our  work 
that  we  shall  have  material  of  real  value 
which  we  shall  be  careful  to  report  fully  in 
the  journals,  and  which  shall  be  not  only  a 
credit  to  us,  but  an  asset  to  our  section  and 
which  will  enable  the  medical  world  to  see 
what  the  sons  of  the  South  are  doing  for 
the  advancement  of  our  science.  In  the  last 
anaylsis,  it  depends  upon  the  interest  and 
energy  of  Southern  physicians  to  put  over 
these  things  which  I have  suggested,  and  I 
leave  the  matter  in  your  hands,  feeling  sure 
that  such  a cause  cannot  fail  to  elicit  your 
enthusiastic  interest  and  your  untiring  and 
persistent  support. — Minor,  C.  L. : South. 
M.  J.,  18:1,  1925. 
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The  regular  quarterly  meeting  of  the  North- 
east Mississippi  Thirteen  Counties  Medical  Society 
was  held  at  Houston,  Miss.,  June  19,  1928,  when 
the  following  program  was  presented: 

1.  Angina  Pectoris,  an  Echo,  Dr.  G.  S.  Bryan, 
Amory. 

2.  A paper.  Dr.  S.  H.  Hairston,  Meridian. 

3.  Urinary  Obstructions,  Dr.  L.  B.  Morris, 
Macon. 

4.  Early  Diagnosis  of  Pulmonary  Tuberculo- 
sis, Dr.  W.  A.  Toomer,  Tupelo. 

5.  Roentgen-ray  and  Radium  Therapy,  Dr.  J. 
R.  Williams,  Houston. 


THE  EX-PRESIDENTS  CLUB. 

One  of  the  most  important  incidents  of  the 
State  Association  convention  is  the  meeting  of 
the  Ex-Presidents.  There  are  now  twenty-five 
living  Ex-Presidents,  of  whom  fifteen  attended 
the  Meridian  meeting.  One,  Dr.  S.  W.  Johnston, 
was  called  away  on  business.  The  following  at- 
tended the  club  dinner:  P.  W.  Rowland,  W.  W. 
Crawford,  D.  W.  Jones,  D.  J.  Williams,  J.  S.  Ull- 
man,  I.  W.  Cooper,  T.  M.  Dye,  F.  J.  Underwood, 
J.  W.  Barksdale,  Henry  Boswell,  W.  A.  Dearman, 
G.  S.  Bryan,  T.  E.  Ross,  John  Darrington.  The 
names  are  given  in  order  of  “age”  of  service. 

Dr.  Cooper  was  the  host  of  the  Club,  and 
served  an  excellent  dinner  at  the  Wiedman.  The 
Club  was  called  to  order  by  the  Secretary,  Dr. 
Jones,  who  read  the  list  of  Ex-Presidents.  Dr. 
Rowland,  being  the  “oldest”  member  in  point  of 
service,  was  asked  to  preside.  He  had  the  Club 
to  stand  a moment  in  silent  reverence  to  the 
memory  of  our  deceased  brother.  Dr.  J.  M. 
Buchanan,  who  died  since  the  last  meeting  of  the 
Club.  Dr.  Cooper  then  gave  a short  sketch  of 
the  official  life  of  Dr.  Buchanan,  and  paid  a beau- 
tiful tribute  to  his  long  life  of  service  in  the  Asso- 
ciation. 

The  Secretary  read  a letter  from  Dr.  J.  W. 
Young,  the  oldest  living  Ex-President,  expressing 
his  regrets  over  his  inability  to  attend  the  meet- 
ing. The  veteran  doctor  has  recently  suffered  a 
stroke  of  paralysis,  and  is  confined  to  his  bed. 
The  Club  instructed  the  Secretary  to  send  a tele- 
gram of  love  and  sympathy  to  Dr.  Young.  (Later 
a similar  telegram  was  sent  by  the  Association.) 

By  request.  Dr.  Rowland  gave  a short  sketch  of 
his  connection  with  the  Association.  He  joined 
the  Association  at  Meridian  forty-five  years  ago, 
and  has  missed  only  two  meetings  since.  He  also 


joined  the  Southern  Medical  Association  when  it 
was  organized  and  has  missed  but  few  of  their 
meetings.  He  is  also  a member  of  the  A.  M.  A. 
for  many  years,  and  has  attended  several  of  their 
meetings. 

At  this  point,  the  secretary  called  attention  to 
the  fact,  by  contrast  with  this  wonderful  record 
of  loyalty,  that  several  of  the  Ex-Presidents  had 
attended  but  few  meetings  since  their  terms  as 
Presidents  expired.  Dr.  Barksdale  took  occasion 
to  give  a severe  castigation  to  those  officials  who 
seemed  to  appreciate  this  honor  so  lightly,  and 
made  a beautiful  talk  on  the  value  of  the  influ- 
ence which  the  Ex-Presidents  of  this  Association 
might  exert  on  the  younger  members,  and  thus 
exalt  and  honor  the  office  of  President. 

Dr.  Crawford,  as  the  next  oldest  in  point  of 
service,  was  then  called  upon  and  gave  many 
reminiscences  of  some  of  the  men  who  were  the 
leaders  when  he  served  as  President.  Dr.  Dar- 
rington, the  youngest  member,  was  then  called 
upon  and  expressed  his  appreciation  of  the  honor 
of  being  a member  of  this  Club,  and  declared  he 
would  do  everything  in  his  power  to  uphold  the 
dignity  of  the  high  office  in  which  he  had  just 
served. 

Dr.  Rowland,  who  has  attended  over  forty 
meetings  of  this  Association,  here  issued  a chal- 
lenge to  the  members  of  this  Club  to  meet  him 
each  year  for  the  next  ten  years,  which  challenge 
was  accepted  with  enthusiasm,  and  the  club  ad- 
journed. 

D.  W.  JONES, 

Secretary. 

The  regular  monthly  meeting  of  the  Isaquena- 
Sharkey- Warren  Counties  Medical  Society  was 
held  June  12th  in  Vicksburg.  The  program  con- 
sisted of  the  following: 

1.  Certain  Lesions  of  the  Cervix  Uteri  and 
Their  Treatment,  Dr.  W.  H.  Parsons. 

2.  Sinus  Disease  in  its  Relation  to  General 
Surgery,  Dr.  G.  M.  Street. 

This  society  has  an  unusually  efficient  secre- 
tary. His  notices  are  always  worth  while.  Re- 
cently he  has  adopted  the  plan  of  carrying  some 
very  pithy  extracts  on  the  back  of  his  letters  and 
circulars.  Here  are  two  from  his  last  letter. 
Perhaps  some  of  the  other  secretaries  might  want 
to  adopt  this  plan  or  something  like  it. 

Dr.  E.  H.  Jones — “Ethical  Advertising.  The 
Code  of  Ethics  states  most  forcibly  that  no  physi- 
cian shall  cause  to  be  published,  or  even  inspire, 
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an  article  laudatory  to  himself.  All  of  us  will 
readily  and  heartily  agree  to  this,  but  would  not 
a form  of  advertising  that  would  react  to  the 
benefit  of  the  whole  profession  be  entirely  ethi- 
cal? Many  years  ago  the  banks  were  extremely 
dignified  in  their  advertising.  At  the  same  time 
large  and  impressive  advertisements  of  “get-rich- 
quick”  companies  fleeced  the  public  out  of  millions 
of  dollars.  The  banks  have  since  changed  their 
policy  * * * by  educating  the  public,  have  per- 
formed valuable  service,  teaching  them  how  to 
take  care  of  their  money.  * * * Might  we  not  be 
furnishing  our  ideal  of  service  to  mankind  if, 
through  ethical  advertising,  we  attempted  to  bet- 
ter educate  the  public  how  to  conserve  health  and 
to  avoid  charletans,  quacks,  and  patent  medi- 
cines?” 


PUBLIC  HEALTH  DEPARTMENT 
ATTENTION! 

Colored  Customer:  “Ah,  want  a quote  of  sanc- 
tified milk.” 

Storekeeper:  “What  you-all  mean  is  pacified 
milk.” 

Customer:  “Look  heah,  small  one,  when  Ah 
needs  inflammation,  Ah’ll  specify.” — Gateway  to 
Health. 


The  State  Board  of  Health  in  its  weekly  health 
suggestions  has  lately  been  devoting  its  attention 
to  the  fight  against  cancer.  We  should  like  to 
invite  your  attention  to  two  of  these  that  are 
particularly  good. 

“THE  FAMILY  DOCTOR  IN  CANCER.” 

“The  family  doctor  is  the  key  man  in  the  con- 
trol of  cancer. 

“It  is  to  him  that  a person  should  go  for  diag- 
nosis and  treament. 

“If  the  family  physician  is  not  certain  of  the 
diagnosis,  he  should  not  wait,  but  refer  the 
patient  to  some  other  physician  or  to  a hospital 
or  clinic  where  special  facilities  exist  for  the  ex- 
aminations which  are  required. 

“It  is  no  reflection  upon  the  family  physician 
when  he  cannot  himself  make  a diagnosis  in  can- 
cer, for  the  disease  takes  so  many  forms  and  af- 
fects people  in  so  many  ways  that  it  is  sometimes 
impossible,  even  with  the  best  equipment,  skill, 
and  experience,  to  be  certain  of  the  trouble. 
There  is  an  old  saying  and  a true  one  to  the  effect 
that  the  more  simple  the  diagnosis  the  more  fatal 
the  case.  The  reason  for  this  lies  in  the  fact  that 
advanced  cases  of  cancer  present  symptoms  which 
are  unmistakable,  whereas  newly  formed  cancers 
in  certain  locations  may  present  few  or  no  symp- 
toms. 


“The  family  doctor  in  cancer  should  be  the 
patient’s  guide,  philosopher,  and  friend.  He  is 
familiar  with  all  the  resources  in  his  region  of 
the  country  which  can  be  turned  to  the  advantage 
of  his  patients.  He  should  be  suspicious  of  can- 
cer upon  the  slightest  evidence,  and  he  should  be 
firm  in  the  instruction  he  gives  as  to  treatment. 
Being  a practitioner  of  medicine  and  not  a sur- 
geon, he  may  not  be  able  to  perform  the  opera- 
tion, if  one  is  required,  but  he  should  know  the 
qualifications  of  those  who  can  do  so  -with  the 
greatest  skill.  He  should  be  aware  of  the  pitfalls 
which  lie  in  the  field  of  quackery,  and  be  able  to 
guide  his  patients  away  from  them.” 


“DELAYS  ARE  FATAL  IN  CANCER.” 

“It  has  been  well  said  that  every  cancer  is  at 
first  a miniature  tumor  and  at  that  time  but  little 
more  difficult  to  cure  than  a splinter  or  the  sting 
of  an  insect. 

“If  a little  cancer  was  as  painful  as  a sting, 
many  people  would  go  promptly  to  a physician, 
and  so  be  made  well.  But  at  first  there  is  no 
pain  or  inconvenience.  The  symptoms  develop 
gradually.  Suspicion  is  not  aroused  that  there  is 
anything  much  the  matter. 

“On  the  theory  that  the  trouble  is  trifling  and 
will  disappear  if  left  alone,  the  patient  delays 
calling  in  medical  help.  It  is  surprising  to  find 
how  many  persons  have  long  been  aware  that 
something  was  wrong  with  them  before  they  have 
gone  to  a physician  about  it.  But  every  day 
counts.  When  at  last  something  has  to  be  done, 
it  is  often  too  late. 

“It  is  desirable  to  treat  all  diseases  in  their 
early  stages,  but  in  no  affection  is  it  more  neces- 
sary than  in  cancer.  The  danger  is  like  that  of  a 
fire.  At  first  there  is  but  a spark  which  can 
readily  be  extinguished.  As  the  flames  spread, 
the  fire  becomes  more  and  more  unmanageable. 
At  last  a conflagration  develops  and  extinction  is 
no  longer  within  human  power. 

“What  should  be  done  when  a person  thinks  he 
or  she  has  a cancer  is  well  illustrated  by  the 
case  of  an  old  lady  who  is  now  reaching  a ripe 
old  age  in  New  England.  Many  years  ago  her 
suspicion  became  aroused  that  she  had  cancer. 
Within  an  hour  she  was  at  the  hospital  demand- 
ing an  examination.  The  next  day  she  was  oper- 
ated upon  for  cancer  of  the  breast.  She  has 
been  well  satisfied  with  the  results  and  has  ex- 
plained to  hundreds  of  women  that  cancer  can 
be  cured  if  taken  in  time.” 


PREVENTION  AND  CURE  OF  TUBERCULOSIS 
The  Appendix  to  the  Congressional  Record  of 
May  23,  1928,  pages  9974-8  contains  a paper 
carrying  the  above  title.  This  was  presented  by 
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Senator  Earle  B.  Mayfield  of  Texas  with  the 
request  that  it  be  printed  in  the  Record.  “There 
being  no  objection,  the  paper  was  ordered  to  be 
printed.”  It  does  not  appear  in  this  Record  how 
the  Senator  is  qualified  to  pass  on  the  worth 
of  such  a paper. 

It  may  be  interesting  to  quote  a few  gems  from 
this  paper. 

"DEFINITION 

“TUBERCULOSIS  IS  A SLOW  DECAY  OF  VITALITY. 

“That  is  to  say,  a slow  and  continuous  decay 
of  the  vital  functions— respiration,  circulation, 
nutrition,  and  assimilation — a disease  in  which 
the  decay  of  the  body  exceeds  the  growth  or  re- 
pair. 

“It  is  not  hereditary  or  contagious;  no  child 
was  ever  born  with  tuberculosis,  but  the  parents 
may  hand  down  to  their  progeny  the  predisposi- 
tion or  tendency  to  contract  the  disease  on  ex- 
posure to  certain  conditions  of  environment. 

"CAUSES 

“There  are  four  principal  causes,  all  of  which 
are  capable  of  being  removed;  all  are  acquired, 
not  inherited.  And  here  it  may  be  laid  down  as 
an  axiom  that  if  the  cause  of  a disease  can  not  be 
found  and  wholly  or  partially  removed,  no  per- 
manent cure  can  be  made,  the  disease  will  prevail 
in  spite  of  everything  that  can  be  done. 

"FIRST  CAUSE. 

“Neglected  or  badly  treated  cases  of  pneumonia 
or  bronchitis  very  frequently  degenerate  into  tu- 
berculosis, and  the  number  of  such  cases  is  legion. 

•‘SECOND  CAUSE 

“Vaccination  or  inoculation  of  the  body  with 
animal  matter  or  poisons  (ptomaines)  which  im- 
pair wholly  or  partially  the  function  of  the  lym- 
phatic glands  whose  function  is  to  take  up  the 
waste  and  dead  matter  and  eliminate  it  from  the 
system. 

"THIRD  CAUSE. 

“A  deficiency  of  iron  in  the  blood.  Such  per- 
sons are  pale,  anemic,  weak,  flat  chest,  soft  mus- 
cles, insufficient  lung  expansion,  easily  fatigued, 
lack  endurance,  etc.  Iron  is  absolutely  neces- 
sary for  our  very  existence.  We  receive  it  in 
our  food,  which  can  never  be  too  rich  in  that 
metal.  A person  can  never  have  too  much  iron 
in  his  blood;  it  maintains  health  and  strength. 

"FOURTH  CAUSE. 

“The  use  and  abuse  of  alcohol  in  any  form  has 
been  a prolific  cause  of  tuberculosis,  especially 
among  the  aboriginal  inhabitants,  the  Indians. 
Alcohol  has  a strong  affinity  for  water,  it  dries 
up  the  brain,  and  nerves,  causes  sclerosis  of  the 
liver,  jaundice,  dyspepsia,  and  all  the  disastrous 
results  that  flow  from  them,  and  very  frequently 
terminates  in  tuberculosis. 


"CHEMICAL  ANALYSIS  OF  THE  ‘BACILLI’. 

“Put  a quantity  of  the  dried  sputum  prepared, 
as  already  described,  into  a suitable  glass  vessel 
and  pour  on  5 or  6 ounces  of  boiled  distilled 
water  acidulated  with  nitric  acid  in  order  to  insure 
the  decomposition  of  any  carbonates  that  may  be 
present  and  carefully  filter.  The  filtrate — the  li- 
quid which  passes  through — contains  in  solution 
all  the  sulphates,  chlorides,  phosphates,  and  ni- 
trates of  the  five  metals  which  enter  in  the  com- 
position of  the  human  body — -viz,  potassium,  cal- 
cium, sodium,  magnesium,  and  iron — and  the  dark 
or  black  substance  on  the  filter  is  tuberculin,  the 
organic  portion  of  the  heteroplasm. 

“To  the  filtrate  add  carefully  drop  by  drop, 
stirring  with  a glass  rod,  a solution  of  barium 
nitrate;  a white  precipitate  of  barium  sulphate 
will  be  thrown  down  characteristic  of  sulphur. 
Filter  and  set  it  aside  for  subsequent  examina- 
tion if  deemed  necessary.  The  filtrate  is  now 
free  from  all  sulphates.  The  next  step  is  the 
removal  of  the  calcium  which  would  interfere 
with  the  subsequent  examination  for  magnesium; 
therefore  add  drop  by  drop,  stirring  always  with 
a glass  rod,  a strong  solution  of  oxalic  acid,  which 
will  throw  down  a white  precipitate  of  oxalate  of 
calcium  (lime),  which  filter  off  as  before.  The 
filtrate  now  contains  the  salts  of  four  metals — 
potassium,  sodium,  magnesium,  and  iron. 

“Now  add  a solution  of  silver  nitrate;  a pale  yel- 
low or  dirty  white  precipitate  of  the  chloride  and 
phosphate  of  silver  will  be  thrown  down,  and  to 
this  add  strong  nitric  acid,  which  will  dissolve  the 
phosphate  but  not  the  chloride.  Remove  the  pre- 
cipitate by  filtration  as  before,  dry  it  and  expose 
it  to  sunlight,  when  it  will  turn  black,  highly 
characteristic  of  chlorine.  The  filtrate  now  con- 
tains only  phosphates  and  nitrates.  Now  add 
more  nitrate  of  silver,  when  a yellow  precipitate 
of  the  orthophosphate  of  silver  characteristic  of 
phosphorus  will  be  thrown  down,  which  remove 
by  filtration  as  before. 

“The  sulphates,  chlorides,  and  phosphates  have 
now  been  decomposed  and  nitrates  remain  in  their 
place;  calcium  has  been  removed  and  sulphur, 
chlorine,  and  phosphorus  shown  in  the  precipitates 
which  can  now  be  dried,  weighed,  and  estimated 
in  the  usual  way  if  a quantitative  analysis  is  re- 
quired. 

“The  filtrate — now  a solution  of  nitrates — is 
now  to  be  evaporated  to  a dryness  and  heated  to 
redness  or  as  long  as  nitrous  fumes  are  given  off, 
when  there  ■will  remain  the  oxides  of  the  four 
metals — potassium,  sodium,  magnesium,  and  iron. 
The  first  two  are  soluble  in  water,  the  other  two 
are  not.  Dissolve  in  distilled  water  and  separate 
by  filtering.  The  filtrate  now  contains  only  po- 
tassium and  sodium  hydrates.  Wash  off  the  mix- 
ture of  magnesium  and  iron  hydrates  on  the  filter 
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with  sufficient  nitric  acid  to  dissolve  them,  which 
reduces  them  again  to  nitrates,  divide  the  solution 
into  two  equal  parts,  to  one  add  ferrocyanide  of 
potassium.  A white  precipitate  falls  and  rapidly 
becomes  blue  by  the  absorption  of  oxygen  of  the 
air,  intensely  characteristic  of  iron.  To  the  other 
add  chloride  of  ammonium,  aqua  ammonia,  and 
phosphate  of  sodium;  a white  precipitate  falls 
off  the  double  phosphate  of  magnesium  and  am- 
monium having  the  composition  of  MgN  H4  PO4 
— highly  characteristic  of  magnesium.  There  is 
no  direct  test  for  this  metal,  but  only  by  forming 
double  salts  as  above. 

“To  tbe  balance  of  the  filtrate  which  now  con- 
tains only  potassium  and  sodium  hydrates,  add  a 
few'  drops  of  hydrochloric  acid,  thus  converting 
them  into  chlorides.  Now'  add  a drop  or  two  of 
the  perchloride  of  platinum,  a yellow  precipitate 
of  the  double  chloride  of  platinum  and  potassium 
having  the  composition  of  PtCl42KCL  will  be 
produced  characteristic  of  potassium. 

“There  now  remains  in  the  filtrate  only  chloride 
of  sodium — common  salt — for  the  sodium,  of 
which  there  is  no  chemical  test  or  reagent.  A 
drop  of  the  solution  imparts  an  intensely  yellow 
color  to  the  flame  of  an  alcoholic  lamp,  distinctly 
characteristic  of  his  metal,  and  the  spectroscope 
gives  the  distinctive  yellow  line  w’hich  distinguishes 
this  metal  from  all  others. 

“Here  ends  the  chemical  analysis  of  these 
minute  crystals  of  the  salts  which  enter  into  the 
composition  of  the  human  body — the  first  and  the 
only  one  ever  made  or  on  record  in  any  country 
in  the  wmrld. 

“These  crystals  of  inorganic  matter,  errone- 
ously believed  to  be  animacula,  that  is,  living  mi- 
croscopic germs  consuming  and  gnawing  at  the 
very  vitals  of  the  unfortunate  victims,  have  caused 
an  incalculable  amount  of  trouble  and  distress  to 
millions  of  our  people,  and  as  a result  of  which 
very  many  of  them  fill  premature  graves.” 

This  paper  was  written  by  Dr.  John  Morrison 
of  San  Antonio,  Texas.  The  following  is  a letter 
from  the  American  Medical  Association  that  will 
throw  further  light  on  the  worthy: 

“Dear  Dr.  Ullman: 

“Doubtless  the  Dr.  J.  Morrison  of  San  Antonio, 
referred  to  in  your  letter  of  June  4,  is  Joseph 
Morrison,  who  was  born  in  1848,  graduated  by 
the  University  of  Toronto  Faculty  of  Medicine  in 
1872  and  licensed  to  practice  in  the  District  of 
Columbia  in  1896.  So  far  as  we  know,  Morrison 
is  not  licensed  to  practice  elsewhere  in  the  United 
States,  even  in  Texas,  where  he  now  resides.  Mor- 
rison’s name  has  not  appeared  in  the  American 


Medical  Directory  for  many  years,  because,  for  a 
long  time,  he  dropped  out  of  sight. 

“It  would  appear  that  Morrison  is  either  one 
of  these  wrong-headed  individuals  who,  on  gen- 
eral principles,  is  opposed  to  the  established  order, 
whether  it  be  science  or  religion,  or  who  is  in  his 
dotage  and  riding  a fad.  About  two  years  ago 
Morrison  was  boosting  what  is  essentially  an 
electric  nostrum,  namely:  ‘Echinacea’. 

“Information  in  our  files  shows  that  Morrison 
is  an  anti-germ  and  anti-vaccination  faddist.  It 
seems  that  some  time  ago  he  published  a book 
entitled  ‘Tuberculosis — Its  Causes,  Nature,  Pre- 
vention and  Cure,’  with  the  subtitle,  ‘The  Death 
Blow  to  the  Germ  Theory — A Chemical  Analysis 
of  the  so-called  “germs”.  The  dangers  of  vacci- 
nation exposed.’  In  view  of  this,  we  were  not 
surprised  to  learn  some  time  ago  that  Morrison 
is  vice-president  to  the  ‘American  Liberty  League.’ 
This,  as  you  probably  know,  is  a preposterous 
organization  made  up  of  quacks,  near-quacks  and 
faddists,  whose  particular  bugaboo  is  vaccination. 
We  enclose  an  article  on  the  ‘league’,  which  you 
may  find  of  interest  in  this  connection. 

“Very  sincerely  yours, 
AMERICAN  MEDICAL  ASSOCIATION. 


President  Frizell  announces  the  following  com- 
mittee appointments : 

STANDING  COMMITTEES. 

Public  Policy  and  Legislative — D.  W.  Jones. 
Medical  Education — P.  W.  Rowland,  T.  E.  Ross, 
Sr.,  G.  E.  Adkins. 

To  attend  State  Teachers’  Association — Henry 
Boswell,  John  C.  Culley,  F.  J.  Underwood. 

On  Publication — J.  S.  Ullman,  B.  S.  Guyton, 
T.  M.  Dye. 

On  Scientific  Work — L.  S.  Lippincott,  W.  H. 
Anderson,  T.  M.  Dye. 

On  Necrology — W.  G.  Gill,  W.  L.  Little,  M.  W. 
Robertson. 

On  Hospitals — 0.  N.  Arrington,  E.  F.  Howard, 
S.  H.  Hairston. 

CHAIRMEN  OF  SECTIONS. 

Medicine — W.  A.  Dearman. 

Surgery — W.  W.  Crawford. 

Hygiene — C.  C.  Applewhite. 

Eye,  Ear,  Nose  & Throat — E.  Leroy  Wilkins. 


82 


Mississippi  State  Medical  Association 


TRI-COUNTY  NEWS. 

The  Tri-County  held  its  second  quarterly  meet- 
ing of  the  year  and  its  first  under  its  recently 
issued  charter,  which  was  granted  since  the  soci- 
ety now  embraces  the  counties  of  Walthall  and 
Lawrence. 

The  society  met  in  Hazlehurst  with  a very  good 
attendance. 

Dr.  Chas.  L.  Eshleman  of  New  Orleans,  the 
guest  of  honor,  presented  a very  interesting  paper 
on  Pernicious  Anemia,  giving  case  reports  of  two 
years,  standing  both  from  private  and  Touro  rec- 
ords, showing  the  various  blood  pictures,  with 
and  without  the  liver  diet.  Lantern  slides  greatly 
increased  the  interest. 

Dr.  O.  N.  Arrington  reported  the  meeting  of 
the  State  Medical  Association  to  the  local  members 
with  comments  on  its  program  and  good  fellow- 
ship. 

Dr.  L.  W.  Brock  of  McComb  presented  a paper 
on  Broncho-Pneumonia  in  Measles. 


Dr.  W.  H.  Frizell,  the  recently  elected  Presi- 
dent of  the  State  Association  expressed  his  ap- 
preciation of  his  promotion  to  this  high  office  and 
spoke  of  some  of  the  policies  of  his  administra- 
tion. 

The  society  adjourned  to  meet  September  11, 
in  Brookhaven. 


Dr.  W.  W.  Weathersby  of  Fair  River,  Lincoln 
County,  Mississippi  was  found  dead  in  his  pecan 
grove  near  his  residence  on  May  19,  1928.  It  is 
presumed  that  he  succumbed  to  a heart' attack  as 
he  had  suffered  from  some  form  of  cardiac  trou- 
ble for  many  years. 

He  was  born  in  Lawrence  County,  Mississippi, 
May  19,  1868.  He  was  a son  of  the  late  Dr. 
William  Weathersby.  He  practiced  for  a while 
in  McComb  and  had  served  as  surgeon  to  differ- 
ent saw-mills  in  his  county,  but  for  several  years 
past  he  had  retired  from  active  practice. 


Dr.  J.  H.  Johnson  is  still  in  very  poor  health 
due  to  a weak  right  heart  with  hypertension. 


STATESMEN  AND  MEDICINE 

In  the  above  section  of  the  Journal  will 
be  found  quotations  from  a most  remark- 
able paper  which  appeared  in  a recent  num- 
ber of  the  Congressional  Record.  This 
gives  rise  to  certain  reflections  as  to  the  at- 
titude of  “statesmen”  toward  public  health 
and  medicine.  Senator  Mayfield  is  not  the 
first  to  espouse  the  cause  of  some  crank  or 
charlatan  in  Congress.  Most  of  us  remem- 
ber very  well  when  Congress  instructed  the 
United  States  Public  Health  Service  to 
undertake  an  unnecessary  investigation  of 
Freidman’s  so-called  turtle  serum. 

The  higher  type  of  physician  has  long 
questioned  the  wisdom,  the  necessity,  or  the 
advisability  of  upsetting  the  management  of 
our  eleemosynary  institutions  every  time  a 
new  governor  comes  into  office.  It  is  a sad 
commentary  on  our  civilization  that  institu- 


tions for  the  lame,  the  halt,  the  blind,  the 
insane,  and  the  suffering  should  be  consid- 
ered as  nothing  more  than  a means  of  pay- 
ing off  minor  political  obligations.  This 
state  of  affairs  is  not  a new  thing  nor  is  it 
confined  to  any  one  political  faction  or  to 
any  particular  State. 

In  this  connection  we  would  call  attention 
to  the  fact  that  Dr.  Oscar  Dowling  is  recog- 
nized not  only  in  Mississippi,  geographically 
the  sister  State  of  Louisiana,  but  throughout 
the  whole  United  States,  as  one  of  the  out- 
standing figures  in  Public  Health  work.  We 
do  know  that  in  the  past  tweny-five  years 
the  State  Board  of  Health  of  Louisiana  has 
been  brought  up  to  a standard  equal  to  that 
of  any  in  the  United  States.  We  cannot  be- 
lieve that  the  medical  profession  would  have 
supported  Dr.  Dowling  so  solidly  during  all 
of  these  years  had  there  been  any  question 
as  to  his  honesty  and  efficiency. — J.  S.  U. 


BOOK  REVIEWS 


Reflections : A Book  of  Poems:  By  James  Thomas 
Nix,  M.  D.,  LL.  D.  New  Orleans,  Walter 
Neale.  1928. 

Members  of  our  profession  have  distinguished 
themselves  in  the  fields  of  art  and  literature. 
Aside  from  their  active  and  self -sacrificial  work 
in  human  salvage,  these  gifted  ones  have,  as  an 
“entr’acte,”  cultivated  the  Muses  and  enriched  the 
world  with  artistic  creations.  But,  when  “one  of 
our  own”  leaves  the  beaten  paths  of  daily  routine 
to  climb  the  heights  of  Parnassus,  it  is  time  to 
pause  and  take  notice. 

All  real  art  is  largely  self-expression.  Our 
“Doctor  Poet”  could  not  escape  the  myriad  influ- 
ences and  human  contacts  of  his  calling.  Thus  it 
is  we  find  a personal  note  in  these  “Reflections.” 
And  therein  lies  the  special  charm.  Such  themes 
as  “Your  Doctor;  My  Patients;  When  Doctors 
Disagree;  King  of  Sleep;  Cries;  Death;”  are  tinc- 
tured with  the  Aesculapian  outlook  on  life.  Inter- 
weaving this  whole  collection  of  verses  is  an  all- 
embracing  sympathy,  deep-souled  pity,  kindly 
humor,  the  love  of  suffering  humankind. 

“The  Doctor  calls 
To  nurse  near  by; 

Unmask  her  face. 

It’s  a boy!” 

Here  is  serio-comic  obstetric  experience  from 
“Cries,”  a startling,  realistic  bit  of  verse.  In 
“Doctors  Disagree,”  there  is  well-deserved  banter 
at  what  we  know  to  be  pitifully  true.  One  of  the 
thrusts  we  quote: 

“When  I was  fat,  I should  dry  out. 

When  I was  thin,  I must  get  stout, 

I know  great  men  will  disagree — 

But,  what  a mess  they’ve  made  of  me.” 

Only  a scientific  mind  could  with  poetic  quality, 
and  yet  not  transcending  the  truth,  essay  this 
definition  of  life: 

“Though  only  a little  protoplasm, 

A jelly-like  single  cell. 

Alive  and  moving,  how  and  why? 

’Tis  only  God  can  tell.” 

In  the  “River  of  Tears”  we  find  the  matter  and 
form  of  genuine  poetry.  There  is  sombre  truth 
in  these  selected  stanzas: 

‘‘So  tears  were  created  by  God,  I know. 

That  burdened  hearts  might  overflow. 

They  wash  away  all  cares  and  grief. 

And  bring  to  every  one  relief.” 

With  the  keen  appreciation  of  a physician  who 
knows  the  potency  of  sleep,  in  “The  King  of 
Sleep”  there  is  a brilliant  display  of  imagination. 


yet,  the  whole  is  rock-ribbed  with  the  healing  art’s 
background. 

“Science  found  my  hiding  place 
And  to  the  world  revealed, 

They  found  me  in  the  poppy  plant. 

^ ^ ♦ ’I* 

They  make  me  in  a tablet  form. 

Or  shape  me  to  a pill. 

Again  I’m  in  a glass  syringe. 

They  do  just  what  they  will.” 

If  we  could  usurp  journal  space  we  would  for- 
bear from  disjointing  some  of  these  real  poetic 
utterances.  The  reviewer  is  limited  to  culling 
what  impresses  him  as  examples  of  genuinely  good 
verse.  Many  excellent  lyrics  abound  in  this 
volume  for  the  delectation  of  those  who  love  the 
lilt  and  cadences  of  poetry.  Dr.  Nix,  the  poet  en- 
grafted upon  the  doctor,  gets  away  when  he 
chooses  from  the  medical  environment,  and  with 
larger  and  intenser  vision  of  life,  attunes  his 
lyre  to  sing  of  themes  forever  new,  such  as  “LOve, 
The  Sun,  Hearts,  Hope,  Faith,”  and  kindred  in- 
spiring subjects.  With  a natural  gift  for  rhyme 
and  rythm  he  runs  the  gamut  of  descriptive  and 
narrative  poetry,  the  quartrain,  the  lyric,  and 
sonnet. 

Surely,  the  talent,  versatility,  and  idealism, 
displayed  by  the  author  of  “Reflections,”  merits 
the  unfeigned  admiration,  sincere  praise,  and 
heartiest  congratulations  of  his  confreres  through- 
out the  Pelican  State. 

Homer  Dupuy,  M.  D. 


Diabetes:  Its  Treatment  by  Insulin  and  Diet:  A 
Handbook  for  the  Patient:  By  Orlando  H. 
Petty,  A.  M.,  M.  D.,  F.  A.  C.  P.  Ulus.  4th 
ed.  Philadelphia,  F.  A.  Davis  Company. 
1928.  pp.  152. 

One  of  the  few  fighters  in  the  great  "War 
awarded  the  Congressional  Medal  of  Honbr  given 
by  Congress  for  exceptional  braveryi  in . battle 
and  one  of  the  few  medical  men  who^has  ever 
held  this  honor.  Dr.  Petty  has  shown  his  bravery 
in  civil  life  as  well  as  in  war  by  adding,  to  the 
long  list  still  another  little  handbook  on  diabetes 
for  the  patient.  However,  in  going  over  the 
book,  noting  how  carefully  it  has  been  prepared, 
how  much  real  and  valuable  information  it  con- 
tains and  how  well  all  the  salient  features  of 
diabetes  are  presented  in  a manner  which  the 
tyro  is  thoroughly  able  to  understand,  one  is  able 
to  appreciate  the  book  to  such  an  extent  that 
the  wish  arises  that  there  might  be  a somewhat 
similar  honor  which  could  be  awarded  the  author 
by  the  medical  profession  for  exceptional  medical 
accomplishment  as  well  as  the  one  for  bravery. 

J.  H.  Musseb,  M.  D. 
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Diagnosis  and  Treatment  of  Diseases  of  the 
Lungs:  By  Frank  E.  Tylecote,  M.  D.,  D.  P.  H. 
(Viet.),  F.  R.  C.  P.  (London),  and  George 
Fletcher,  M.  A.,  M.  D.  (Glas.),  M.  R.  C.  P. 
(London),  D.  P.  H.  (Camb.)  London,  Ox- 
ford University  Press.  1927.  pp.  270. 

A concise,  clear  and  readable  guide  to  the  diag- 
nosis and  treatment  of  the  commoner  diseases  of 
the  lungs.  The  authors  ride  no  hobbies;  equally 
it  is  true  they  present  no  new  views.  Because  of 
its  size  the  book  can  hardly  stretch  beyond  the 
scope  of  a compend.  It  must,  therefore,  share 
the  defects  and  the  advantages  of  brevity,  ex- 
hibiting at  times  inadequacy  of  development  of 
the  subject  but  always  giving  a clear  cut  and 
easily  comprehended  as  well  as  dependable  picture. 

I.  I.  Lemann,  M.  D. 


Filterable  Viruses:  Edited  by  Thomas  M.  Rivers, 
M.  D.  Baltimore,  The  Williams  and  Wilkins 
Company.  1928.  pp.  428. 

Dr.  Rivers  writes  the  introductory  chapter  cov- 
ering the  general  aspects  of  filterable  viruses.  He 
indicates  that  the  ability  to  pass  filters  is  a char- 
acteristic that  has  been  greatly  over  emphasized 
and  probably  occupies  too  prominent  a position  in 
the  minds  of  medical  men.  There  are  other  char- 
acteristics of  filterable  viruses  which  appear  to  be 
much  more  important.  He  stresses  the  intimate 
relationship  between  the  virus  and  the  cells  of  the 
host  and  the  lasting  immunity  they  produce.  He 
doubts  whether  they  ever  have  been  successfully 
cultivated  in  the  absence  of  living  host  cells. 
He  presents  an  extremely  long  list  of  diseases  of 
man,  other  mammals,  fowl,  fish,  insects,  and 
plants  for  which  there  is  evidence  that  they  are 
due  to  filterable  viruses.  He  feels  sure  that  many 
of  these  are  true  bacterial  diseases  and  soon  will 
be  dropped  from  the  list.  The  chapter  is  ex- 
tremely brief,  b^It  is  indeed  stimulating  and  should 
be  read  by  all  medical  men  and,  in  fact,  by  all 
interested  in  the  biological  sciences. 

Dr.  Mudd’s  chapter  on  filters  and  filtration  is 
a welcome  addition  to  literature.  I know  of  no 
other  one  place  where  such  authoritative  infor- 
mation on  the  scientific  principles  and  practical 
technique  of  filtei-s  and  filtration  may  be  obtained. 
It  is  regrettable  that  Dr.  Mudd  has  given  so  little 
attention  to  the  asbestos  type  of  filters. 

In  ten  pages  of  fascinating  reading  Dr.  Carrel 
gives  a glimpse  into  the  study  of  filterable  viruses 
by  the  use  of  tissue  cultures.  He  does  not  make 
the  mistake  that  so  many  reviewers  do  of  omitting 
essential  details  of  technique. 

Dr.  Cowdry  in  his  chapter  on  intracellular  path- 
ology in  virus  diseases  covers  such  a large  num- 
ber of  disease  entities  in  so  brief  a discussion 
that  were  it  not  for  the  excellent  illustrations, 
the  chapter  would  be  of  little  value.  The  cell  in- 
clusions he  describes  are  one  of  the  distinguishing 


characteristics  of  virus  infections,  as  emphasized 
by  Rivers  in  the  introductory  chapter. 

Dr.  Amoss  writes  the  chapter  on  poliomyelitis 
exemplifying  filterable  virus  infections  of  man. 
Most  of  the  data  is  available  in  his  article  on 
poliomyelitis  in  Tice’s  System  of  Medicine.  This 
article  will  provide  little  comfort  for  the  advo- 
cates of  the  streptococcus  theory  of  the  etiology 
of  the  disease. 

Foot  and  mouth  disease  and  vesicular  stomati- 
tis are  discussed  by  Dr.  Olitsky.  The  virus  of  the 
foot  and  mouth  disease  is  one  of  the  most  thor- 
oughly studied  of  all  the  viruses,  and  this  chapter 
may  be  read  by  any  one  who  wishes  to  know  the 
complete  story,  as  far  as  is  now  available,  con- 
cerning a single  virus  and  the  disease  which  it 
causes. 

Dr.  Goodpasture’s  chapter  on  fowl-pox  of 
chickens  and  pigeons.  Dr.  Glaser’s  chapter  on  sac- 
brood  of  honey  bees  and  the  polyhedral  diseases 
of  insects,  and  Dr.  Kunkel’s  chapter  on  virus  dis- 
eases of  plants  are  of  interest  chiefly  to  the 
experimental  pathologist  or  general  biologist. 

Dr.  Bronfenbrenner  writes  the  final  chapter  on 
bacteriophagy.  He  is  a critical  worker  in  this 
field  and  does  not  commit  himself  to  d’Herell’s 
theory  that  the  lytic  agent  is  a true  filterable 
virus.  He  gives  in  thirty  pages  the  essential  data 
concerning  the  so-called  bacteriophage.  Reviews 
of  the  Twort-d’Herell  phenomenon  are  getting  to 
be  fashionable.  For  the  physician  with  an  active 
interest  in  bacteriology,  who  has  been  more  or 
less  confused  during  the  past  few  years  by  the 
multiplicity  of  articles  and  opinions  that  have  ap- 
peared concerning  this  phenomenon.  Dr.  Bronfen- 
brenner’s  article  will  be  very  welcome. 

Concerning  the  book  as  a whole  one  must  be 
most  enthusiastic  about  the  bibliographies.  Every 
chapter  has  its  own  and  is  very  extensive.  Dr. 
Rivers’  chapter  of  twenty-three  pages  is  followed 
by  a bibliography  of  five  hundred  thirty-nine 
titles,  which  are  classified  so  as  to  make  them 
readily  usable.  The  other  authors  have  omitted 
little  that  could  be  desired  in  the  way  of  refer- 
ences. Different  chapters  in  the  book  will  be 
read  by  workers  in  many  different  fields,  but  only 
a few  will  care  to  read  the  entire  book.  It  seems 
unfortunate  that  the  book  should  cost  as  much  as 
it  does. 

R.  H.  Turner,  M.  D. 


Physical  Diagnosis : By  W.  D.  Rose,  M.  D.  5th 
ed.  St,  Louis,  C.  V.  Mosby  Co.  Ulus.  pi. 
1927.  pp.  819.  $10.00. 

In  this  fifth  edition  minor  changes  and  altera- 
tions of  no  particular  note  have  been  made.  The 
author  has  incorporated  several  advances  in 
physical  diagnosis  into  this  new  volume.  The 
volume  is  large  and  contains  a great  deal  of  in- 
formation that  is  readily  obtained. 

I.  L.  Robbins,  M.  D. 
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Special  Cytology:  Edited  by  Edmund  V.  Cowdry. 
New  York,  Paul  B.  Hoeber  Inc.  1928.  Two 
volumes.  pp.  xxi  + 1348,  693  illustrations. 

The  present  publication  forms  a natural  sup- 
plement to  a volume  entitled  General  Cytology, 
published  in  1924  under  the  same  editorship.  The 
material  included  in  General  Cytology  embraces 
the  fundamentals  of  structure  and  function  which 
are  common  to  cells  generally.  Special  Cytology 
has  for  its  purpose  a more  specific  treatment  of 
particular  cellular  varieties,  tissues  and  organs. 
The  title  is  hardly  sufticiently  suggestive  of  the 
actual  scope  of  the  subjects  included,  which  might 
be  more  aptly  termed  collectively  “Special  Cytol- 
ogy and  Histology.” 

Following  an  introduction  by  Carrel,  there  are 
thirty-six  sections,  of  which  the  topics  and  con- 
tributors are  as  follows;  Skin  and  its  deriva- 
tives, Cowdry;  mucous  membrane  of  the  nasal 
cavity  and  paranasal  sinuses,  Schaeffer;  epithe- 
lium of  the  lower  respiratory  tract.  Miller;  sali- 
vary glands,  Stormont;  gastric  glands,  Bensley; 
intestinal  epithelium,  C.  C.  and  M.  T.  Macklin; 
cytology  of  the  liver  and  its  functional  signifi- 
cance, Mann;  cytology  of  the  pancreas,  Opie;  the 
erythrocyte,  Krumbhaar;  lymphocytes  and  plasma 
cells.  Maximow;  the  myeloblast,  Downey;  granu- 
lar leucocytes.  Bunting;  macrophages  (histiocy- 
tes), Maximow;  hypophysis,  Bailey;  pineal  body, 
Tilney;  thyroid,  parathyroids  and  thymus.  Marine; 
suprarenal,  Stewart;  renal  tubules,  Huber;  car- 
tilage and  bone,  iShipley;  synovial  membrane  of 
joints  and  bursae.  Key;  striated  and  smooth 
muscle,  Meigs;  cardiac  muscle,  A.  E.  Cohn;  spec- 
ialized systems  of  the  heart,  Todd;  visual  cells 
and  retinal  pigment,  Arey;  cytology  of  the  inter- 
nal ear,  Shambaugh;  internal  architecture  of 
nerve  cells,  Cowdry;  general  relation  of  histologi- 
cal character  to  function  in  mammalian  neurones, 
Malone;  sympathetic  nerve  cells,  Kuntz;  neuro- 
glia and  microglia,  Penfield;  cytology  of  the 
cerebrospinal  pathway,  Wislocki;  cytology  of  the 
ovum,  ovary  and  fallopian  tube.  Corner;  cellular 
changes  in  the  fluid  of  the  mammalian  vagina, 
Stockard;  cytology  of  the  mammary  gland,  Leo 
Loeb;  interstitial  cells  of  the  testis,  Rasmussen; 
male  germ  cells,  Metz ; seminal  vesicles,  prostate 
and  bulbo-urethral  glands,  C.  C.  Macklin. 

The  individual  contributors  deal,  naturally,  with 
topics  in  the  fields  of  their  own  researches.  As 
is  to  be  expected  in  a co-operative  enterprise,  the 
various  sections  are  not  treated  in  a uniform 
manner.  Some  sections  are  of  the  usual  nature 
of  reviews.  Others  introduce,  in  addition,  per- 
sonal evaluation  of  the  material  reviewed.  Each 
section  carries  an  adequate  bibliography. 

Special  Cytology  should  be  a useful  reference 
not  only  for  workers  in  the  biological  and  basic 
medical  sciences,  but  also  for  clinical  investigators. 

Harold  Cummins,  Ph.  D. 


Lobar  Pneumonia:  A Roentgenological  Study: 

By  L.  R.  Sante,  M.  D.,  F.  A.  C.  R.,  F.  A.  C.  P. 
New  York,  Paul  B.  Hoeber,  Inc.  Ulus.  1928. 
pp.  137.  $3.00. 

This  little  book  of  126  pages,  profusely  illus- 
trated, will  be  of  interest  to  any  physician 
interested  in  lobar  pneumonia  as  well  as  all 
roentgenologists.  While  it  is  primarily  an  roent- 
gen-ray study  of  pneumonia  and  its  differentiation 
from  other  lung  conditions,  the  author  has  at- 
tempted very  successfully,  to  correlate  the  radio- 
logical findings  with  the  known  facts,  clinical, 
pathological,  and  expei-imental.  Mason  and  other 
investigators  have  shown  that  in  children,  con- 
solidation of  the  lungs  starts  in  the  eveoli  at  the 
periphery  and  spreads  to  the  hilum.  The  author 
has  demonstrated  that,  while  this  is  the  type  most 
frequently  encountered  in  children,  it  was  rarely 
the  type  of  involvement  met  in  adults.  His  serial 
roentgenographic  observations  in  adults  shows 
that  lobar  pneumonia  begins  as  a consolidation  in 
the  hilum  region  and  spreads  rapidly  toward  the 
periphery.  These  observations  are  in  accord  with 
the  most  recent  bacteriological  and  pathological 
studies  of  the  disease.  The  book  emphasizes  the 
great  value  of  radiological  studies  of  pulmonary 
conditions  without  minimizing  the  importance  of 
careful  history  taking  and  physical  examination. 
The  reviewer  has  no  hesitancy  in  recommending 
this  little  volume  to  the  profession. 

Randolph  Lyons,  M.  D. 


The  Use  of  Symptoms  in  the  Diagonsis  of  Dis- 
ease : By  Hobart  A.  Hare,  B.  Sc.,  M.  D., 

L.L.  D.  9th  ed.,  rev.  Philadelphia,  Lea  & 
Febiger.  1928.  PI.  illus.  pp.  528. 

This  volume  is  a ninth  edition.  It  has  been 
thoroughly  revised  and  brought  up  to  date.  It  is 
a purely  clinical  work  and  all  laboratory  refer- 
ences have  been  necessarily  omitted.  The  purpose 
of  the  book  is  to  acquaint  the  student  and  physi- 
cian with  the  art  and  science  and  medicine  and 
to  re-establish  it  in  its  proper  sphere  of  prime 
importance  to  the  doctor  and  not  secondary  to 
laboratory  procedures  as  is  now  so  much  the  prac- 
tice. The  plan  is  to  name  the  different  signs  and 
symptoms  of  different  portions  of  the  body  and 
the  differential  diagnosis  to  be  obtained  from 
them.  The  book  is  a most  useful  guide  and  aid. 

I.  L.  Robbins,  M.  D, 


Post-Mortem  Appearances:  By  Joan  M.  Ross, 

M.  D.,  B.  S.  (Lond.),  M.  R.  C.  S.,  L.  R.  C.  P., 
with  preface  by  E.  H.  Kettle,  M.  D.  2nd 
ed.  London,  Humphrey  Milford,  Oxford  Uni- 
versity Press.  1928.  pp.  225. 

A thorough  revision  of  an  extremely  practical 
little  book  of  somewhat  over  two  hundred  pages 
describing  the  gross  appearance  of  the  important 
organs  of  those  who  die  from  various  types  of 
disease.  H.  Musser,  M.  D. 


86 


Book  Reviews 


The  Principles  and  Practice  of  Obstetrics:  By 

Joseph  B.  DeLee,  A.  M.,  M.  D.  5th  ed.,  thor- 
oug-hly  revised.  Philadelphia  and  London, 
W.  B.  Saunders  Co.  1928.  pp.  1140.  $12.00. 

That  a book  of  the  size  and  consequent  cost  of 
DeLee’s  Principles  and  Practice  of  Obstetrics 
should  within  the  space  of  fifteen  years  have 
reached  its  fifth  edition  and  its  thirteenth  print- 
ing is  a surer  tribute  to  its  real  merit  than  the 
eulogies  of  any  reviewer.  And  this  fifth  edition 
is  quite  as  worthy  of  praise  as  any  of  the  pre- 
ceding volumes. 

For  one  thing,  the  physical  difficulties  of  read- 
ing it  are  not  quite  so  great  because,  by  a slight 
change  in  the  format,  the  unwieldy  size  has  been 
somewhat  reduced.  There  is  still,  however,  room 
for  decided  improvement  in.  this  regard.  Whether 
the  subject  matter  could  be  profitably  abbreviated 
is  a question  which  probably  demands  a negative 
answer,  but  frequently  the  reproach  of  verbosity 
can  be  justly  brought  against  the  author,  and  it 
might  be  well  at  some  future  time  for  a revision 
to  be  made  simply  from  this  standpoint.  The 
book  is  too  valuable  to  be  condemned,  as  it  un- 
fortunately has  been,  on  the  basis  of  its  mere 
bulk. 

Practically  the  same  plan  has  been  adhered  to 
as  in  the  earlier  editions,  the  subject  being  di- 
vided into  the  physiology  of  pregnancy,  labor  and 
puerperium,  the  pathology  of  the  same,  and  opera- 
tive obstetrics,  each  with  its  detailed  subdivisions. 
The  arrangement  of  the  subject  matter  visually, 
i.  e.,  in  large  and  small  type,  according  to  the 
relative  importance  of  the  questions  under  discus- 
sion, is  an  excellent  if  mechanical  device,  though 
naturally  one  does  not  always  agree  with  the 
author  as  to  what  is  important  and  what  is  not. 
The  table  setting  forth  the  various  types  of 
toxemia  is  another  excellent  mechanical  presenta- 
tion, as  is  the  table  dealing  with  the  management 
of  contracted  pelves.  The  actual  mechanism  of 
labor  has  always  been  a particularly  well  handled 
subject,  and  the  care  of  the  breasts  and  the  treat- 
ment of  the  newborn  child  are  both  handled  with 
a detail  foreign  to  the  average  text  on  obstetrics. 
The  illustrations  add  materially  to  the  value  of 
the  book,  and  many  additions  have  been  made  to 
them. 

In  every  respect  the  subject  matter  has  been 
brought  up  to  date.  All  the  important  recent 
investigations  in  biochemistry  and  other  labora- 
tory sciences  are  included,  and  many  chapters 
have  been  partially  or  entirely  rewritten,  notably 
those  dealing  with  the  treatment  of  hyperemesis 
gravidarum,  eclampsia  and  the  other  toxemias  of 
pregnancy,  abruptio  placentae,  placenta  previa, 
postpartum  hemorrhage,  puerperal  infection  and 
similar  conditions.  Likewise  the  chapters  dealing 
with  the  various  operative  procedures  have  been 


thoroughly  revised.  The  low  or  cervical  Cesarean 
section,  which  DeLee  himself  has  done  so  much 
to  popularize,  is  treated  in  much  more  detail  than 
in  the  last  edition,  and  the  figures  from  the 
Chicago  Lying  In  Hospital,  six  hundred  twenty 
cases  with  only  six  deaths,  are  the  author’s  justi- 
fication for  his  advocacy  of  this  particular  pro- 
cedure. Zarate’s  modified  symphysiotomy  is  added, 
as  is  the  Gottschalk-Portes  exteriorization  of  the 
uterus  after  Cesarean  section  in  infected  cases. 
The  author’s  comment  is  that  if  the  claims  of  the 
latter  procedure  can  be  substantiated,  as  they  ap- 
parently can  be,  the  whole  chapter  of  the  manage- 
ment of  infected  labors  must  be  rewritten,  and  the 
field  of  the  Porro  operation  and  of  craniotomy  on 
the  living  child  can  be  very  materially  reduced. 

The  radicalism  of  this  author  is  always  a favor- 
ite topic  with  reviewers  and  in  some  respects,  at 
least,  the  approach  is  justified.  Even  the  fact  that 
he  would  limit  certain  procedures  to  the  expert 
obstetrician  operating  in  the  well  equipped  mater- 
nity does  not,  it  seems  to  me,  lessen  the  danger 
of  advocating  such  methods  as  cervical  manipula- 
tions in  uterine  inertia  (p.  615),  the  manual  re- 
moval of  retained  placental  fragments  except  on 
very  strictly  limited  indications  (p.  833),  and  the 
application  of  the  vulsellum  to  steady  the  fetal 
head  after  manipulation  in  face  presentations 
(p.  995).  Against  this,  however,  must  be  set  his 
conservatism  in  the  management  of  puerperal  in- 
fection and  particularly  infected  abortions,  in  the 
management  of  placenta  previa,  in  the  use  of 
pituitrin,  in  the  repair  of  cervical  lacerations  after 
delivery,  and  in  a hundred  similar  instances.  In 
my  own  opinion,  the  radicalism  of  DeLee  has  be- 
come a tradition  with  certain  reviewers,  and  I am 
inclined  to  believe  that  most  often  it  is  more 
apparent  than  real. 

Certainly,  as  the  author  points  out,  the  con- 
tinued high  mortality  in  obstetrics  is  a justifica- 
tion for  his  view  that  pregnancy  and  labor  are 
largely  pathologic,  and  his  insistence  on  the  essen- 
tially surgical  nature  of  this  division  of  medicine 
is  not  ill-advised  in  a day  when  the  general  feel- 
ing seems  to  be  that  no  special  qualifications  are 
required  to  handle  a delivery  other  than  the  right 
to  add  M.  D.  to  one’s  name. 

This  is  rather  too  full  a text  to  put  into  the 
hands  of  the  average  medical  student  for  his  daily 
use  but  it  is  an  invaluable  book  of  reference,  a 
real  encyclopedia,  both  for  the  general  practi- 
tioner who  does  obstetrics  and  for  the  obstetric 
specialist  who  endeavors  to  keep  abreast  of  the 
times.  It  is  one  of  the  few  books  in  any  tongue 
in  which  obstetrics  is  presented  both  as  a science 
and  as  an  art,  and  in  which  the  subject  receives 
a really  dignified  and  adequate  presentation. 

C.  Jeff  Miller,  M.  D. 
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An  Outline  Histwy  of  Ophthalmology:  By  T.  H. 

Shastid,  A.  M.,  M.  D.,  F.  A.  C.  S.,  Sc.  D.,  LI. 

B.  Southbridge,  Mass., American  Optical  Co. 

1927.  pp.  33. 

If  you  really  love  Ophthalmology,  read  this 
small  volume.  You  xvill  enjoy  every  word.  It 
will  bring  before  your  eyes  the  procession  of 
ophthalmic  progress  from  the  days  of  Ancient 
Babylon  to  our  generation  and  will  enable  you  to 
shake  hands  with  Hippocrates  and  chat  with  von 
Graefe. 

Hippocrates  will  tell  you  how  he  treated 
trachoma  some  twenty-five  hundred  years  ago 
with  conjunctival  massage  in  pretty  much  the 
same  way  that  we  use  today. 

Some  two  thousand  years  ago  a Roman  named 
Celsus  elaborated  on  the  then  existing  Coljnria.  He 
tried  everything  from  camel  dung  to  cod-liver  oil, 
with  and  without  religious  ceremonies  of  various 
sorts.  He  at  least  knew  that  oily  substances  pro- 
tect the  cornea  when  its  surface  was  abraded. 

Although  the  word  cataract  was  uot  used  until 
a later  date,  lens  opacities  were  considered  due  to 
an  opaque  fluid  which  flowed  downward  between 
the  pupil  and  the  lens,  by  Rhazas,  an  Arabian  who 
lived  about  a thousand  years  ago.  He  also  noted 
that  the  pupils  become  smaller  when  exposed  to 
light.  Alhazen  a fellow  country-man  somewhat 
later  worked  out  the  fundamentals  which  under- 
lie modern  optics.  He  was  the  first  to  understand 
that  vision  is  produced  primarily  by  the  light 
which  comes  from  the  object  at  which  we  look. 

As  the  result  of  an  accident  in  the  course  of  a 
cataract  depression  in  1745,  large  fragments  of 
lens  fell  into  the  anterior  chamber,  which  Daviel 
removed  by  means  of  a scissors  incision  in  the 
cornea — the  first  cataract  extraction. 

Although  Von  Helmholtz  in  1850  discovered  that 
the  back  of  the  eye  could  be  examined  with  the 
'optholomscope,  the  real  discoverer  was  an  Eng- 
lishman named  Charles  Babbage,  who  through  an 
unfortunate  chain  of  circumstances,  did  not  re- 
ceive the  credit  nor  recognition  of  his  efforts. 

These  are  but  a few  of  the  interesting  facts  that 
the  author  tells  us. 

It  is  with  great  regrest  that  we  read  that  Dr. 
Shastid  will  retire  from  opthalmic  literature. 
For  practically  a generation  he  has  devoted  his 
time,  efforts,  and  exceeding  literary  ability  largely 
to  recounting  the  lives  of  those  who  have  made 
opthamology.  Practically,  unassisted  he  wrote 
the  biographies  in  the  American  Encyclopedia  of 
Ophthalmology.  Without  his  efforts  our  specialty 
would  be  poorer  and  most  of  us  would  not  be  near- 
ly so  well  acquainted  with  those  who  have  conse- 
crated their  lives  to  helping  the  world  see  better. 

Chakles  a.  Bahn,  M.  D. 


Healthy  Growth:  By  Alfred  A.  Mumford,  M.  D. 

London,  Oxford  University  Press.  1927.  pp. 

384. 

The  author  of  this  excellent  book  desires  to  at- 
tack the  problem  of  healthy  growth  from  a dif- 
ferent angle  from  previous  methods.  The  author 
has  in  mind  the  adolescent  schoolboy,  whom  he 
feels  has  not  been  properly  equipped  for  the  great 
perplexities  of  later  life.  He  attributes  this  fail- 
ure to  our  possesion  of  inadequate  standards  of 
healthy  growth,  both  from  the  physical  and 
mental  standpoint. 

Throughout  the  book  the  author  endeavors  to 
substantiate  his  arguments  by  many  elaborate 
experiments  and  complicated  charts  of  what  he 
thinks  are  standards.  It  is  the  reviewer’s  opinion 
that  much  of  this  could  be  condensed.  However, 
anyone  desiring  exhaustive  information  along 
lines  of  physical  and  mental  development  is 
recommended  to  read  this  book,  as  it  is  un- 
doubtedly written  in  a most  delightful  style. 

O.  M.  Larrimore,  M.  D. 


Troubles  We  Don’t  Talk  About:  By  J.  F.  Monta- 

gue, M.  D.,  F.  A.  C.  S.  Philadelphia,  J.  B. 
Lippincott  Company.  1927.  pp.  248. 

A book  for  the  laity  written  by  a proctologist 
of  broad  mind  and  keen  intelligence. 

J.  H.  Musser,  M.  D. 


The  Prevention  of  Preventable  Orthopedic  Defects: 
By  S.  C.  Woldenberg,  B.  Sc.,  M.  D.,  M.  Sec.  St. 
Paul,  Bence  Publishing  Co.  1927.  pp.  120. 

This  is  the  first  time  your  reviewer  has  ever 
seen  a book  which  has  attempted  to  deal  with  pre- 
ventable surgery,  and  as  our  good  friend  Dr.  Rid- 
lon  in  his  foreword  says:  “When  the  author 

asked  me  for  advice,  I harbored  a secret  hope  that 
he  might  to  some  extent  point  out  the  way  to  elim- 
inate much  of  the  present  surgery  from  Ortho- 
pedic surgery”. 

The  book  does  not  attempt  anything  new  and  as 
is  covers  a large  field  in  120  pages,  little  can  be 
said  on  any  one  subject.  However,  there  are 
many  valuable  suggestions  brought  out  and  a pe- 
rusal of  the  book  is  well  worth  one’s  time. 

Edward  S.  Hatch,  M.  D. 


Annals  of  the  Pickett-Thomson  Research  Labora- 
tory, Volume  II.  Baltimore,  Williams  and 
Wilkins  Company.  1927.  pp.  316. 

A large  paper-covered  tome  devoted  to  research 
on  streptococci,  with  extensive  bibliography  and 
many  very  excellent  plates. 

J.  H.  Musser,  M.  D. 
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The  Examination  of  Patients:  By  Nellis  B.  Fos- 

ter, M.  D.  2nd  ed.,  rev.  Philadelphia,  W.  B. 
Saunders  Company.  1928.  pp.  392. 

There  is  a great  tendency  in  medical  teaching 
to  do  away  with  much  of  the  former  old  methods 
of  instruction,  such  as  those,  for  example,  which 
require  men  studying  for  medicine  to  learn  an 
enormous  amount  of  material  by  rote  and  without 
thought.  The  present  book  by  Foster  exemplifies 
very  well  indeed  this  method  of  teaching.  The 
important,  salient  features  in  the  examination  of 
the  patient  are  disclosed  and  are  presented  in  a 
real  and  attractive  manner.  There  is  no  attempt 
to  list  a thousand  and  one  different  signs  and 
symptoms  which  every  practitioner  of  medicine 
who  has  been  out  more  than  a few  years  has 
forgotten  and  which  do  not  form  the  basis  of  that 
man’s  knowledge  of  clinical  medicine.  It  is  for 
this  reason  that  the  book  is  of  value.  It  stresses 
the  important  and  does  away  with  a tremendous 
amount  of  the  unnecessary  and  trivial. 

J.  H.  Musser,  M.  D. 


Ophthalmic  Year  Book:  V.  23.  1927.  Chicago, 

Ophthalmic  Pub.  Co.  1927.  pp.  338. 

This  review  of  literature  will  probably  be  the 
last  of  a valuable  collection  of  digest  and  bibli- 
ography, for  the  reason  that  it  lacks  volunteer 
literary  help  and  financial  backing.  This  is  un- 
fortunate for  it  has  been  greatly  appreciated  by 
many,  yet  great  numbers  have  neglected  to  give 
to  it  actual  support.  Let  us  hope  that  this  will 
not  be  the  case  and  that  it  will  be  possible  to 
continue  the  publication  as  heretofore. 

T.  J.  Dimitry,  M.  D. 


A Text-Book  of  General  Bacteriology : By  Edwin 
O.  Jordan,  Ph.  D.  Ulus.  9th  ed.,  rev.  Phil- 
adelphia, W.  B.  Saunders  Company.  1928. 
pp.  778. 

The  ninth  edition  of  this  standard  text-book  on 
bacteriology  needs  no  introduction  to  the  world 
of  bacteriologists  nor  does  it  need  much  acclaim- 
ing to  the  medical  profession  as  a whole,  many 
of  whom  have  learned  from  its  pages  much  that 
they  know  about  bacteriology  This  new  edition 
has  been  added  to  and  amended  as  well  as  deleted 
in  part,  for  its  presents  size  is  much  the  same 
as  previous  editions.  Dr.  Jordan  has  revised  and 
rewritten  the  chapter  on  parasitic  protozoa,  he 
has  added  new  material  on  the  bacteriology  of 
scarlet  fever,  erysipelas  and  rheumatic  fever,  and 
the  section  on  bacteriology  of  water  has  been  ex- 
tensively altered.  Minor  changes  have  been  made 
so  as  to  bring  the  subject  matter  thoroughly  up 
to  date. 
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YESTERDAY  AND  TODAY  IN 
MEDICINE.* 

J.  AUGUSTUS  CRISLER,  M.  D., 
Memphis,  Tenn. 

Approaching  an  age  in  medical  life  in 
which  I am  privileged  to  look  back  over 
the  years  that  have  gone,  I stand  now 
with  cherished  thoughts  of  the  romance  of 
medicine  of  yesterday  and  with  proud 
recognition  of  the  achievement  of  medical 
science  of  today. 

In  contemplation  of  the  future,  I feel  the 
thrill  which  should  be  felt  in  the  heart  of 
every  young  medical  man  as  he  begins  his 
career,  trained  as  a scientist  by  modern 
educational  methods,  and  inspired  as  an 
idealist  by  the  noble  example  and  precept 
of  those  whose  memory  we  delight  to 
honor. 

More  than  thirty  years  ago,  when  I be- 
gan the  practice  of  medicine,  the  leaders 
of  our  profession  in  Mississippi  were  not 
specialists  or  research  laboratory  workers, 
but  general  practitioners — clinicians  of 
culture  as  well  as  of  learning.  They  ac- 
complished much  with  simple  equipment, 
and  arrived  at  their  diagnosis  without  the 
aid  of  laboratory  refinements,  and  made 
their  visits  without  the  dispatch  and  com- 
fort of  motor  cars  traveling  over  hard  sur- 
faced roads.  Without  instruments  of  pre- 
cision they  developed  ingenuity  and  re- 
sourcefulness, and  without  intense  scien- 
tific training  they  displayed  a compensa- 

* Oration  in  Medicine,  Mississippi  State  Medical 
Association,  Meridian,  May  10-12,  1928. 
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tory  clinical  acumen  akin  to  a sixth  sense, 
or  tactus  eniditm.  They  knew  their  pa- 
tients through  personal  contact  and  asso- 
ciation, and  they  studied  the  experiments 
which  nature  made  upon  the  sick  and  the 
suffering.  Through  long  hours  of  patient 
watchfulness  and  attendance,  they  studied 
the  natural  phenomena  of  disease,  and 
learned  to  assess  correctly  the  value  of 
symptoms.  Their  reputations  were  rather 
local,  but  they  stood  high  in  the  profession 
of  this  State,  and  were  held  in  the  highest 
esteem  by  the  people  of  their  communities. 
Their  contributions  were  more  to  the  alle- 
viation of  suffering  through  their  daily 
work  than  to  the  store  of  scientific  knowl- 
edge. 

Such  pioneers  as  Ward  of  Winona,  Isom 
of  Oxford,  Taylor  of  Corinth,  Minor  of 
Macon,  Vaughan  of  Meridian,  Jones  and 
Bennett  of  Brookhaven,  Wert  Johnson  of 
Jackson,  Quinn  of  Vicksburg,  Dunn  of 
Greenville,  Young  and  Sharp  of  Grenada, 
and  many  others  exhibited  a rare  combina- 
tion of  brain  and  heart  which  molds  char- 
acter, and  left  to  this  society  a rich  heri- 
tage. They  were  the  Sydenhams  and  Mc- 
Kenzies of  Mississippi  Medicine. 

A change,  however,  has  been  wrought 
by  the  improvement  in  medical  education 
and  the  facilities  for  post-graduate  study, 
and  what  phenomenal  results  have  fol- 
lowed the  discoveries  of  experimental  in- 
vestigation. 

Our  young  medical  men  are  being  more 
thoroughly  and  scientifically  trained  than 
in  the  earlier  days  when  they  were  given 
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two  years  of  lecture  courses,  but  it  seems 
to  me  that  they  fail  to  grasp  and  to  hold 
as  their  own,  the  mass  of  scientific  facts 
which  is  crowded  into  the  curriculum.  In 
other  words,  I doubt  if  their  retentive 
powders  are  as  good  as  those  of  the  older 
men.  As  prophesied  by  Osier,  some  of  our 
recent  graduates  tend  to  exhibit  a kind  of 
medical  Chauvinism ; that  is  to  regard 
lightly  the  thoughts  and  work  eminating 
from  any  but  their  own  alma  mater,  their 
devotion  to  which  seems  to  prejudice  them 
against  the  work  of  other,  perhaps,  less 
recognized  institutions.  By  raising  the 
standard  of  medical  colleges,  and  con- 
stantly changing  the  methods  of  instruc- 
tion, medical  education  has  been  greatly 
improved,  but  its  problems  are  still  un- 
solved. The  value  of  post-graduate  study 
is  well  illustrated  by  the  benefits  which 
some  of  the  men  derived  from  their  in- 
struction and  experience  during  the  World 
War,  and  everywhere  opportunities  for 
post-graduate  study  are  increasing  and  are 
available  to  all. 

As  a corollary  to  the  education  of  our 
students  and  ourselves  there  is  the  prob- 
lem of  education  of  the  public  in  matters 
of  health,  so  that  they  shall  learn  to  re- 
cognize men  of  training  and  ability  and 
not  be  misled  by  those  who  have  only  the 
qualities  of  plausibility  and  persuasive- 
ness. In  the  campaign  for  periodic  health 
examinations,  and  in  the  dissemination  of 
information  about  cancer  and  tuberculosis, 
we  are  trying  to  stress  the  importance  of 
early  recognition  of  disease.  In  order  that 
the  profession  may  not  be  found  wanting 
in  its  knowledge,  we  must  learn  more  of 
the  early  indications  of  disease  processes, 
for  after  all  many  of  our  clinical  symptoms 
of  disease  are  in  reality  very  late  manifes- 
tations. For  instance  in  the  older  text 
books,  the  diagnostic  symptoms  of  carci- 
noma of  the  breast  were  pain,  enlargement 
of  the  axilliary  glands  and  a lump  in  the 
breast,  with  discharge  and  ulceration.  As 
some  one  has  aptly  expressed  it,  “these  are 


not  signs  of  cancer  of  the  breast,  but  the 
symptoms  of  death.’” 

With  the  introduction  and  increasing  use 
of  mechanical  means  of  examination,  much 
that  was  hitherto  obscure,  is  now  made  ac- 
cessible, and  our  clinical  interpretation  of 
symptoms  and  signs  find  added  weight  in 
the  visualization  of  actual  structural 
change,  or  the  expression  of  functional  in- 
capacity of  an  organ.  Through  the  use  of 
opaque  photographic  media,  the  roentolo- 
gist  now  shows  us  the  contour  of  the  gall- 
bladder and  the  urinary  bladder,  the  out- 
line of  the  kidney,  pelvis  and  calyces,  the 
structural  integrity  of  the  duodenal  bulb, 
the  size,  shape  and  general  outline  of 
the  maxillary  sinuses,  the  distribution  of 
the  bronchial  tree,  the  outline  of  the 
uterus  and  tubes,  and  even  the  ventricles 
of  the  brain  may  be  photographed.  One 
may  well  speculate  on  the  future  diagnos- 
tic possibility  of  the  roentgen-ray  in  medi- 
cine. 

Hitherto  used  only  in  larger  hospitals 
and  laboratories  devoted  to  experimental 
study,  the  electrocardiograph  is  now  rapidly 
coming  into  general  use,  and  we  daily  in- 
terpret the  written  record  of  the  irregu- 
larities of  the  heart  beat  and  with  accuracy 
and  certainty  locate  disturbances  in  the 
conducting  bundle  of  His. 

The  metabolimeter  expressing  the  rate 
of  metabolic  activity  has  proven  of  unques- 
tionable value  in  detecting  the  disturb- 
ances of  the  thyroid  gland.  No  longer  is 
the  diagnosis  of  myxedema  confined  to 
those  well  defined  cases  manifesting  dry 
skin,  course  hair,  heavy  features,  brittle 
finger  nails  and  rapidly  increasing  weight, 
but  we  have  come  to  recognize  the  early 
case  of  hypothyroidism,  and  have  learned 
to  combat  the  disease  in  its  earliest  mani- 
festations. 

Along  with  this  development  of  mechani- 
cal aids  in  medicine  has  gone  the  brilliant 
study  and  progress  of  biochemistry  and 
physiology.  The  suspected  nephritic  is 
investigated  by  an  estimation  of  the  func- 
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tional  capacity  of  the  kidneys,  by  the  de- 
termination of  the  degree  of  nitrogenous 
retention  in  the  blood,  the  variation  in 
specific  gravity  of  several  specimens  of 
urine,  and  the  ability  of  the  kidneys  to  ex- 
crete a selected  dye. 

Disturbance  of  the  acid-alkali  equilib- 
rium of  the  blood  are  now  detected  through 
studies  of  blood  chemistry,  and  from  this 
knowledge  has  come  an  interpretation  of 
previously  little  understood  symptoms,  and 
the  development  of  methods  for  combating 
and  preventing  such  imbalances  as  alkalo- 
sis and  acidosis.  The  estimation  of  the 
chloride  content  of  the  blood  is  of  particu- 
lar value  in  establishing  the  presence  or 
absence  of  alkalosis,  and  the  carbon  dioxide 
combining  power  of  the  blood  plasma  is  an 
index  of  the  degree  of  acidosis. 

Recently  much  interest  has  been  dis- 
played in  calcium  metabolism  and  the  in- 
fluence of  the  parathyroid  glands  on  the 
complete  metabolic  activity  of  calcium  has 
been  definitely  established.  The  occurrence 
of  tetany  no  longer  presents  a problem  and 
through  knowledge  acquired,  we  have 
means  of  combating  this  disturbance  of  the 
physiology  of  the  organism.  Tetany  fol- 
lowing thyroidectomy  is  easily  recognized 
and  immediately  controlled  by  such  specific 
therapy,  as  parathyroid  extract  and  cal- 
cium. 

The  comparatively  recent  isolation  of 
the  hormone  insulin,  which  in  some  manner 
controls  the  metabolism  of  carbohydrates, 
thereby  influencing  the  metabolic  activity 
of  fats,  was  perhaps  the  most  outstanding 
medical  achievement  of  the  century.  The 
period  of  expectancy  of  the  adult  diabetic 
has  been  greatly  increased,  and  the  juve- 
nile diabetic  no  longer  drifts  into  malig- 
nant acidosis  and  coma.  His  growth  and 
development  progress  normally  over  a 
period  of  years,  and  who  knows  but  what 
he  may  be  carried  into  productive  man- 
hood and  citizenship  by  means  of  this  ex- 
tract from  one  of  the  glands  of  internal 
secretion?  As  a consequence  of  the  use  of 


this  remarkable  agent,  we  no  longer  fear 
the  results  of  major  surgical  procedures  in 
those  individuals,  manifesting  the  clinical 
syndrome  of  glycosuria,  hyperglycemia 
and  acidosis. 

We  are  learning  more  of  chemical,  bio- 
logic, and  physiologic  pathology  instead  of 
contenting  ourselves  with  the  knowledge  of 
structural  changes.  We  are  not  satisfied 
to  know  that  a patient  has  a heart  mur- 
mur, but  we  must  try  to  determine  the 
functional  capacity  of  this  organ.  For 
after  all  symptoms  are  manifestations  of 
disturbed  function,  and  not  of  structural 
changes,  and  many  of  our  newer  methpds 
of  investigation  are  attempts  to  estimate 
the  functional  capacity  of  various  organs. 
For  instance,  the  method  of  cholecysto- 
graphy, originated  by  Graham,  is  an  at- 
tempt to  demonstrate  the  ability  of  the 
gall-bladder  to  concentrate  and  to  empty, 
which  are  its  only  established  functions. 

With  renewed  interest  and  remarkable 
originality  of  thought,  the  best  minds  of 
today  are  centered  upon  the  physiological 
interpretation  of  the  function  of  the  liver, 
whjch  is)  unquestionably  the  biochemical 
laboratory  of  the  human  body.  Is  it  too 
much  to  prophesy  that  from  these  studies 
hitherto  unexplained  physiopathological 
reactions  will  not  only  be  correctly  inter- 
preted, but  means  and  measures  for  their 
prevention  and  cure  will  be  provided? 
Crile  says  “Life  depends  upon  the  liver.” 

More  and  more  we  are  learning  to  re- 
cognize the  expression  of  the  sympathetic 
autonomic  nervous  system  in  the  produc- 
tion of  symptoms.  Long  overlooked,  its 
influence  on  visceral  activity  is  beginning 
to  be  recognized,  and  with  an  increasing 
knowledge  of  physiology  we  are  learning 
to  appreciate  how  disturbances  of  the  syint- 
pathetic  nervous  system  can  materially  in- 
fluence the  viscera  in  hastening  and  main- 
taining their  evident  departures  from  nor- 
mal. Such  operations  as  periarterial  sym- 
pathectomy, denervation  of  the  stomach, 
and  cervical  sympathectomy  are  impres- 
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sive  examples  of  the  efforts  of  surgeons  to 
treat  disease  manifestations  by  correcting 
hyperphysiological  activity  of  the  nerves 
supplying  a viscera. 

Another  advancement  in  the  treatment 
of  disease  is  in  limiting  our  use  of  reme- 
dies to  those  natural  agents : diet,  sunshine, 
fresh  air,  and  rest,  and  to  those  few  well 
tried  drugs  whose  pharmacological  value 
has  been  thoroughly  established.  But  we 
must  be  cautious  lest  the  avalanche  of 
pseudo-scientific  literature  which  covers 
our  desks  leads  us  back  to  the  use  of  a 
score  or  more  of  remedies  for  every  symp- 
tom. 

Many  diseases  are  fairly  well  treated  in 
the  individual  without  having  as  yet  dis- 
covered their  etiology.  Pernicious  anemia 
seems  to  be  greatly  improved  by  feeding 
whole  liver  and  liver  fraction.  However, 
the  problem  of  preventive  treatment  of 
these  diseases  is  inadequately  met  until 
their  causes  are  established.  When  etio- 
logical agents  are  discovered  the  medical 
profession  is  quick  to  turn  this  knowledge 
into  the  path  of  prevention.  We  have 
stamped  out  smallpox,  yellow  fever,  bu- 
bonic plague,  and  epidemics  of  scarlet 
fever  and  typhoid  fever  are  becoming  less 
severe.  Witness  the  control  of  malaria  and 
typhoid  fever  in  your  own  dear  State. 

Perhaps  no  other  disease  has  received  as 
much  scientific  investigation  as  cancer,  yet 
despite  the  ceaseless  co-operative  efforts 
of  the  labo ra to ry-- worker,  the  clinician  and 
the  surgeon,  the  cause  of  cancer  still  re- 
mains hidden  in  apparently  hopeless  ob- 
scurity. In  our  eternal  hope  we  have  in- 
vestigated the  cures  employed  by  quacks, 
and  have  accepted  with  enthusiasm  the 
scientific  suggestions  of  research  workers, 
only  to  find  in  the  end  disappointment  and 
failure.  For  the  cancer  patient  we  use 
surgery,  radium  and  roentgen-ray,  but  for 
the  control  of  cancer  we  are  dependent 
upon  educating  the  public  to  the  import- 
ance of  early  treatment,  and  to  the  recog- 
nition of  precancerous  lesions. 


The  ever  widening  field  of  medicine  of 
today  has  developed  the  specialist,  a man 
who,  by  limiting  his  scope  of  activity,  is 
able  to  acquire  more  accurate  and  exten- 
sive knowledge  in  his  particular  branch  of 
the  science.  There  are  those  who  claim  to 
be  specialists  who  have  no  more  diagnostic 
skill  nor  successful  methods  of  treatment 
than  the  old  family  doctor.  Other  special- 
ists become  mere  technicians,  having  lost 
sight  of  disease  a,s  it  effects  the  entire 
organism  and  find  explanation  of  every 
symptom  in  the  disturbance  of  the  organs 
they  treat.  McGuire  says:  “His  patients 
often  suffer  from  special  attention  and 
general  neglect.  Motes  are  pulled  out  of 
the  eyes  and  beans  are  left  in  the  belly, 
or  the  abdomen  is  invaded  for  real  or  sup- 
posed appendicitis  and  the  lungs  are  left 
to  fight  their  own  battle  with  tuberculo- 
sis.” 

To  offset  the  disadvantages  of  specializa- 
tion, there  is  the  system  of  group  medicine, 
a kind  of  medical  teamwork  which  func- 
tions as  the  surgical  team  does  in  the  oper-. 
ating  amphitheatre.  But  above  all,  we 
need  today,  as  we  have  always  needed,  the 
competent  general  practitioner,  for  he  is 
the  backbone  of  medicine,  and  the  stand- 
ard by  which  our  progress  is  measured. 

And  he  it  is  I would  applaud — this  gal- 
lant crusader;  this  tireless  minister  to  the 
poor;  this  fearless  counsellor  of  the  rich; 
this  faithful  friend  to  the  unfortunate ; this 
zealous  and  undaunted  seeker  after  truth. 

It  is  the  glow  of  his  steadfast,  if  some- 
times feeble  torch,  that  has  lighted  the  in- 
candescent way  to  thrilling  discoveries  in 
the  laboratories  of  today.  It  is  the  sturdy 
tread  of  his  untiring  footsteps  that  echoes 
down  the  corridors  of  science.  It  is  from 
his  hand  that  the  young  doctor  of  todoy 
will  receive  the  scroll  as  did  the  runners 
in  the  ancient  days.  It  is  from  his  lips 
they  will  hear  the  words  of  courage:  “Go 
on — Go  on ; my  body  is  weary,  but  my 
spirit  travels  with  you.” 
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THE  YOUNG  PHYSICIAN.* 

C.  JEFF  MILLER,  M.  D., 

New  Orleans. 

All  valedictory  and  baccalaureate  re- 
marks have  certain  handicaps  to  overcome, 
and  the  Ivy  Day  address  is  in  even  worse 
case  than  any  of  the  others.  Besides  being 
delivered  on  a particularly  hot  morning  in 
June,  it  is  always  made  by  a member  of 
the  Medical  Faculty,  from  the  voices  of 
whom,  after  years  of  dutiful  listening,  the 
graduates  might  expect  at  this  time  to 
have  surcease.  I feel  for  you,  gentlemen, 
and  I shall  show  my  sympathy  in  a prac- 
tical way  by  being  as  brief  as  I can. 

The  traditional  observation  that  com- 
mencement is  truly  the  beginning  of  active 
life  is  not  quite  exact  in  regard  to  the 
medical  graduate.  Most  of  you — I wish  it 
could  be  all  of  you — will  serve  one  or  more 
interne  years,  and  during  them,  I venture 
to  predict,  you  will  learn  more  of  your 
profession  than  you  have  learned  in  all 
your  college  classes.  It  is  not  the  rule 
here,  as  it  is  in  certain  other  schools,  that 
the  medical  degree  is  withheld  until  a 
year’s  interneship  has  been  completed,  and 
I am  not  sure  that  this  is  the  wisest  way 
to  accomplish  the  result,  but  certainly  the 
principle  is  absolutely  correct, ' that  no 
man  is  fitted  to  practice  medicine  inde- 
pendently until  he  has  practiced  it  on  ac- 
tual patients  and  under  strict  supervision. 

The  great  weakness  of  medical  education 
today  is,  as  you  know,  that  the  contact 
with  patients  during  the  undergraduate 
years  is  extremely  brief.  The  laboratory 
or  pure  sciences  are  in  the  saddle,  and,  as 
more  than  one  voice  of  authority  has  pro- 
claimed, we  are  in  danger  of  forgetting 
that  the  function  of  the  medical  school  is, 
after  all,  to  train  physicians  to  minister  to 
the  sick.  More  and  more  in  the  last  quar- 
ter of  a century  has  the  clinical  aspect  of 
medicine  been  slighted  in  medical  educa- 
tion. The  heads  of  departments  in  the 

*Ivy  Day  address,  Tulane  University  School  of 
Medicine,  June  12,  1928. 


foremost  schools  of  the  country  are  no 
longer  active  clinicians.  They  are  full- 
time men,  well  trained,  able,  scholarly,  I 
grant  you,  but  nevertheless  men  whose 
point  of  view  is  warped  by  the  fact  that 
they  have  no  real  contact  with  patients, 
that  their  activities  are  largely  or  entirely 
confined  to  the  classroom  and  to  the  lab- 
oratory. I do  not  propose  on  an  already 
warm  morning  to  enter  upon  the  vexed 
discussion  of  laboratory  versus  clinical 
medicine,  which  would  make  us  all  much 
warmer  than  we  are  now.  But  I would 
point  out  that  most  of  the  verbiage  could 
be  eliminated  from  the  argument  if  com- 
mon sense  were  permitted  to  rule  the 
situation,  if  it  were  realized  that  the  one 
aspect  of  medicine  is  the  complement  of 
the  other,  and  that  neither  the  clinician 
nor  the  laboratory  worker  can  live  to  him- 
self alone.  The  practising  physician  is 
bound  to  the  research  physician  by  a thou- 
sand indissoluble  ties,  and,  as  Cushing 
aptly  says,  it  could  not  possibly  harm  a 
teacher  of  the  preclinical  sciences  to  have 
served  a house-officership,  nor  could  it 
dampen  his  investigative  ardor  to  spend 
an  occasional  hour  or  two  in  contact  with 
patients  in  the  wards  or  the  clinics. 

Whether  the  old  system  of  medical 
education,  which  put  most  of  the  empha- 
sis on  the  clinical  side,  produced  better 
physicians  than  the  present  system,  in 
which  the  emphasis  is  reversed,  is  the  acid 
test  of  the  problem,  and  you  of  this  medi- 
cal generation  will  write  the  answer  in 
your  own  achievements.  Personally,  I was 
educated  under  the  old  system  and  I have 
always  regretted  that  my  laboratory  train- 
ing was  so  slight.  But  I fear  that  we  are 
going  too  far  in  the  other  direction,  and  I 
know  that  Graves  is  right  when  he  says 
that  the  modem  medical  graduate  has  had 
little  training  in  practical  therapeutics  and 
none  at  all  in  the  humanities  of  medicine. 
And  because  this  is  so,  I know  that  an  in- 
terne year,  a practical  apprenticeship,  as  it 
were,  is  infinitely  more  necessary  and  more 
desirable  now  than  it  was  twenty-five  years 
ago. 
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After  the  interne  year,  what?  Well, 
another  over-worked  tendency  in  medicine 
today  is  too  early  specialization.  Some  de- 
gree of  specialization,  of  course,  is  inevit- 
able, for  the  march  of  medical  events  has 
been  too  rapid  to  permit  the  individual  phy- 
sician any  longer  to  be  all  things  to  all 
patients.  But  let  me  remind  you  that  all 
successful  specialism  is  built  upon  the  foun- 
dation of  general  practice.  You  cannot 
treat  special  diseases  until  you  realize  their 
relation  to  general  diseases,  until,  as  Ches- 
terton puts  it,  you  see  “the  broad  daylight 
of  proportion  which  is  the  principle  of  all 
reality”. 

And  if  you  prefer  general  practice,  if 
you  have  no  leaning  toward  any  of  the 
specialties,  by  all  means  remain  in  general 
practice.  We  need  more  general  practi- 
tioners today,  as  a long-suffering  and 
loudly-complaining  public  will  testify. 
There  is  no  stigma  of  disgrace,  no  hint  of 
contumely,  attached  to  these  men  of  fine 
devotion  and  consecration  whose  feet  are 
set,  if  you  will,  in  the  middle  ways.  The 
profession  of  medicine  needs  few  things 
more  than  a recrudescence  of  the  old-fash- 
ioned family  physician. 

But  if  you  do  decide  to  specialize,  you 
must  realize  at  the  outset  that  something 
more  is  needed  than  the  mere  decision  to 
do  so.  Special  practice  implies  special 
training.  I take  surgery  as  my  illustra- 
tion because  it  has  a constant  lure  for  the 
young  graduate,  but  what  I have  to  say  is 
applicable  to  any  branch  of  medicine. 
Whether  the  day  will  ever  come  when  there 
will  be  more  restrictions  on  the  practice  of 
surgery  than  there  are  at  present,  I can- 
not say,  but  I greatly  fear  that  unless  we 
clean  our  own  house,  other  duly  consti- 
tuted authorities  will  clean  it  for  us.  No 
other  branch  of  medicine  is  fuller  of  self- 
appointed  specialists,  no  other  branch  ac- 
tually requires  a more  thorough  prepara- 
tion. “A  man,”  says  DaCosta,  “who  tries 
to  start  out  as  a surgical  specialist  never 
learns  the  rudiments  of  surgery  through- 
out all  his  days,”  and  W.  J.  Mayo  is  not 
unduly  harsh  when  he  says  that  “young 


men  without  special  training  are  not  to  be 
encouraged  in  wanton  assaults  on  major 
surgical  diseases  unless  justified  by  neces- 
sity,” a necessity,  I might  add,  which  sel- 
dom exists  in  these  days  of  easy  transpor- 
tation and  many  hospitals. 

Manual  dexterity  is  the  smallest  part  of 
the  surgeon’s  kit.  Far  more  does  he  need 
surgical  judgment  and  a surgical  con- 
science and  that  most  prosaic  thing,  a 
knowledge  of  surgical  anatomy.  Moyni- 
han,  you  will  remember,  stresses  the  im- 
portance of  learning  pathology  on  the  liv- 
ing subject,  but  you  will  note  that  he  does 
not  include  anatomy  in  the  lesson.  Do  not, 
I beg  of  you,  attempt  to  learn  anatomy  in 
the  operating  room  and  on  your  patients. 
The  place  to  learn  it,  the  only  place  to 
learn  it,  is  in  the  dissecting  room  and  on 
the  cadaver.  DaCosta  says  that  when  it 
comes  to  surgery  some  people  do  not  know 
enough  to  be  afraid;  that  knowledge,  I 
fear,  comes  only  with  the  years,  but  at 
least,  if  you  determine  to  be  a surgeon, 
write  it  on  your  heart  that  the  best  sur- 
geon is  often  the  man  who  does  the  small- 
est amount  of  surgery,  and  that  under  cer- 
tain circumstances,  at  least,  time  may  be 
the  best  surgeon  of  us  all. 

No  matter  what  branch  of  medicine  you 
elect  to  follow,  you  must  be  students  until 
the  end  of  your  days.  Medicine  does  not 
stand  still  and  of  the  making  of  its  books 
there  is  no  end.  If  you  have  not  already 
cultivated  the  habit  of  study — and  it  is 
astonishing  how  many  college  graduates 
have  not — then  use  your  spare  time — of 
which,  alas,  you  will  have  much  in  the  first 
years  of  your  practice — to  form  the  habit. 
If  you  are  so  exceptional  and  so  fortunate 
as  to  be  busy  at  once,  then  make  the  time. 
But  read  regularly,  make  systematic  study 
an  integral  part  of  your  life,  lose  no  oppor- 
tunity of  observing  the  work  of  others,  at- 
tend medical  meetings,  visit  hospitals  and 
clinics,  finally,  when  you  have  something 
to  say,  do  not  hesitate  to  say  it  or  to  write 
it  yourself.  “The  man,”  says  Francis 
Bacon,  “that  is  young  in  years  may  be  old 
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in  hoars  if  he  have  lost  no  time.”  Turn 
the  lean  years  to  account  by  cultivating 
the  ha  nits  of  the  student,  by  keeping 
abreast  of  the  medical  times,  and  you  will 
find  yourself  repaid  a hundred  fold  and 
more. 

Why  you  have  decided  to  be  physicians 
I do  not  know,  and  I greatly  doubt  whether 
many  of  you  know  either.  There  are  some 
among  you,  J am  sure,  who  have  really  had 
a vocation,  v ':io,  as  wise  old  Stephen  Paget 
says,  ‘Vere  railed  to  be  doctors  before 
(you)  were  ca.led  to  be  babies,”  but  most 
of  you,  I am  sure,  are  where  you  are  for 
more  accidental  reasons.  Some  of  you,  I 
question  not,  have  erred  in  your  choice,  are 
realizing,  even  now,  that  you  are  not  where 
you  would  be,  that  your  love  lies  elsewhere. 
If  this  is  so,  if  you  can  honorably  retire, 
do  so  before  it  is  too  late.  But  most  of 
you  will  not  be  so  situated  as  to  be  able  to 
throw  away  these  years  of  preparation, 
and  you  must  lie  upon  the  bed  you  have 
made.  Remember,  in  that  case,  that  in 
many  lives — I had  almost  said  in  most  lives 
— duty  faithfully  done  may  well  take  the 
place  of  inspiration,  and  that  the  grace  of 
courage,  in  the  phrase  of  the  beloved  and 
gallant  R.  L.  S.,  is  a staff  which  each  of 
us  may  cut  for  our  own  journey. 

Even  those  of  you  have  turned  to  medi- 
cine from  sheer  love,  who  follow  it  with 
the  devotion  St.  Francis  lavished  on  his 
dear  Lady  Poverty,  have  chosen  a life  of 
arduous  toil,  a life  that  in  its  very  essence 
will  never  be  an  easy  one.  Whether  you 
will  it  so>  or  not,  from  this  time  forward 
your  life  belongs  largely  to  others.  You 
are  dealing  in  human  lives,  you  are  set 
above  other  men  in  that,  as  far  as  mortals 
may,  you  hold  the  issues  of  life  and  death 
in  your  hands.  You  will  know  anxious 
days  and  wakeful  nights,  you  will  know 
self-reproach  and  many  misgivings  and 
much  soul-searching  and  heart-breaking 
care.  You  cannot  be  faithful  to  your  pro- 
fession and  avoid  these  things.  You  will 
know  what  it  is  to  give  without  stint  of 
your  time,  of  your  knowledge,  of  your  skill, 
of  your  very  self,  and  sometimes  to  give  it 


all  in  vain.  You  have  chosen  a profession, 
not  a trade,  a profession  whose  only  reason 
for  being  is  to  succor  mankind,  to  add  to 
the  sum  of  health  and  happiness  on  earth, 
not  to  exploit  human  beings  for  personal 
gain.  Your  reward  will  be  in  kind  quite 
as  often  as  in  coin  of  the  realm,  but  no 
matter  what  it  is,  no  matter  if  it  does  not 
come  at  all,  the  medical  profession,  like 
the  priesthood  from  which  it  springs,  must 
not  be  commercialized.  “The  world  must 
return  to  the  word  duty  and  be  done  with 
the  word  reward.” 

Stevenson,  in  one  of  his  letters,  says  that 
he  went  to  church  and  the  clergyman  did 
his  best  to  make  him  hate  him.  I am  afraid 
I am  in  the  situation  of  that  clergyman.  I 
have  certainly  preached  to  you,  and  in 
these  unregenerate  days  it  is  highly  un- 
fashionable to  preach  and  equally  unfash- 
ionable to  listen,  as  you,  perforce,  have 
been  obliged  to  do.  I realize  that  I have 
said  nothing  to  you  which  you  do  not 
already  know.  I have  merely  tried  to  re- 
mind you  again  of  a side  of  the  medical 
profession  which  in  the  busy  round  of  col- 
lege and  in  the  practical  atmosphere  of 
these  modern  days  you  are  all  too  likely  to 
forget.  You  are  as  much  bound  by  the  old 
Oath  of  Hippocrates  as  if,  as  is  still  the 
custom  in  some  medical  schools,  you  had 
actually  subscribed  to  it,  and  you  will  learn, 
as  the  years  go  by,  that  “only  in  accom- 
plishing this  oath  and  not  confounding  it” 
may  you  expect  to  have  “enjoyment  of  life 
and  art”  and  “good  repute  among  all  men 
for  ever  and  ever.” 


Spirochetal  Jaundice. — In  the  eighth  proved  case 
of  Leptospira  icterohemorrhagiae  reported  in  the 
United  States,  the  symptoms,  including  the  usual 
relapse,  were  characteristic  of  this  disease.  The 
mode  of  infection  could  not  be  determined.  Mul- 
holland  and  Bray  state  that  jaundice  with  high 
fever,  prostration,  muscular  pains,  nosebleed  or 
hemorrhage  with  lymphocytosis  and  many  large 
lymphocytes  should  make  one  suspect  Weil’s  dis- 
ease. The  diagnosis  can  be  made  in  the  early 
stages  by  inoculating  a guinea-pig  with  the  pa- 
tient’s blood.  The  authors  agree  with  numerous 
other  writers  that  mild  jaundice,  as  seen  in  epi- 
demics, particularly  prevalent  in  institutions,  is 
probably  not  of  this  type,  for  injections  of  blood 
into  the  guinea-pig  from  a number  of  such  cases 
gave  entirely  negative  results.  J.A.M.A.,  90:1113, 
1928. 
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THE  CONTROL  OF  TUBERCULOSIS  IN 
INFANTS  AND  CHILDREN* 

HARVEY  F.  GARRISON,  M.  D., 
Jackson,  Miss. 

There  are  many  factors  which  will 
necessarily  enter  into  any  program  of  pre- 
vention of  tuberculosis  in  infants  and 
children.  Tuberculosis  is  defined  by  prac- 
tically all  the  authorities  as  the  condition 
resulting  from  an  invasion  of  the  body  by 
the  tubercle  bacillus  or  as  a spiecific  in- 
fectious disease  caused  by  the  invasion  of 
the  body  by  the  tubercle  bacillus. 

For  a more  practical  working  basis  it 
occurs  to  me  that  we  should  consider  the 
disease  both  contagious  and  infectious.  It 
is  generally  accepted  now  that  practically 
all  of  our  tuberculosis  is  contracted  in  in- 
fancy or  childhood.  In  many  instances 
the  disease  is  arrested  and  remains  dor- 
mant over  a period  of  years  or  until  the 
invasion  of  the  body  by  some  other  disease 
lowers  the  vitality  and  reduces  the  pa- 
tients resi(sting  power. 

There  are  only  two  types  of  tuberculosis 
which  we  may  consider  of  importance  in 
the  discussion  of  this  subject  at  this  time: 
the  human  and  the  bovine.  We  contract 
most  of  our  tuberculosis  by  contact.  In  the 
fight  against  tuberculosis  there  has  been 
a reduction  ijn  the  number  of  deaths  but 
not  a proportionate  reduction  in  the  inci- 
dence of  the  disease.  In  other  words  our 
activities  have  been  centered  more  on  the 
cure  or  arrest  of  the  disease  and  the  pro- 
tection of  the  sick  patient  in  order  to  pro- 
long his  life  rather  than  the  prevention  of 
the  disease  in  others. 

Eugene  L.  Opie  and  Hans  Anderson 
state  that  the  lesions  which  occur  in  the 
lungs  of  almost  all  individuals  who  die 
from  conditions  other  than  tuberculosis 
have  the  characteristics  of  tuberculosis  of 
childhood ; that  is,  they  occur  as  foci  of  in- 
fection in  the  substance  of  the  lung  and  are 


*Read  at  the  Mississippi  State  Medical  Associa- 
tion meeting,  Jackson,  Miss. 


not  more  frequent  in  the  apices  than  else- 
where. Surely  it  is  very  logical  to  believe 
that  childhood  tuberculosis  is  the  forerun- 
ner of  the  adult  type.  Then  if  adult  tuber- 
culosis is  to  be  successfully  combated  it 
should  be  attacked  at  its  source,  namely  in 
infancy  and  childhood. 

There  is  no  doubt  now  that  the  incidence 
of  tuberculosis  infection  has  been  exagger- 
ated in  this  country,  yet  we  know  that 
around  one  hundred  thousand  people  die  of 
the  disease  in  the  United  States  every  year. 
We  are  losing  about  two  thousand  people 
annually  in  Mississippi  from  tuberculosis 
and  this  does  not  include  the  many  deaths 
from  other  causes  in  whom  tuberculosis 
was  a factor.  Von  Pirquet  in  1909  pub- 
lished statistics  from  Vienna  on  1334 
children*  up  to  14  years  of  age.  He  showed 
that  70  per  cent  of  the  children  gave  a 
positive  tuberculin  skin  test  and  that  90 
per  cent  at  14  years  of  age  reacted  posi- 
tively to  tuberculin.  These  statistics 
were  adopted  as  universal  and  as  a 
standard  in  this  country,  but  recent  data 
obtained  by  recognized  authorities  have 
proven  the  extent  to  which  we  have  been 
mistaken.  It  would  seem  that  the  inci- 
dence of  tuberculous  infection  in  children 
is  to  a great  extent  a community  affair 
varying  with  the  prevalence  of  tubercu- 
losis in  the  community  or  city.  In  Vienna, 
for  instance,  it  is  well  known  that  the  dis- 
ease is  rampant  and  almost  every  child  can 
be  considered  a contact.  About  one  fifth 
of  all  deaths  in  Vienna  are  due  to  tubercu- 
losis, therefore,  it  has  been  thoroughly 
proven  that  we  could  not  adopt  the  sta- 
tistics of  Vienna  as  being  indicative  of  the 
prevelance  of  the  disease  in  this  country, 
yet  we  know  that  the  prevelance  of  this 
disease  in  our  country,  and  in  this  state,  is 
alarming.  It  is  estimated  that  we  have 
constantly  in  our  state  from  twenty  to 
thirty  thousand  cases  of  active  tubercu- 
losijs.  Now  if  we  will  just  consider  for  a 
moment  the  thousands  of  little  children 
who  are  being  exposed  daily  to  these  active 
cases  and  at  the  same  time  realize  that  it 
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is  practically  impossible  for  a young  child 
or  infant  to  be  continually  exposed  in  this 
manner  and  escape  the  infection,  then  we 
will  begin  to  see  the  seriousness  of  our 
problem. 

The  prevention  of  tuberculosis  in  in- 
fancy and  childhood  should  begin  first  in 
the  prevention  of  marriage  between  tuber- 
culous individuals,  or  if  married,  to  prevent 
the  conception  of  children.  Now  let  it  be 
understood  that  we  are  not  so  radical  as  to 
say  that  we  should  prevent  the  marriage 
and  conception  of  children  in  the  appa- 
rently cured  or  arrested  case.  Neither 
man  nor  woman  has  a right  to  marry  when 
actively  ill  with  tuberculosis,  but  they  may 
marry  and  have  children  when  the  disease 
is  cured  or  apparently  has  been  arrested. 
A thorough  physical  examination  by  a 
competent  physician  at  least  every  three  or 
four  months  is  advisable  in  such  cases. 
After  such  examinations  the  physician 
should  offer  such  advice  as  he  deems 
proper.  If  a woman  who  is  pronounced 
actively  tuberculous  becomes  pregnant 
she  should  receive  the  very  best  of  care  be- 
fore, during  and  after  labor.  The  labor 
should  be  handled  in  such  a manner  as  to 
prevent  the  exhaustive  bearing  down  ef- 
forts which  are  likely  to  produce  pulmonary 
hemorrhage  or  flare  up  an  old  arrested 
case.  In  such  cases  when  the  child  is 
born  it  should  be  immediately  removed 
from  the  mother  and  placed  in  a healthy 
environment  or  with  a foster  mother.  The 
tuberculous  mother  should  never  nurse  her 
baby  and  close  contact  of  mother  and  child 
must  be  strictly  avoided  The  infantorium 
idea  properly  supervised  by  a competent 
pediatrician  would  be  almost  ideal  for 
such  cases  but  the  same  work  may  be  done 
in  our  modern  well  managed  preventor- 
iums. 

The  work  of  Prof.  Calmette  leads  us  to 
hope  that  more  frequent  employment  of  his 
clinical  work  with  B.C.G.  (non-tuberculo- 
genic  modified  bacillus)  will  perhaps  en- 
able the  situation  to  be  mastered  as  far  as 
it  concerns  the  newly  born  baby  of  tuber- 


culous parents.  According  to  Calmette,  in 
France  alone,  up  to  January  1,  1926,  five 
thousand,  one  hundred  and  eighty-three 
nurslings  have  been  vaccinated  by  mouth, 
one  thousand  three  hundred  and  seventeen 
of  them  within  the  last  six  to  eighteen 
months.  The  mortality  from  birth  to  one 
year  of  infants  of  tuberculous  mothers  or 
of  those  in  infected  families  is  at  least  25 
per  hundred  and  frequently  much  higher 
but  that  of  infants  protected  by  B.C.G.  is 
less  than  2 per  hundred.  This  method  of 
immunization  is  harmless.  It  does  not 
even  involve  danger  of  accident,  febrile 
reaction  or  physilogic  disturbance.  The 
duration  of  conferred  immunity  cannot  as 
yet  be  determined  but  it  appears  to  be  long 
enough  to  protect  the  children  from  family 
contamination  until  after  they  are  three 
years  of  age  provided  the  contagion  is  not 
too  massive.  This  vaccination  should 
not  cause  any  one  to  dispense  with  any 
hygenic  measures  which  are  capable  of 
preventing  or  lessening  massive  infection. 

Although  we  have  in  Mississippi  but  a 
very  few  tuberculous  cattle  it  goes  without 
saying  that  all  dairy  cows  at  least  should 
be  tuberculin  tested  at  regular  intervals 
and  all  tuberculous  cattle  removed  from 
the  herd  at  once.  Just  at  this  point  it  is 
well  to  say  that  raw  or  unboiled  milk  has  no 
place  as  a proper  food  for  babies  under  one 
year  of  age.  All  cows’  milk  should  be  boiled 
or  at  least  pasteurized  before  being  fed  to 
babies  under  one  year  of  age.  All  anemic, 
undernourished  or  underweight  children 
and  all  contact  children  should  receive  the 
skin  or  intracutaneous  tuberculin  test. 
The  positive  reaction  indicates  the  exist- 
ance  of  tuberculous  infection,  not  neces- 
sarily the  existence  of  clinical  tuberculosis. 
If  the  reaction  is  positive  or  if  the  clinical 
symptoms  indicate  tuberculosis  the  usual 
hygienic  dietietic  treatment  should  be  insti- 
tuted at  once. 

The  diagnosis  of  tuberculosis  in  children 
is  a rather  difficult  job.  The  signs  and 
symptoms  upon  which  a diagnosis  can  be 
made  of  early  tuberculosis  are  indeed  very 
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few.  The  diagnosis  of  early  tuberculosis 
is  important  from  the  social  aspect  and 
also  from  an  economic  point  of  view.  It 
should  be  given  the  attention  it  deserves 
not  only  from  the  specialist  but  from  the 
general  practitioner  as  well  because  it  is 
the  latter  who  will  necessarily  have  the 
greatest  responsibility  in  the  premises. 
Unfortunately  little  has  been  written  on 
the  subject  of  the  diagnosis  of  tuberculosis 
in  infants  and  children.  The  medical 
schools  have  been  woefully  negligent  along 
this  line  of  teaching.  There  remains  much 
confusion  and  differences  of  opinions  as 
to  what  constitutes  a basis  for  diagnosis  of 
incipient  tuberculosis  in  children.  There 
is  a great  demand  by  the  pediatrician  for 
more  light  on  the  subject.  It  is  obvious 
that  if  progress  is  to  be  made  in  combat- 
ting this  much  dreaded  disease  that  it 
must  be  diagnosed  at  the  earliest  possible 
moment  after  infection  has  occurred.  It 
is  still  more  obvijous  that  if  further  pro- 
gress is  to  be  made  in  adult  tuberculosis, 
we  must  necessarily  make  the  diagnosis 
during  childhood,  at  which  time  the  infec- 
tion takes  place.  The  reliability  of  the 
intradermal  or  even  the  ^kin  tuberculin 
test  of  today  need  not  be  doubted.  Out  of 
80  patients  given  the  cutaneous  tuberculin 
test  by  L.  Cummins  on  known  cases  of 
tuberculosis  a positive  reaction  was  noted 
in  all  except  three,  a total  of  96.2  per  cent. 
Those  that  gave  doubtful  or  negative  tests 
were  severely  ill  with  advanced  tubercu- 
losis and  died  within  three  months.  Von 
Pirquet  says  that  in  cases  presenting  clini- 
cal evidence  of  tuberculosis  the  reaction  is 
positive  in  almost  all  instances  after 
twenty-four  hours.  J.  Claxton  Gittings 
and  John  D.  Donnelly  conclude  that  a posi- 
tive tuberculin  reaction  does  not  occur  in 
the  absence  of  a tuberculous  infection. 
However,  there  are  instances  when  a child 
with  a tuberculous  infection  does  not  react 
to  tuberculin ; namely,  first — incubation 
period  of  tuberculosis;  second — acute  tu- 
berculous infection  with  marked  constitu- 
tional symptoms;  third — miliary  tubercu- 
losiis,  tuberculous  menengitis,  advanced 


pulmonary  tuberculosis  and  during  certain 
infectious  diseases  such  as  measles,  100  per 
cent,  scarlet  fever  84  per  cent,  diphtheria 
12  per  cent  and  others  as  pneumonia,  in- 
fluenza, erysipelas,  typhoid  fever,  and  dur- 
ing tuberculin  therapy.  That  a positive 
tuberculin  test  reveals  a latent  tuberculous 
infection  i(s  unquestioned.  It  is  also  posi- 
tively conceded  that  a positive  tuberculin 
test  in  an  i,nfant  and  a very  young  child 
usually  implies  an  active  tuberculosis.  Tu- 
berculosis of  childhood,  particularly  be- 
tween the  ages  of  six  to  ten  years,  is  a 
disease  of  the  lymph  glands  involving 
mostly  the  tracheobronchial  glands;  apical 
lesions  rarely  occur  before  ten  years  of 
age.  Slater  found  that  the  younger  child 
showed  involvment  of  the  hilum  glands 
and  that  the  older  child  beginning  with 
eleven  years  showed  lung  involvment.  R. 
Gutterback  states  that  hilum  involvment 
is  the  most  common  form  of  tuberculosis 
in  childhood.  It  is  of  great  importance  to 
appreciate  that,  at  least  in  early  tubercu- 
losis of  childhood,  the  hilum  glands  are  the 
only  seat  of  infection.  This,  therefore, 
will  produce  little  or  no  physical  signs 
other  than  the  D’Espine.  The  paren- 
chyma not  being  involved  in  incipient  cases, 
physical  signs  will  therefore  be  absent.  If 
one  awaits  the  presence  of  physical  signs 
in  the  chest  and  tubercle  bacilli  in  the 
sputum  to  diagnose  tuberculosis  in  child- 
hood he  will  only  diagnose  the  advanced 
cases  or  those  who  have  already  evolved 
into  the  adult  type  and  for  whom  the  prog- 
nosis is  very  grave. 

The  roentgen-ray  helps  us  but  very  little 
in  the  diagnosis  of  incipient  hilum  tuber- 
culosis. It  will  show  us  the  presence  of  in- 
filtration with  increased  density  and  the 
presence  of  nodules,  but  it  is  difficult  for 
the  radiologist  to  differentiate  the  type  of 
infection.  It  is  well  to  remember  that 
there  are  many  causes  for  tracheobronchial 
adenitis,  for  instance  in  whooping  cough, 
measles,  bronchopneumonia,  influenza, 
chronic  bronchitis,  lues,  Hodgkins  disease 
and  asthma.  Now  to  summarize  the  main 
points  i)n  diagnosis,  I will  say,  that  it  is 
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generally  accepted  that,  first,  a positive 
tuberculin  test  in  a child  under  ten  years 
of  age  is  of  much  significance  and  should 
be  given  due  consideration ; second,  exclud- 
ing the  conditions  noted  in  this  paper  a 
persistent  negative  tuberculin  test  indi- 
cates the  absence  of  a tuberculous  infec- 
tion; third,  excluding  tuberculous  lesions 
of  the  bone  and  other  organs  tuberculosis 
in  children  is  essentially  a tracheobron- 
chial adenitis  with  little  or  no  physical 
signs  except  for  a positive  D’Espine; 
fourth,  the  presence  of  tracheobronchial 
glands  does  not  necessarily  mean  tuber- 
culosis and  a negative  tuberculin  test  is  of 
great  importance  in  differentiating;  fifth, 
children  with  incipient  tuberculosis  are 
not  necessarily  underweight,  yet  it  is  gen- 
erally considered  that  malnourished  and 
underweight  children  are  potentially  tuber- 
culous; sixth,  sixty-four  to  eighty-one  per 
cent  of  school  children  between  the  ages 
of  5 to  14  years  who  give  a definite  history 
of  contact  become  infected ; seventh,  a defi- 
nite history  of  contact,  the  presence  of 
enlarged  tracheobronchial  glands  and  a 
positive  tuberculin  test  are  sufficient 
grounds  to  make  a diagnosis  of  incipient 
tuberculosis  in  children.  Now  with  con- 
vincing statistics  that  the  prevalency  of 
tuberculosis  is  alarming,  and  with  evidence 
that  about  75  per  cent  of  all  children  who 
come  in  contact  with  the  disease  actually 
becoming  infected,  surely  we  may  conclude 
that  the  task  before  us  is  to  prevent  ex- 
posure to  open  or  active  cases. 

Children  showing  the  signs  of  glandular 
tuberculosis  should  be  treated  with  helio- 
therapy as  a prophylactic  measure  as  early 
as  possible.  Natural  sunlight  is  prefer- 
able but  when  it  is  not  available  artificial 
light  therapy  may  be  used.  General  physi- 
cal therapeutics  should  be  combined  with 
general  hygiene  and  prophylaxis  against 
rickets  and  general  glandular  tuberculosis 
which  always  include  pure  cod  liver  oil. 
The  preventorium  or  open  air  schools  are 
of  paramount  importance.  All  anemic  or 
pretuberculous,  undernourished,  actually 


tuberculous,  or  rachitic  children  should 
have  access  to  the  open  air  school  or  pre- 
ventorium. It  has  been  shown  that 
children  who  attend  open  air  class,  al- 
though they  have  fewer  lessons,  advance 
in  their  studies  and  often  even  surpass 
children  who  spend  from  five  to  six  hours 
in  the  stuffy  class  rooms  of  the  average 
schools.  Midday  luncheon,  composed  of 
nourishing  food  with  a liberal  amount  of 
pure,  wholesome  milk,  warm,  well  prepared 
gumbo  soup  and  buttered  toast  is  strongly 
advocated.  Mental  training  of  children 
must  not  be  had  at  the  expense  of  sound 
physical  development.  The  greatest  dan- 
ger of  tuberculosis  in  the  weak,  predis- 
posed, anemic  or  underfed  child  comes 
with  the  approach  of,  and  during  the 
adolescense  period.  Prophylactic  work  in 
this  type  is  particularly  deficient.  Long 
hours  in  badly  ventilated  class  rooms,  in 
college  lecture  halls,  in  store  or  warerooms 
and  lack  of  proper  recreation,  irregular 
meals  often  insufficient  in  quantity  and 
quality  and  unsanitary  living  in  general 
are  leading  factors  in  the  development  of 
tuberculosis  in  the  adolescent.  According 
to  statistics  of  the  New  York  Tuberculosis 
and  Health  Association  in  1924  there  were 
17  deaths  from  tuberculosis  among  boys 
aged  from  10  to  14  years,  44  deaths  among 
girls  of  the  same  age;  116  deaths  among 
boys  of  16  to  19  and  227  deaths  among 
girls  of  the  same  age.  Aside  from  the 
causes  already  mentioned  the  greater  tu- 
berculosis mortality  among  girls  may  be 
due  to  the  foolish  fad  of  trying  to  appear 
slender.  It  is  suggested  that  many  of  the 
hard  working  girls  who  have  good  appe- 
tites follow  these  restrictions  of  under- 
nourishment intentionally.  As  a result  of 
such  practices  it  is  suggested  that  if  they 
have  latent  tuberculosis  or  undergo  pro- 
longed contact  with  tuberculous  persons, 
they  are  almost  bound  to  acquire  the  dis- 
ease. There  is  urgent  need  in  our  state 
for  the  erection,  proper  maintenance  and 
management  of  preventorium,  open  air 
schools,  and  summer  camps.  A crusade 
against, •thi's  foolish  fad  of  undernourish- 
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merit  on  the  part  of  our  girls  and  general 
encouragement  to  drink  more  pure  whole- 
some milk  from  tuberculin  tested  cows  is 
of  value  at  this  time.  In  this  instance  it 
is  of  interest  to  mention  a startling  reve- 
lation made  by  a milk  survey  which  was 
inaugurated  by  our  very  efficient  state 
health  officer  a few  months  ago.  Now 
listen,  please,  at  the  reading  of  this  para- 
graph from  his  report.  “The  average 
per  capita  consumption  of  milk  for  the 
eleven  cities  was  found  to  be  exceedingly 
low,  being  only  33  hundredths  of  a pint. 
The  highest  per  capita  consumption  was 
56  hundredths  of  a pint”.  Now  just  think 
of  this.  Certainly  we  need  to  emphasize 
the  importance  of  drinking  an  abundance 
of  good  wholesome  milk.  Physical  condi- 
tion also  should  be  considered  in  a choice  of 
occupation  for  young  people.  A thorough 
physical  examination  should  precede  the 
choice  of  any  occupation  for  boys  and  girls. 
Annual  periodic  health  examintions  for 
every  child  and  adult  is  the  greatest  safe- 
guard against  the  development  of  tubercu- 
losis in  children  and  the  most  effective 
means  of  combating  tuberculosis  in  adults. 
We  must  remember  that  the  child  of  today 
is  the  man  and  the  citizen  of  tomorrow. 

Let  us  put  our  shoulders  to  the  wheel 
and  help  the  Board  of  Health  push  any 
well  organized  plan  of  disease  prevention 
and  more  especially  seek  sufficient  appro- 
priations for  our  institutions  for  the  pre- 
vention and  cure  of  disease.  Education  of 
the  masses  in  the  methods  of  prevention  of 
tuberculosis  in  infancy  and  childhood  as 
w'ell  as  in  the  adult  will  untimately  lead  to 
victory. 

DISCUSSION. 

Dr.  Henry  Boswell  (Sanatorium)  : Inasmuch  as 
I do  not  know  anything  about  tuberculosis  and 
the  control  of  it,  I shall  be  brief  in  my  discussion. 

The  control  of  tuberculosis  in  this  State  was 
studied  very  carefully  many  years  ago.  Dr.  Gar- 
rison, who  has  just  read  this  excellent  paper,  was 
a member  of  the  Board  of  Health  at  that  time  and 
understands  and  knows  the  plans  on  which  the 
work  was  originally  started — to  have  our  institu- 
tion down  at  McGee'  as  a center  of  education, 
bringing  in  the  people  as  .;jaj)idly.’as.‘we' coujd 


educate  them  to  other  methods  of  control  of  the 
disease.  He  has  discussed  here  control  of  the 
incidence  of  the  disease  among  the  people  of  this 
country.  Of  course,  we  have  not  anything  like 
the  incidence  of  the  disease  in  European  coun- 
tries, especially  since  the  close  of  the  war. 
Another  thing  that  lowers  the  incidence  of  the 
disease  in  our  State  is  our  ti’emendous  negro 
population.  That  statement  will  probably  sur- 
prise you;  but  the  incidence  of  tuberculosis  among 
the  negroes  is  nothing  like  the  incidence  of  the 
disease  in  the  whites,  for  the  reason  that  a negro 
developing  the  disease  dies  quickly  and  is  out  of 
the  way,  while  a white  developing  the  disease 
may  caiTy  it  for  forty  or  fifty  years,  being  a 
carrier  all  that  time  and  spreading  it  to  the  young 
life. 

It  is  quite  possible,  we  know,  that  every  case  is 
not  a childhood  infection,  because  if  you^  are 
exposed  to  an  overdose  of  tubercle  bacillus  or  any 
coccus  you  may  develop  the  disease.  There  is  no 
such  thing  as  absolute  immunity;  if  a sufficient 
dose  of  any  germ  is  given  at  one  time  to  any  indi- 
vidual he  will  come  down  with  the  disease.  That 
accounts  for  acute  tuberculosis  in  adult  life. 
Most  of  our  negroes  have  acute  tuberculosis,  and 
they  may  not  develop  it  until  fifty  or  sixty  years 
of  age.  He  has  not  carried  it  from  childhood;  a 
slight  infection  today  with  him  is  a tremendous 
affair  tomorrow. 

The  prevention  of  the  disease  in  children  is  a 
widespread  thing;  it  is  a community  proposition. 
If  it  is  in  the  community  the  children  are  ex- 
posed to  it,  regardless  of  whether  or  not  it  is  in 
the  home.  A physician  in  New  York  found  that 
positive  von  Pirquet  reactions  were  higher  in  the 
children  where  no  positive  history  of  contact  in 
the  homes  could  be  elicited.  It  is  the  carrier  that 
is  carrying  it  about  and  extending  it  to  them. 
Calmette’s  work  offers  probably  one  of  the  most 
pleasing  looking  things  now'.  While  the  United 
States  has  not  taken  hold  of  it,  except  in  isolated 
cases,  yet  the  Dominion  of  Canada  has  on  now 
a tremendous  compaign  over  a large  territory 
and  in  a large  population  to  work  out  Calmette’s 
beginning  experimentation.  Dr.  Calmette  has 
been  working  on  this  for  more  than  forty  years 
now,  and  it  looks  as  if  the  old  man  in  the  evening 
of  his  life  is  going  to  give  us  something  worth 
while.  I get  his  reports  every  month  from  Paris. 
While  it  will  take  twenty-five  or  fifty  years  to 
decide  how  long  the  immunity  he  has  established 
will  last,  yet  it  will  be  a wonderful  thing.  I 
heard  one  physician  stand  up  and  make  this  posi- 
tive statement — when  any  man  can  make  a phy- 
sical examination  and  say  this  child  has  pul- 
monary tuberculosis,  he  is  too  far  advanced  to 
save;  if  a radiologist  can  say  this  child  has  pul- 
monary tuberculosis,  he  is  too  far  gone  to  save. 
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But,  as  Dr.  Garrison  said,  when  you  have  a his- 
tory of  contact  and  evidence  of  a beginning  sick- 
ness in  the  child,  begin  treatment  against  tuber- 
culosis right  away.  In  the  children  I have  in  the 
sanatorium  we  have  only  two  that  show  positive 
physical  signs  in  the  chest,  and  both  of  them  are 
hopelessly  ill.  They  look  like  healthy  children, 
but  if  we  let  them  get  up  out  of  bed  for  a little 
while  and  walk  over  to  the  dining  room,  the  next 
day  they  will  be  very  sick  children. 

We  have  a wonderful  lot  of  research  work 
going  on,  and  I wish  I had  time  to  tell  you  about 
it.  The  treatment  of  the  disease  in  children  is 
just  what  Dr.  Garrison  told  you.  Remember  that 
codliver  oil  and  sweet  milk  contain  the  vitamin 
(A)  which  is  necessary  not  only  for  cure,  but  for 
prevention.  He  mentioned  in  the  paper  that 
probably  the  desire  on  the  part  of  young  girls  to 
be  slender  is  responsible  for  the  increase  in  tuber- 
culosis. There  is  no  question  that  it  is  respon- 
sible. In  five  years  in  Mississippi  the  only  in- 
crease in  one  age  group  in  tuberculosis  is  in 
young  people  between  the  ages  of  fifteen  and 
twenty-two — the  age  when  they  are  out  in  auto- 
mobiles riding  around,  stopping  at  drug  stores  to 
get  a drink  at  meal  time,  the  age  when  they  want 
to  be  so  miserably  slender.  There  is  no  question 
about  it. 

Some  of  you  fellows  may  get  to  think  that  I am 
more  incompetent  than  I am  as  the  head  of  your 
institution.  From  the  State’s  standpoint,  that  in- 
stitution is  the  beginning  of  a campaign  to  control 
tuberculosis.  The  disease  will  never  be  controlled 
by  treating  anybody’s  individual  case.  The  treat- 
ment of  the  thing  is  incidental  to  its  control,  and 
the  State  is  in  it  to  control  it  in  the  future;  other- 
wise the  State  has  no  business  in  it.  We  are 
spending  thousands  of  dollars  a year,  and  unless 
we  treat  it  with  the  idea  of  its  future  control  we 
are  pouring  money  in  a rat  hole,  and  there  is  no 
sense  in  it.  That  institution  is  built  ahead  of  the 
game.  It  is  built  to  treat  tuberculosis,  because 
you  fellows  and  the  public  demand  that  the  indi- 
vidual case  be  treated.  The  first  thing  we  should 
start  out  with  is  a preventorium,  but  if  we  did 
we  could  not  get  you  fellows  to  send  the  little 
children  to  us.  We  need  another  thing,  and  that 
is  a home  for  the  incurable  cases,  particularly  for 
the  indigent  negro,  who  is  carrying  the  bacilli 
to  your  children  and  mine.  Our  sanatorium 
stands  on  that  foundation,  and  we  want  you  fel- 
lows to  wake  up  to  that  paper  presented  by  Dr. 
Garrison — that  we  are  planning  for  the  future. 
Remember,  when  you  are  applying  to  me  to  admit 
patients  to  that  institution,  when  you  are  looking 
at  the  patient’s  side  and  your  heart  is  bleeding 
for  him,  so  is  mine,  more  than  yours,  because  I 
have  fought  the  battle,  I have  been  through  the 


game;  but  I have  to  look  at  it  from  the  viewpoint 
of  ten  or  fifteen  years  from  now  and  scatter  them 
over  the  State  of  Mississippi  so  that  they  will  be 
apostles  of  better  living.  One  of  the  doctors  said 
yesterday  the  best  helper  he  had  in  his  com- 
munity was  a returned  patient  who  went  around 
and  visited  his  patients  and  taught  them  how  to 
live  and  how  to  take  the  cure. 

I hope  you  will  carry  that  thought  v/ith  you, 
that  the  institution  down  here  is  the  beginning 
of  a campaign  to  control  tuberculosis,  that  it  is 
an  educational  institution.  You  come  to  me  and 
say  that  you  have  a patient  who  is  infecting  0. 
whole  family;  that  he  is  dying  with  tuberculosis 
and  you  don’t  think  I can  cure  him,  but  you  want 
me  to  take  him  out  of  that  community.  But  that 
is  too  late;  he  has  already  infected  everybody. 
It  will  do  no  harm  to  let  him  stay  six  months 
longer  and  die  among  his  own  loved  ones.  The 
fellow  we  want  is  the  curable  case  that  will  go 
back  and  be  a missionary  in  his  own  community. 

I want  to  express  my  appreciation  to  Dr.  Garri- 
son. 

I heard  it  said  yesterday  that  there  are  not 
more  than  four  or  five  hundred  cases  in  this 
State.  I want  to  say  that  I have  in  my  files 
down  there,  signed  by  you  doctors  of  Mississippi, 
nine  thousand  reports  of  cases  in  which  you  found 
bacilli  in  the  sputum  and  God  knows  how  many 
more  there  are. 

Di’.  Garrison  (closing)  : I don’t  know  that  I 
have  anything  further  to  say.  Dr.  Boswell  has 
kindly  emphasized  everything  I have  gone  over. 
We  are  shoulder  to  shoulder  in  this  fight.  I take 
a little  pride  in  and  like  to  remind  the  associa- 
tion that  really  this  institution  is  yours  an>"way. 
The  tuberculosis  sanitorium  is  an  infant  of  the 
State  Medical  Association.  We  started  it  down 
at  Hattiesburg,  at  the  meeting  there.  I was 
placed  on  the  committee.  Dr.  Dan  Williams  and 
Dr.  Leathers  and  I,  and  we  fought  the  thing 
through  the  legislature,  and  it  is  really  your 
child.  As  Dr.  Boswell  says,  it  is  a mere  begin- 
ning. I want  to  say  in  defense  of  Dr.  Boswell’s 
work  (if  it  needs  any  defense;  it  does  not  from 
men  who  know  the  character  of  the  work  he  is 
doing)  that  he  is  doing  the  best  work  in  the 
United  States  today;  there  is  no  doubt  about  it. 
If  any  of  you  gentlemen  have  any  sympathy  with 
the  criticisms  that  have  been  passed  out  here,  you 
are  entirely  wrong,  and  you  will  regret  it  in  the 
days  to  come.  So  let’s  get  in  this  fight  and  put 
it  over  and  prevent  the  little  child  and  the  infant 
from  being  exposed.  That  is  the  focus  of  this 
work. 

I want  to  thank  Dr.  Boswell  and  all  you  gen- 
tlemen for  the  interest  that  you  have  displayed. 


102 


OCHSNER — Subphrenic  Abscess 


SUBPHRENIC  ABSCESS.* 

ALTON  OCHSNER,  M.  D., 

New  Orleans. 

Of  the  various  late  complications  follow- 
ing a suppurative  process  within  the 
abdominal  cavity,  a subphrenic  abscess  is 
one  of  the  most  feared.  This  abnormal 
condition  was  first  described  by  Barlow,  in 
1845,  who  distinguished  it  from  pul- 
monary lesions.  Leyden,  in  1886,  again  de- 
scribed the  clinical  picture  of  subphrenic 
abscess.  Unfortunately,  the  clinical  pic- 
ture described  by  these  two  pioneers,  very 
commonly,  is  considered  the  classical  pic- 
ture of  subphrenic  abscess  today,  that  is, 
the  liver  dulness  is  covered  by  a tympanitic 
zone,  which,  in  turn,  is  covered  by  a zone 
of  dulness  produced  by  a pleural  exudate. 
The  tympanitic  zone  is  produced  by  a gas 
bubble  in  the  subphrenic  abscess  floating 
on  top  of  the  purulent  exudate.  This  de- 
scription represents  only  a terminal  stage 
of  the  condition,  and  if  these  signs  are 
anticipated,  many  cases  of  subphrenic 
abscess  will  be  overlooked,  and  also  consid- 
erable time  will  have  been  lost  in  the 
treatment  of  the  patient. 

The  first  operation  for  subphrenic  abscess 
was  recorded  by  Volkman,  in  1875.  Since 
this  time,  much  has  been  written  concern- 
ing the  subject,  especially  in  regard  to  the 
anatomy,  pathologj^,  symptomatology,  and 
treatment. 

The  anatomy  of  the  subphrenic  space  was 
worked  out  by  two  French  observers.  Mar- 
tinet, in  1895,  and  Piquands,  in  1910. 
Barnard,  in  1908,  classified  the  subphrenic 
spaces  in  much  the  same  manner  as  Marti- 
net. Martinet  described  six  subphrenic 
spaces,  two  located  betweefr  the  liver  and 
diaphragm,  one  on  each  side  of  the  mid-line 
and  separated  from  each  other  by  the  falci- 
form ligament.  On  the  under  surface  of  the 
liver  were  four  spaces,  one  on  the  right, 
which  is  bounded  on  the  left  by  the  hepato- 
duodenal ligament,  three  on  the  left — one 

*From  the  Department  of  Surgery,  School  of 
Medicine,  Tulane  University,  New  Orleans,  La. 


in  the  lesser  peritoneal  sac,  another  be- 
neath the  liver  anterior  to  the  lesser 
omentum,  and  a perisplenic  space  located 
around  the  spleen.  Barnard  described  five 
spaces — two  on  the  right  and  three  on  the 
left;  on  the  right  an  anterior  subphrenic 
space  located  between  the  liver  and  the 
diaphragm  and  a posterior  subphrenic 
space  on  the  under  surface  of  the  liver;  on 
the  left,  a space  anterior  to  the  lesser 
omentum,  the  perigastric  space;  a peri- 
splenic space,  and  the  lesser  peritoneal 
cavity. 

As  these  classifications  did  not  seem  to 
cover  the  cases  clinically,  several  years  ago 
Nather  and  I,  while  in  Clairmonts  Clinic, 
devised  anotomically  on  the  cadaver  the 
following  classification,  which  fits  most 
cases  of  subphrenic  abscess  clinically: 

In  a surgical  sense  we  can  consider  a 
subphrenic  abscess  as  a localized  inflamma- 
tory process  in  one  of  the  spaces  located 
between  the  diaphragm  above  and  the 
transverse  colon  below.  This  area  is  di- 
vided by  the  liver  into  an  infra — and  a 
suprahepatic  portion.  The  suprahepatic 
space  is  located  between  the  diaphragm 
above  and  the  superior  surface  of  the  liver 
below.  It  is  again  divided  into  a right  and 
left  space  by  the  falciform,  or  suspensory 
ligament,  the  lower  free  edge  of  which  is 
the  round  ligament  which  continues  to  the 
umbilicus.  The  coronary  ligament,  which 
is  the  reflexion  of  the  peritoneum  from  the 
under  surface  of  the  diaphragm  onto  the 
superior  surface  of  the  liver,  divides  the 
right  superior  space  into  an  anterior  and 
posterior  space.  The  left  prolongation  of 
the  coronary  ligament,  which  is  known  as 
the  triangular  ligament  or  left  lateral  liga- 
ment, passes  backward  to  lie  at  the  pos- 
terior edge  of  the  left  lateral  lobe,  so  that 
on  the  left  side  there  is  only  an  anterior 
superior  space.  The  right  prolongation,  or 
the  right  late;ral  ligament,  passes'  some- 
what anteriorly,  dividing  the  right  superior 
space  into  a large  anterior  and  a small 
posterior  space.  The  retroperitoneal  space 
consists  of  that  area  enclosed  within  the 
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limits  of  the  coronary  ligament,  and  is  in 
contact  with  those  portions  of  the  liver  and 
diaphragm  which  are  not  covered  by 
peritoneum. 

The  infrahepatic  space,  which  is  that 
located  between  the  liver  above  and  the 
transverse  colon  below,  is  divided  into  a 
right  and  left  inferior  space  by  the  round 
ligament  and  the  ligament  of  the  ductus 
venosus.  The  left  inferior  space  is  again 
divided  into  an  anterior  and  a posterior 
space  by  the  lesser  omentum,  the  space 
lying  posterior  to  the  lesser  omentum  is  the 
lesser  peritoneal  cavity,  and  that  lying 
anterioly  is  known  as  the  left  anterior  in- 
ferior space. 

ETIOLOGY. 

The  etiology  of  a subphrenic  abscess  is 
aften  varied.  By  far  the  greater  per- 
centage of  cases,  however,  follow  an  acute 
infectious  process  somewhere  within  the 
peritoneal  cavity.  It  is  possible,  though, 
to  have  an  infection  occur  in  the  sub- 
phrenic  space  from  some  focus  not  within 
the  abdominal  cavity,  or  there  may  be  ex- 
tension from  some  adjacent  viscus,  which 
is  also  not  within  the  abdominal  cavity. 
A.S  stated,  however,  suppurations  within 
the  peritoneal  cavity  are  responsible  for 
most  of  the  cases.  It  might  be  said  that 
any  condition  giving  rise  to  either  a gen- 
eral or  localized  peritonitis  is  potentially  a 
subphrenic  abscess.  This,  undoubtedly,  is 
a very  radical  statement,  but  still  I feel  if 
we  consider  the  possibilities  offered  us  that 
fewer  failures  in  diagnosis  will  be  made. 

Of  the  various  suppurative  lesions  giv- 
ing rise  to  a localized  infection  in  the 
subphrenic  space,  an  acute  appendicitis, 
possibly  because  of  its  greater  frequency, 
is  the  most  common  offender.  The  per- 
centage varies  considerably  according  to 
different  observers.  Fifield  and  Love,  in  a 
series  of  78  cases,  had  30  which  followed 
an  acute  appendicitis,  giving  a percentage 
of  38.4.  Lance  had  a percentage  of  20, 
while  66  per  cent  of  Clendening’s  cases 
were  caused  by  appendicitis.  The  second 
most  frequent  intra-abdominal  lesion  which 


is  responsible  for  a subphrenic  abscess  is 
a perforation  of  either  a gastric  or  duo- 
denal ulcer.  In  Fifield  and  Love’s  series 
of  cases  this  was  responsible  for  20  per 
cent.  Suppurative  lesions  of  the  other 
viscera,  such  as  the  liver,  gall-bladder, 
spleen,  large  intestine,  and  pleura  are  also 
responsible  for  subphrenic  infections,  but 
to  a less  degree. 

Infection  may  gain  entrance  to  the  sub- 
phrenic space  in  a number  of  different 
ways.  First,  direct  extension  by  way  of 
the  peritoneal  cavity  along  the  para-colic 
groove  to  the  righ  kidney  pouch.  This  is 
probably  the  most  frequent  mode  of  en- 
trance. Second,  through  the  lymphatics — 
either  the  peritoneal  or  retroperitoneal 
lymphatics.  Third,  by  the  portal  system. 
In  this  type  of  case  there  is  a pylephlebitis 
with  a production  of  a liver  abscess  which 
ruptures  into  the  subphrenic  space.  Fourth, 
a rest  abscess.  Following  a general  peri- 
tonitis the  remainder  of  the  peritoneal 
cavity  may  be  able  to  take  care  of  the  in- 
fection, but  in  the  subphrenic  space  there 
remains  a localized  process  which  goes  on 
to  abscess  formation.  Ullman  and  I^evy 
believe  those  infections  which  occur  as 
the  result  of  direct  extension  are  located 
intraperitoneally,  those  which  follow  ex- 
tension through  the  cellular  tissues  are 
retroperitoneal,  and  those  which  extend  by 
the  lymphatic  system  may  be  either  intra- 
or  extra-peritoneal. 

There  is  some  variance  in  the  opinion  of 
various  observers  as  to  the  type  of  causa- 
tive organism  most  frequently  found  in 
subphrenic  abscess.  Allen  states  that  even 
though  most  of  these  abscesses  follow  an 
appendiceal  infection,  the  staphylococcus  is 
the  offending  organism  in  almost  all  cases. 
Fifield  and  Love  found  the  colon  bacillus 
in  33  per  cent  of  their  cases  and  an  equal 
percentage  contained  staphylococci.  Strep- 
tococci were  responsible  in  about  1 per 
cent  and  aibout  2 per  cent  were  sterile. 
Our  experience  has  shown,  however,  that 
the  B.  coli  is  the  most  frequently  found 
organism. 
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PATHOLOGY. 

The  pathology  depends  entirely  upon  the 
resistance  of  the  individual  and  the  viru- 
lence of  the  organism.  Undoubtedly 
many  cases  of  subphrenic  inflamma- 
tion and  infection  occur  which  go  on 
to  resolution  and  do  not  give  the  signs  and 
symptoms  of  a subphrenic  abscess.  These, 
in  my  mind,  are  much  more  frequent  than 
the  cases  of  subphrenic  abscess.  Lee,  in 
1915,  reported  four  such  cases  of  subdia- 
phragmatic  infection  which  did  not  go  on 
to  abscess  formation.  In  all  four  cases 
there  were  sufficient  clinical  signs  and 
symptoms  to  make  a diagnosis  of  sub- 
phrenic infection.  All,  however,  recovered 
spontaneously.  In  one,  a first  stage  opera- 
tion and  a transpleural  drainage  was  done. 
The  patient’s  symptoms,  however,  cleared 
up  before  the  second  stage  operation. 
Clendening  reports  another  case  of  sub- 
phrenic inflammation  which  subsided 
spontaneously.  In  this  same  report  he  de- 
scribes another  unusual  manifestation  of  a 
subphrenic  inflammation,  and  that  is, 
serous  effusion  in  the  subphrenic  space.  A 
patient  with  signs  of  subphrenic  abscess 
was  operated  on  for  an  acute  cholecystitis. 
An  empyema  of  the  gallbladder  was  found, 
and  in  the  subphrenic  space  between  the 
liver  and  the  diaphragm  there  was  a large 
collection  of  serous  fluid.  Ever  since  my 
attention  was  directed  especially  to  this 
condition  by  a case  observed  in  1922,  which 
was  described  in  detail  in  a previous  pub- 
lication, I have  become  convinced  that  an 
inflammation  of  a subphrenic  space  is  not 
an  infrequent  accompaniment  of  a suppui'- 
ative  process  within  tbe  abdominal  cavity. 
It  is  certainly  a much  more  frequent  com- 
plication of  a ruptured  appendix  than 
Allen  would  lead  us  to  believe.  He  states 
that  the  incident  of  production  of  sub- 
phrenic abscess  following  appendicitis  is 
between  three  and  four-tenths  of  one  per 
cent.  One  per  cent  of  all  cases  of  rup- 
tured appendix  is  the  figure  given  by 
Dexter  as  the  incidence  of  subphrenic 
abscess. 


To  demonstrate  this  point  further,  I wish 
merely  to  report  rather  briefly  a proven 
case  which  has  been  observed  within  the 
last  six  months.  A female,  aged  22,  was 
admitted  to  the  hospital  because  of  abdom- 
inal pain.  She  stated  that  three  days 
previously,  shortly  after  her  noon  meal, 
she  was  taken  with  rather  a severe  pain 
in  the  epigastrium,  which  radiated  to  the 
right  lower  quadrant.  Shortly  after  this 
she  vomited.  The  pain  persisted  in  the 
right  quadrant,  but  within  the  last  twenty- 
four  hours  she  experienced  a pain  in  the 
right  upper  quadrant  also.  There  were  no 
chills.  The  vomiting  persisted.  Physical 
examination  revealed  nothing  of  interest 
except  a slightly  distended  abdomen,  dis- 
tinct tenderness  and  rigidity  throughout 
the  whole  right  side  of  the  abdomen,  for 
the  most  part  over  McBurney’s  point  and 
in  the  right  upper  quadrant  and  in  the 
right  flank.  There  was  also  a rebound  ten- 
derness. Because  of  the  rather  typical 
history  and  physical  findings,  it  was 
thought  that  the  girl  was  suffering  from 
acute  appendicitis  with  an  associated 
cholecystitis.  Conservative  therapy  was 
decided  upon  because  of  the  acute  cholecys- 
titis, and  the  patient  was  treated  with  rest 
in  bed  and  hot  applications  to  the  abdomen. 
The  acute  symptoms  rapidly  subsided,  so 
after  about  ten  days  a laparotomy  was 
performed.  The  appendix  showed  all  the 
stigmata  of  a recent  infection,  but  much 
to  our  surprise,  the  gallbladder  was  ap- 
parently normal.  In  exploring  the  sub- 
phrenic space,  however,  a localized  area, 
measuring  about  five  centimeters  in 
diameter,  composed  of  fibrinous  adhesions, 
was  found  between  the  under  surface  of 
the  diaphragm  and  the  liver.  These  adhe- 
sions were  so  fresh  that  they  could  be 
easily  broken  with  the  finger  and  were  un- 
doubtedly the  result  of  a subphrenic  in- 
flammation which  was  subsiding.  They 
easily  accounted  for  the  symptoms  and 
signs  which  we  found  at  the  time  of  the 
patient’s  admission  to  the  hospital.  The 
patient  made  an  uneventful  recovery. 
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A supposedly  frequent  accompaniment  of 
a subphrenic  abscess  is  a pleural  effusion. 
This  pathologic  condition  is  only  frequent 
in  those  cases  in  which  the  condition  has 
been  allowed  to  progress  for  a sufficiently 
long  enough  time  that  either  toxins  or  or- 
ganisms themselves,  have  passed  through 
the  diaphragmatic  lymphatics  into  the 
pleural  cavity.  One  should  not  wait 
until  this  complication  develops  before 
diagnosing  a subphrenic  abscess.  Clute 
states  that  “it  is  almost  always  true  that  a 
simple  serous  fluid  will  be  present  in  the 
chest  when  there  is  pus  just  beneath  the 
diaphragm.”  In  six  cases  reported  by 
Dexter  the  diagnosis  of  pleurisy  was  made 
before  the  diagnosis  of  subphrenic  abscess. 
He  'remarks : “Obviously,  it  is  highly  de- 

sirable to  drain  the  abscess  before  the 
structures  above  the  diaphragm  are  in- 
volved. In  reviewing  the  subject,  as  well 
as  the  cases  which  have  come  under  my 
own  observation,  it  is  striking  to  know 
how  seldom  a diagnosis  is  made  early 
enough  to  accomplish  this.”  Baumann 
states  that  an  associated  pleural  exudate 
occurs  in  20  per  cent  of  cases.  Those  cases 
of  subphrenic  abscess  which  are  compli- 
cated by  a pleural  effusion  offer  a much 
greater  problem  in  diagnosis  than  those  in 
which  this  complication  is  not  present. 
The  first  two  cases  of  subphrenic  abscess 
which  I observed  I treated  for  several 
weeks  as  a post-operative  pleurisy  without 
any  results. 

A certain  small  percentage  of  subphrenic 
abscesses  contain  air.  These,  however,  are 
either  late  cases  or  follow  the  perforation 
of  either  a duodenal  or  gastric  ulcer.  The 
air  results  from  gas  producing  organisms, 
or  it  may  escape  from  one  of  the  hollow 
viscera.  Lockwood  states  that  it  is  found 
in  about  one-third  of  all  the  cases.  While 
this  figure  may  be  true  of  the  more  ad- 
vanced cases,  it  is  certainly  not  true  of  the 
earlier  lesions.  The  percentage  given  by 
Phillips  is  50  per  cent.  Hodges  has  main- 
tained that  abscesses  containing  air  are  not 
common.  Berman  gives  the  incidence  as 
15  per  cent.  The  earlier  the  diagnoses  are 


made  the  lower  the  percentage  of  abscesses 
which  contain  air  will  be  observed. 
For  this  reason,  very  little  significance 
should  be  placed  upon  this  finding  as  a 
diagnostic  aid. 

Of  the  various  subphrenic  spaces  most 
frequently  involved  in  an  inflammatory 
process,  the  small  triangular  shaped 
right,  superior,  posterior  space  is  most 
important.  It  is  the  site  of  a localized  in- 
flammatory process  in  from  38  per  cent 
(Fifield  and  Love)  to  50  per  cent  (Nather 
and  Ochsner)  of  all  subphrenic  abscesses. 
Of  those  subphrenic  abscesses  occurring 
following  a ruptured  appendix,  the  right 
posterior  superior  space  is  involved  from 
50  to  80  per  cent  of  cases.  The  right  an- 
terior superior  space  is  the  space  next  most 
frequently  involved,  and  this  is  followed  in 
frequency  by  the  right  extraperitoneal 
space.  Very  commonly,  associated  with  an 
abscess  in  the  right  posterior  superior 
space,  is  also  an  abscess  in  the  right 
inferior  or  infrahepatic  space.  This  com- 
bination I have  seen  in  three  cases.  A 
similar  case  was  described  by  Straus  in 
1923. 

SYMPTOMATOLOGY  AND  SIGNS. 

The  early  symptoms  of  a subphrenic  in- 
flammatory process  are  very  vague  and 
indefinite.  Following  a suppurative  or  an 
acute  inflammatory  process  in  the  abdomi- 
nal cavity,  the  patient  does  not  get  along 
as  well  as  one  would  naturally  expect  him 
to  do.  The  temperature,  instead  of  falling 
to  normal,  may  persist  and  may,  after  a 
period  of  time,  slightly  rise.  There  may  be 
little  or  no  alteration  in  the  pulse  rate.  A 
slight  leukocytosis  is  practically  always 
present.  In  those  cases  in  which  the  right 
posterior  superior  space  is  involved  there  is 
a localized  tenderness  over  the  tip  of 
the  twelfth  rib,  which  usually  remains  con- 
stant. The  patient  may  complain  of  pain 
in  this  region,  or  the  pain  may  be  referred 
to  the  chest.  If  these  physical  signs  and 
symptoms  persist  over  a period  of  days  and 
remain  constant,  a positive  diagnosis  of 
subphrenic  infection  may  be  made.  There 
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is  an  early  and  associated  immobility  of  the 
diaphragm,  later  to  be  followed  by  an  ele- 
vation of  the  diaphragm,  which  may  at 
times  reach  up  as  high  as  the  level  of  the 
third  rib.  As  the  condition  progresses 
there  develops  a pleurisy  with  friction  rub 
at  the  base  of  the  lung  which  may  be  fol- 
lowed by  a pleural  exudate.  It  is  at  this 
stage  that  a diagnosis  of  pleurisy  with 
effusion  is  most  commonly  made. 

The  roentgen-ray  is  of  great  assistance 
in  making  a diagnosis  of  subphrenic  ab- 
scess. Pancoast,  who  reports  sixteen  cases 
of  subphrenic  abscess  in  which  the  diagno- 
sis was  made  roentgenologically,  states  that 
in  diagnosing  this  condition  by  means  of 
the  roentgen-ray  it  is  of  utmost  importance 
to  have  a good  clinical  history.  As  brought 
out  by  LeWald,  Pancoast,  and  O’Brien,  the 
roentgenological  findings  are,  briefly,  as 
follows:  There  is  an  elevation  of  the  dia- 

phragm on  the  affected  side,  much  higher 
than  is  usually  found  in  cases  of  simple 
pleural  effusion.  The  diaphragm  is  immo- 
bile. There  may  be  some  retraction  of  the 
lung.  In  those  rare  cases  in  which  air  is 
found  in  the  subphrenic  space  the  diagnosis 
may  be  easily  made,  because  of  the  absence 
of  shadow  between  the  pus  below  and  the 
diaphragm  above.  In  order  to  make  use  of 
this  phenomenon,  W.  H.  Stewart,  of  this 
country,  and  Schintz,  of  Switzerland,  have 
even  advocated  the  injection  of  aid  into  the 
subphrenic  space  in  order  to  visualize 
the  abscess.  This  procedure,  however,  is 
not  without  danger  and  should  not  be 
attempted. 

Douglas  has  emphasized  the  importance 
of  taking  radiographs  in  either  the  sitting 
or  the  standing  position.  If  the  patient’s 
condition  is  such  that  this  is  not  feasible, 
an  anterio-posterior  plate  should  be  made 
with  the  patient  lying  on  the  unaffected 
side.  In  this  way,  more  can  be  told  about 
the  position  of  the  diaphragm  than  an  an- 
terio-posterior view  with  the  patient  lying 
on  his  back.  In  spite  of  a suggestive  his- 
tory and  in  spite  of  positive  roentgen-ray 
findings,  a diagnosis  of  subphrenic  abscess 


is  very  frequently  delayed  until  very  late, 
as  illustrated  by  a case  reported  by  Cottle 
in  192.3.  The  patient  had  had  an  append- 
ectomy and  excision  of  a gastric  ulcer, 
following  which  he  developed  symptoms 
and  signs  of  a right  sided  pleural  lesion. 
Roentgenograms  showed,  however,  a high 
diaphragm  on  the  affected  side.  The  diagno- 
sis was  disputed  for  three  and  a half 
months,  and  it  was  not  until  four  months 
after  the  original  operation  that  a diag- 
nosis of  subphrenic  abscess  was  made, 
which  abscess  was  drained  successfully 
with  complete  cure  of  the  patient. 

In  those  doubtful  cases  of  subphrenic 
abscess  one  is  justified  in  attempting  an 
exploratory  puncture  in  order  to  see  if 
fluid  is  within  the  subphrenic  space. 
Ullman  and  Levy  advocate  an  exploratory 
aspiration.  Hirsch  reports  a case  of  a 
physician  in  whom  twenty-three  explora- 
tory aspirations  were  done  without  any 
result.  On  the  twenty-fourth  aspiration 
pus  was  obtained.  He  emphasizes  the  fact 
that  if  aspiration  is  to  be  done,  that  it 
should  be  done  over  the  area  of  relative 
dulness,  which  is  that  produced  by  the 
fluid,  and  not  over  the  area  of  absolute 
dulness  which  is  produced  by  the  liver. 
Allen  and  Douglas  take  a slightly  more 
conservative  attitude  concerning  explora- 
tory aspiration.  They  believe  that  in  the 
doubtful  case  one  is  justified  in  aspirating. 
Lockwood  and  Hodges,  however,  condemn 
the  practice  of  promiscuous  needling,  be- 
cause of  the  danger  of  infecting  either 
the  uninvolved  pleura  or  peritoneum.  I 
also  feel  that  exploratory  aspiration  should 
never  be  carried  out,  except  to  de- 
termine the  character  of  an  exudate  within 
the  pleural  cavity.  No  attempt  should  be 
made  to  aspirate  a suspected  cavity  be- 
neath the  diaphragm,  unless  everything  is 
ready  for  operation,  and  then  every  pre- 
caution should  be. taken  to  avoid  injuring 
or  penetrating  the  pleural  or  peritoneal 
spaces.  In  order  to  do  this,  it  is  advisable 
to  insert  the  aspirating  needle,  which  is 
attached  to  a dry  syringe,  in  the  posterior 
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axillary  line  at  the  level  of  the  spinous 
process  of  the  first  lumbar  vertebra.  The 
needle  is  directed  upward  and  backward 
at  an  angle  of  less  than  forty-five  degrees. 
Aspiration  should  be  carried  out  during 
the  introduction  of  the  needle,  so  that  there 
will  be  no  danger  of  encountering  an  ab- 
scess and  passing  through  it  unrecognized. 
Under  no  other  circumstances  should  an 
exploratory  aspiration  be  done. 

PROGNOSIS. 

The  mortality  of  all  the  subphrenic  ab- 
scesses reported  to  date  varies  from  23  to 
100  per  cent.  Fifield  and  Love  report  a 
mortality  of  50  per  cent  in  all  of  their 
cases.  Of  the  fifty-nine  cases  operated  on 
there  was  a mortality  of  32  per  cent. 
Lockwood  states  that  from  85  to  100  per 
cent  of  those  not  operated  on  die,  whereas 
of  all  cases  taken,  whether  operated  or  not 
operated  on,  the  mortality  is  56  per  cent. 
Most  patients  who  have  been  treated  surgi- 
cally have  a mortality  from  23  to  40  per 
cent.  The  following  percentages  have  been 
given  by  the  various  observers:  Hodges, 

50  per  cent;  Eicher  and  Kidzey,  50  per 
cent;  Baumann,  66  per  cent;  McEachern, 
operated,  33  per  cent,  not  operated,  75  per 
cent;  Tuft,  66  per  cent;  Lotsch,  operated, 
33  per  cent,  unoperated,  100  per  cent. 

From  these  figures  it  can  be  seen  that 
under  the  present  method  of  treatment  the 
mortality  in  subphrenic  abscess  is  ex- 
tremely high.  It  is  because  of  this  appall- 
ing mortality  that  the  abdominal  surgeon 
has  come  to  fear  the  development  of  a 
subphrenic  abscess.  What  is  the  cause  of 
this  high  mortality?  In  analyzing  the 
cases  reported  in  the  literature  one  is  im- 
mediately impressed  by  two  considerations : 
First:  That  by  far  the  majority  of  cases 
are  advanced  and  show  extreme  patholog}’' 
at  the  time  the  diagnosis  is  made.  This 
means  that  the  patient’s  resistance  has 
been  so  reduced  by  a long  continued  septic 
process  and  that  a recovery  is  not  as  likely 
as  in  an  individual  whose  illness  dates  back 
a comparatively  short  time.  Were  the 
diagnosis  made  and  proper  therapy  insti- 
tuted earlier  this  high  mortality  would  be 


reduced  to  a remarkable  degree.  The 
second  fact  that  impresses  one  is  that  many 
of  these  patients  operated  upon  develop 
signs  and  symptoms  of  either  an  empyema 
or  a peritonitis,  which,  undoubtedly,  is  a 
factor  in  the  cause  of  death.  If  the  in- 
volvement of  the  pleural  and  peritoneal 
cavities  is  a cause  in  raising  the  mortality, 
is  there  any  way  in  which  we  can  prevent 
complications? 

naEATMENT. 

The  treatment  of  subphrenic  abscess 
may  be  divided  into  three  different  types : 

1.  Prophylactic.  The  prophylactic  treat- 
ment consists  of  placing  all  patients  with 
a suppurative  process  within  the  peritoneal 
cavity  in  the  Fowler’s  position  in 
order  that  the  infectious  material 
may  gravitate  into  the  pelvis.  Large 
amounts  of  fiuids  should  be  given, 
either  under  the  skin  or  intraven- 
ously, which  are,  in  turn,  secreted  into  the 
peritoneal  cavity,  diluting  the  infectious 
material  and  washing  the  purulent  mate- 
rial into  the  pelvis.  The  delayed  or  con- 
servative treatment  of  those  cases  of  rup- 
tured appendix  seen  after  thirty-six  to 
forty-eight  hours  will  prevent  many  cases 
of  subphrenic  abscess.  This  has  been  em- 
phasized by  Fifield  and  Love.  They  found 
that  in  228  cases  treated  conservatively  at 
the  London  Hospital  a subphrenic  abscess 
occurred  only  in  one  case,  while  1109  cases 
subjected  to  immediate  operations,  7 were 
complicated  by  subphrenic  abscess.  During 
intraperitoneal  operations  it  is  of  utmost 
importance  to  protect  the  general  perito- 
neal cavity  in  order  to  prevent  it  from 
being  sailed.  Adequate  drainage,  especially 
in  those  cases  where  there  is  a localization 
of  ';he  process  should  be  performed,  which 
will  undoubtedly  reduce  the  incidence  of  a 
subphrenic  abscess  formation. 

2.  Conservative  treatment : It  is  essen- 
tial to  diagnose  a subphrenic  infection  as 
early  as  possible,  so  ‘ that  the  proper 
therapy  may  be  instituted.  In  the  case  of 
a patient  who  has  recently  had  a suppura- 
tive process  within  the  peritoneal  cavity. 
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and  whose  condition  does  not  clear  up  as 
well  as  might  be  expected,  and  one  who 
presents  the  early  signs  of  a subphrenic 
abscess,  a diagnosis  of  a subphrenic  in- 
flammation may  be  made  and  conserva- 
tive therapy  instituted.  The  conservative 
treatment  consists  of  keeping  the  patient 
as  quiet  as  possible;  immobilizing  the 
affected  side  of  the  chest  with  adhesive 
plaster;  applying  heat  to  the  affected  side, 
either  by  electric  pads,  hot  water  bottles, 
or  diathermy;  and  the  building  up  of  the 
general  resistance  of  the  patient.  By  far 
the  greater  number  of  subphrenic  infec- 
tions will  respond  to  this  therapy.  Fewer 
will  go  on  to  suppuration  if  the  therapy  is 
instituted  early,  instead,  the  inflammatory 
process  will  clear  up  by  resolution. 

3.  Treatment  after  the  development  of 
an  abscess : Once  a subphrenic  abscess  has 
developed,  as  evidenced  by  the  hectic  type 
of  temperature,  marked  increase  in  leuko- 
cytes, and  increase  in  amount  of  tender- 
ness over  the  affected  area,  which  may  or 
may  not  be  accompanied  by  an  edema, 
drainage  of  the  abscess  is  indicated.  The 
proper  operative  procedure  employed  de- 
pends entirely  upon  the  location  of  the 
suppurative  process.  In  the  past,  by  far 
the  greater  number  have  been  drained  by 
the  transpleural  route,  because  of  the  high 
location  of  the  abscesses,  which  virtually 
lie  within  the  thoracic  cage.  Those  abscesses 
lying  anteriorly,  and  which  tend  to  point 
anteriorly,  have  been  drained  through  an 
anterior  or  trans-abdominal  approach. 
Some  few  have  been  drained  through  the 
loin.  While  anatomically  the  transpleural 
and  trans-abdominal  routes  may  be  the 
ideal  procedures,  they  still  have  certain 
definite  disadvantages,  in  that  they  require 
traversing  one  of  the  large  serous  cavities. 
While  it  is  true,  theoretically  at  least,  that 
an  infection  of  the  serious  cavity  may  be 
prevented  by  performing  the  operation  in 
two  stages,  still  statistics  have  shown  that 
the  results  obtained  from  the  use  of  these 
approaches  are  from  satisfactory.  Fifield 
and  Love  had  a mortality  of  43.7  per  cent 
in  those  cases  which  were  drained  trans- 


pleurally, a mortality  of  23.8  per  cent  in 
those  drained  through  the  anterior  abdom- 
inal wall,  and  a mortality  of  16.7  per  cent 
in  those  drained  through  the  loin  beneath 
the  twelfth  rib.  Lockwood,  who  states  that 
the  mortality  of  all  the  cases  of  subphre- 
nic abscess  is  between  23  to  40  per  cent, 
believes,  however,  that  it  should  not  be 
higher  than  16  per  cent.  As  a protection 
against  the  development  of  empyema,  he 
advises  an  intercostal  incision,  following 
which  the  intercostal  muscles  are  sutured 
to  the  diaphragm.  The  skin  edges  are  then 
mobilized  and  also  sutured  to  the  dia- 
phragm. In  this  way  he  believes  that  not 
only  can  a wound  phlegmon  be  prevented 
but  also  an  infection  of  the  pleural  cavity. 
Orsos,  in  Germany,  advocates  a similar  pro- 
cedure in  that  in  place  of  the  one  layer 
suture  he  used  two  layers,  and  believes  in 
this  way  to  be  able  to  prevent  an  empyema. 
He  reports  two  cases,  both  of  which  were 
cured. 

Within  the  past  year  McEachern  has 
advocated  the  closed  method  of  drainage, 
which  consists  of  inserting  a tube  into  the 
abscess  cavity,  usually  in  the  tenth  inter- 
space, an  attempt  being  made  to  keep  the 
connection  air  tight.  The  cavity  is  irri- 
gated with  Dakin’s  solution,  according  to 
the  Carrel  technique.  He  reports  two 
cases,  both  of  which  were  cured.  One 
patient,  however,  developed  an  empyema 
following  the  drainage  of  the  subphrenic 
abscess,  which  probably  was  due  to  an  in- 
fection introduced  into  the  pleural  cavity 
at  the  time  of  the  drainage.  This  is  one 
of  the  great  disadvantages  of  the  method, 
because  it  is  impossible  to  tell  whether 
there  are  adhesions  between  the  two  layers 
of  parietal  pleura  or  not.  McEachern 
mentions  another  disadvantage ; that  is, 
multiple  abscess  pockets  may  be  over- 
looked. He  believes,  however,  that  in  the 
severe  cases  that  the  operative  procedure 
is  of  decided  value. 

THE  RETROPERITONEAL  APPROACH. 

In  1923  Nather  and  I described  an  ap- 
proach which  is  applicable,  especially  for 
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those  abscesses  located  in  the  right  supe- 
rior posterior  space — which  is  the  most 
frequent  location  for  a subphrenic  abscess. 
The  success  of  the  retroperitoneal  operation 
depends  upon  the  fact  that  the  peritoneum 
on  the  under  surface  of  the  diaphragm  is 
only  loosely  attached  to  the  diaphragm; 
also,  that  the  peritoneum,  as  is  reflected 
down  from  the  under  surface  of  the 
diaphragm  is  continuous  below  with  the 
renal  fascia.  This  loose  attachment  of  the 
peritoneum  to  the  under  surface  of  the 
diaphragm  is  present  in  normal  individuals 
and  can  be  readily  demonstrated  on  the 
cadaver,  permitting  an  easy  separation  of 
the  peritoneum  from  the  diaphragm.  This 
can  be  even  more  readily  done  in  those 
cases  where  there  is  an  inflammatory  pro- 
cess in  the  subphrenic  space,  because  of  the 
edema  which  is  located  sub-peritoneally. 
The  technique  of  the  retroperitoneal  oper- 
ation is,  briefly,  as  follows: 

A skin  incision  is  made  over  and  parallel 
to  the  twelfth  rib;  the  twelfth  rib  is  re- 
sected subperiosteally  throughout  its  whole 
length.  A transverse  incision  through  the 
soft  parts  is  made  at  the  level  of  the 
spinous  process  of  the  first  lumbar-ver- 
tebra. In  employing  a transverse  incision 
at  this  level  the  pleura  will  be  sure  to  be 
avoided.  The  incision  is  carried  through 
the  musculature  down  to  the  renal  fascia. 
The  renal  fascia  is  followed  upward,  above 
it  is  continuous  with  the  peritoneum. 
Usually  the  free  edge  of  the  liver  may  be 
seen  through  the  peritoneum.  At  this 
stage  of  the  operation  it  is  desirable  to  in- 
sert a needle  into  the  subhepatic  space,  in 
order  to  determine  whether  an  infra 
hepatic  abscess  in  the  right  inferior  space 
is  present  or  not.  If  pus  is  obtained,  the 
abscess  is  not  drained,  but  this  part  of  the 
wound  is  packed  until  an  exploration  of  the 
supra-hepatic  space  has  been  made.  Wide, 
broad,  blunt  retractors  are  now  placed  in 
the  upper  edge  of  the  wound  elevating  the 
edges  of  the  ribs  and  diaphragm.  With 
the  index  finger  of  the  right  hand  the 
peritoneum  is  separated  from  the  under 
surface  of  the  diaphragm.  This  occurs 


without  any  difficulty.  The  surface  of  the 
liver  is  explored  with  the  index  finger,  and 
as  soon  as  the  abscess  cavity,  which  cnn  be 
easily  felt,  is  located,  the  wall  of  the  ab- 
scess is  broken  through  with  the  finger, 
thus  allowing  evacuation  of  its  contents. 
Two  large  fenestrated  rubber  tubes  are  in- 
troduced into  the  cavity  and  brought  out 
through  the  wound  to  serve  as  drainage 
tubes.  In  those  cases  where  pulmonary 
symptoms  have  been  present  before,  it  is 
desirable,  before  draining  the  supra-hepatic 
abscess,  to  aspirate  the  pleural  cavity — 
which  can  be  easily  done  in  the  costo- 
phrenic  angle.  If  no  pus  is  obtained  at 
this  aspiration  nothing  further  is  done  as 
far  as  the  pleural  caviety  is  concerned.  If, 
however,  pus  has  been  obtained  from  the 
pleural  cavity,  the  empyema  may  be 
drained  at  the  same  time  by  opening  the 
costophrenic  angle  just  above  the  dia- 
phragm. A fenestrated  rubber  tube  should 
then  be  inserted  into  the  pleural  cavity, 
also. 

The  retroperitoneal  operation  is  the 
operation  of  choice  in  those  cases  in  which 
the  abscess  is  located  posteriorly,  which  is, 
as  has  been  stated,  the  most  frequent  site 
of  abscess  formation.  By  this  procedure 
the  abscess  is  drained  without  traversing 
either  of  the  large  serous  cavities,  thus 
obviating  the  danger  of  either  a perito- 
nitis or  empyema. 

For  those  cases  of  subphrenic  abscesses 
located  anteriorly  a similar  approach,  de- 
scribed by  Clairmont,  and  spoken  of  as  the 
pre-peritoneal  operation,  is  the  method  of 
choice.  This  is  carried  out  through  a ten 
centimeter  long  incision  over  and  parallel 
to  the  anterior  costal  arch.  All  the  struc- 
tures are  divided  down  to  the  peritoneum. 
If  there  is  an  abscess  present,  either  in  the 
inferior  or  superior  space,  the  peritoneum 
shows  a very  characteristic  change  in  that 
it  is  edematous  and  friable.  The  perito- 
neum is  then  dissected  upward  from  the 
under  surface  of  the  diaphragm  in  a way 
similar  to  that  done  in  the  retroperitoneal 
operation.  Broad  blunt  retractors  are 
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placed  above,  elevating  the  diaphragm  and 
the  costal  arch.  After  a separation  of  the 
peritoneum  from  the  under  surface  of  the 
diaphragm  for  a short  distance,  the  infe- 
rior edge  of  the  liver  usually  becomes 
visible.  At  this  stage  it  is  desirable  to 
aspirate  the  infrahepatic  space,  in  order 
to  determine  whether  an  abscess  is  present 
in  his  space  or  not.  The  superior  surface 
of  the  liver  is  then  explored  with  the  finger, 
and  after  locating  the  abscess,  it  is  drained, 
as  in  the  retroperitoneal  operation,  by 
breaking  through  the  pyogenic  membrane 
with  the  index  finger.  The  advantages  of 
the  preperitoneal  operation  are  the  same 
as  those  of  the  retroperitoneal  operation. 
If  pus  is  not  located  by  means  of  either  one 
of  these  approaches,  very  little  harm  has 
been  done  the  patient.  The  wound  can  be 
sutured,  and  the  subphrenic  space  explored 
through  the  other  approach. 

CONCLUSIONS. 

1.  Subphrenic  infections  are  not  infre- 
quent, and  follow  a large  percentage  of 
intra  - abdominal  suppurative  processes, 
chiefly  appendiceal. 

2.  By  far  the  greater  number  of  sub- 
phrenic inflammatory  processes  subside, 
especially  if  proper  therapy  is  introduced 
early, 

3.  Careful  clinical  observation  of  a 
patient  who  has  had  a suppurative  process 
within  the  peritoneal  cavity  will  usually 
suffice  to  make  a positive  diagnosis  of  a 
subphrenic  infection  when  such  occurs. 
The  roentgen-ray  is  a valuable  aid  in  diag- 
nosing the  condition. 

4.  The  treatment  of  a subphrenic  infec- 
tion is  divided  into  prophylactic,  conser- 
vative, and  radical  methods.  Most  cases  of 
subphrenic  infection  respond  to  conserva- 
tive treatment. 

5.  In  a subphrenic  abscess  an  unin- 
volved pleural  or  peritoneal  cavity  should 
not  be  opened. 

6.  The  retro-  and  pre-peritoneal  oper- 
ations are  the  procedures  of  choice,  be- 
cause of  the  avoidance  of  the  large  serious 


cavities  and  the  lack  of  shock  caused  by 
the  operations. 

7.  The  mortality  following  the  retro- 
peritoneal operations  for  subphrenic  ab- 
scess has  been  6 per  cent. 
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DISCUSSION. 

Dr.  J.  A.  Danna  (New  Orleans) : I believe  you 
will  all  agree  with  me  in  that  it  is  more  difficult  to 
discuss  such  a comprehensive  monograph  as  the 
one  that  has  just  been  read  and  my  only  reason 
for  rising  to  do  so  is  that  I have  been  announced 
as  the  discusser. 

I think  the  paper  is  timely  because  it  teaches 
us  a lesson,  teaches  us  that  we  are  passing  up 
diagnosing  these  cases  and  waiting  until  they  are 
so  far  advanced  that  it  very  easily  accounts  for 
the  bad  name  that  a subphrenic  abscess  has. 
Whenever  one  speaks  of  a subphrenic  abscess  it 
implies  a very  sick  patient:  this  should  not  be  the 
case  if  the  patient  who  is  apt  to  develop  a sub- 
phrenic abscess  receives  the  personal  attention 
that  he  should  be  given.  Whenever  a patient  (as 
stated  in  the  paper)  has  an  abdominal  infection 
and  will  not  clear  up,  does  not  improve  as  he 
should,  has  a little  fever,  etc.,  look  for  evidence  of 
a subphrenic  abscess.  If  the  paper  does  nothing 
more  than  call  attention  to  the  fact  that  many 
of  these  cases  die  because  they  are  not  diagnosed 
early  and  makes  us  watch  more  carefully  in  the 
future  for  this  condition,  it  will  have  accomplished 
a great  deal. 

The  doctor  brought  out  the  fact  that  pleural 
effusion  complicates  these  cases  very  often  and 
that  is  where  we  go  astray.  When  dealing  with  a 
pleural  effusion  we  feel  that  the  condition  is  in- 
trathoracic,  above  the  diaphragm— we  go  on  and 
treat  the  j/atient  above  the  diaphragm  and  the 
condition  gets  worse. 

Speaking  of  aspiration.  The  doctor  cites  a case 
where  aspiration  was  done  twenty-four  times  be- 
fore finding  pus.  The  reason  why  repeated  at- 
tempts so  often  fail  to  demonstrate  pus  is  be- 
cause it  is  very  hard  to  get  a needle  large 
enough  sometimes  for  pus  to  come  through.  Do 
not  be  satisfied  even  after  you  have  stuck  a large 
needle  ki  a supposed  cavity  if  no  pus  is  with- 


drawn; do  not  take  it  for  granted  there  is  no  pus; 
the  pus  may  be  of  a consistency  that  will  not  go 
through  the  needle. 

I have  had  some  experience  with  the  incision 
the  doctor  speaks  of  in  approaching  these  cases 
through  the  costal  arch.  Make  the  incision  on 
the  costal  border,  split  your  soft  tissues  down  to 
the  rib  and  then  sort  of  peel  them  from  under  the 
ribs;  you  will  find  that  your  peritoneum  and  pos- 
sibly some  of  the  fibers  of  the  diaphragm  will  sep- 
arate easily  and  you  can  reach  up  with  the  finger 
and  get  at  the  abscess  between  the  diaphragm 
and  liver  very  readily.  I am  sorry  Dr.  Oshsner 
did  not  go  more  into  detail  about  that  retroper- 
itoneal incision.  We  need  not  grope  about  getting 
into  this  abscess  behind ; the  technique  worked  out 
by  Dr.  Ochsner  in  1923  is  a very  nice  method 
which  gives  you  a clean  job  and  a very  thorough 
result. 

As  I said  a while  ago,  it  is  rather  difficult  to 
say  anything  after  everything  has  already  been 
said. 

Dr.  I.  M.  Gage  (closing) : I have  nothing  in 

the  way  of  discussion  to  add,  but  wish  to  thank 
the  Society  for  the  extension  of  time  granted  to 
complete  the  reading  of  Dr.  Ochsner’s  manuscript, 
and  also  thank' Dr.  Danna  for  his  discussion. 

After  the  meeting,  to  anyone  who  is  interested, 
I will  be  more  than  pleased  to  demonstrate  the 
retroperitoneal  incision  on  the  cadaver. 


BERIBERI  (“MALADIE  DES  JAMBES”)  IN 
LOUISIANA. — Four  patients  from  the  rice  belt 
are  reported  on  by  Scott  and  Herrmann,  sick  with 
what  they  termed  “maladies  des  jambes.”  Of 
these,  two  had  definite  beriberi,  while  in  the  other 
two  the  picture  of  an  acute  nephritis  predomi- 
nated. There  were  ten  cases  in  the  parish  prison 
besides  the  four  true  cases  of  beriberi  received 
at  the  charity  hospital.  One  prisoner  died  on  the 
way  to  the  hospital  from  the  jail  and  two  were 
sent  to  Baton  Rouge.  Eight  of  those  detained 
are  said  to  have  been  relatively  mildly  affected 
and  recovered  when  the  diet  was  changed.  Alto- 
gether, eight  prisoners  were  admitted  to  the  hos- 
pital with  edema  and  questionable  cardiac  lesions, 
but  three  were  undoubtedly  not  to  be  classed  as 
having  true  beriberi.  It  may,  however,  be  as- 
sumed that  preexisting  heart  disease  was  adversely 
influenced  by  the  nutrition.  They  conclude  that 
“maladie  des  jambes,”  the  nutritional  disturbance 
frequently  encountered  among  the  rice  farmers  of 
Louisiana,  is  identical  with  the  neurodegeneratiye 
syndrome  classed  as  the  “wet”  type  of  beriberi  in 
oriental  countries  or  the  sporadic  outbreaks  of 
neuritic  edema  in  prisons,  asylums,  on  shipboard, 
or  in  war.  The  outbreak  of  jail  beriberi  and  ag- 
gravated heart  lesions  in  the  parish  prison  was 
provoked  by  a monotonous  diet,  which,  though 
plentiful  enough,  was  deficient  in  essential  vita- 
min constituents.  Though  authorities  may  still  be 
divided  on  the  true  etiology,  the  authors  consider 
a deficiency  of  vitamin  B in  the  diet  as  the  princi- 
pal cause. — J.  A.  M.  A.,  90:2083,  1928. 
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THE  TREATMENT  OF  BURNS.* 

R.  A.  CUTTING,  M.  D., 

New  Orleans. 

The  responsibility  of  dealing  with  cases 
of  burns  is  a legacy  which  has  been  handed 
down  by  tradition  to  the  general  surgeon — 
a bequest  which,  though  apparently  logical 
enough,  he  has  too  frequently  accepted 
with  diffidence  or  even  reluctance.  The 
temptation  to  esteem  the  spectacular  and 
avoid  the  commonplace  has  operated  to  re- 
tard the  progress  of  knowledge  with 
respect  to  burns  as  in  few  other  surgical 
conditions. 

DEFINITION. 

Burns  have  usually  been  defined  as 
lesions  caused  by  raising  the  temperature 
of  a part  to  a degree  incompatible  with 
its  normal  functioning,  or,  more  compre- 
hensively, as  a special  type  of  wound  due 
to  the  action  of  heat,  chemicals,  electricity, 
or  radiant  energy.  To  this  conception,  as 
will  be  shown  presently,  one  must  add,  as 
a result  of  the  contributions  of  various 
fairly  recent  investigators,  that  toxemia  is 
also  an  essential  part  of  the  picture. 

CLASSIFICATION. 

The  classification  of  burns  has  been  both 
according  to  the  causative  agent,  as  men- 
tioned above,  and  also  according  to  the 
depth  of  the  wound;  most  commonly  three 
degrees  of  burns  are  described  in  the 
United  States:  (1)  erythema,  (2)  bleb 

formation,  and  (3)  eschar;  occasionally 
Dupuytren’s  classification  into  six  degrees 
is  preferred:  (1)  erythema,  (2)  dermati- 
tis, with  bleb  formation,  (3)  sub-total  de- 
struction of  the  skin,  (4)  complete  de- 
struction of  the  skin,  (5)  destruction  of 
the  superficial  structures  to,  and  including, 
the  muscular  layer,  and  (6)  carbonization 
of  muscles. 

It  is  at  least  questionable  whether  the 
action  of  radiant  energy  on  tissues  should 
be  described  as  a burn.  Probably  such 
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lesions  should  be  given  a chapter  of  their 
own. 

Electrical  burns  have  been  shown,  how- 
ever, by  Schridde  to  present  identically 
the  same  histological  picture  as  burns 
caused  by  great  heat,  and  accordingly  fall 
properly  within  the  classification. 

Chemical  burns  are  not  much  different 
from  electrical-thermal  burns  histologi- 
cally, and  are  treated,  except  for  minor 
modifications,  in  the  same  way.  As  side 
effects,  acids  combine  with  body  proteins  to  , 
form  acid-metaproteins,  while  alkalis  form 
alkali-metaproteins;  acids  have  the  power 
markedly  to  soften  connective  tissue  and 
epithelium,  and  alkalis  the  power  to  com- 
bine with  tissue  fats  to  form  soaps ; further- 
more, both  acids  and  alkalis  are  intensely 
hygroscopic,  one  acid,  sulphuric,  being  able 
to  withdraw  hydrogen  and  oxygen  from  or- 
ganic compounds  to  leave  carbon  only  and 
thus  give  the  phenomenon  of  charring.  But 
from  a practical  point  of  view  these  pecu- 
liarities of  chemical  burns  are  of  no  par- 
ticular significance.  There  is,  however,  one 
respect  in  which  the  effect,  and  conse- 
quently the  treatment,  of  these  lesions 
varies  from  type,  and  that  is,  that  while 
the  immediate  destructive  action  of  ther- 
mal burns  ceases  as  soon  as  the  burned  part 
has  had  a chance  to  cool,  the  action  of  a 
chemical  caustic,  unless  therapeutically 
stopped,  is  prolonged  for  a variable  period 
of  time  until  neutralized  by  the  fluids  com- 
ing to  the  tissues  by  way  of  the  blood 
stream. 

The  classification  of  burns  according  to 
depth  of  penetration,  though  useful  in  a 
general  way,  is  clinically  often  not  very 
satisfactory,  mainly  for  two  reasons: 
(1)  The  measure  of  the  constitutional 
severity  of  a burn  is  frequently  not  so 
much  its  depth  as  its  location  and  its  sur- 
face area,  and  (2)  the  measure  of  the  local 
severity  is  the  ability  of  the  lesion  to  heal 
without  impairment  of  function,  i.  e.,  with- 
out scar  formation,  which,  as  Bancroft  and 
Rogers,  Goldblatt  and  others  have  shown, 
depends  upon  the  destruction,  not  so  much 
of  the  skin  itself,  as  of  the  hair  follicles 
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which  dip  below  the  skin  proper.  In  other 
words,  a so-called  third  degree  burn  in  the 
usual  classification  will  go  on  to  extensive 
scar  formation  if  it  is  so  deep  as  to  destroy 
hair  follicles,  but  relatively  complete  res- 
toration of  the  integument  will  be  the  rule 
if  undestroyed  hair  follicles  remain  to  pro- 
vide small  islands  of  epithelium  from 
which  epidermization  may  proceed.  Ac- 
cordingly, it  has  been  proposed  to  classify 
burns  clinically  in  only  two  degrees : 
(1)  Those  which  are  so  superficial  as  to 
have  no  marked  tendency  to  scar  forma- 
tion, and  (2)  those  in  which  the  depth  of 
the  lesion  precludes  such  a possibility; 
whether  such  a classification  is  important 
enough  to  supersede  the  older  ones  remains 
to  be  seen. 

ETIOLOGY. 

The  etiology  of  bums,  perforce,  has 
been  already  discussed  in  part,  but  with 
respect  to  age  and  sex  incidence  it  is  in- 
teresting to  note  that  at  least  on  the  basis 
of  mortality  statistics  taken  from  the 
figures  compiled  by  the  Metropolitan  Life 
Insurance  Company  females  seem  to  be 
affected  more  than  males  in  the  ratio  of 
three  to  two,  more  males  dying  from 
burns  from  birth  up  to  the  age  of  three, 
more  females  from  3 to  35,  males  and 
females  about  equally  again  for  a number 
of  years,  and  later,  in  the  old  age  period, 
more  females  than  males.  Perhaps  this 
preponderance  of  fatal  burns  amongst 
females  is  not  in  accordance  with  what 
one  might  expect,  but  it  can  doubtless  be 
explained  satisfactorily  in  connection  with 
the  character  of  clothing  worn,  woman’s 
duties  about  the  kitchen  and  the  stove, 
and  similar  considerations.  More  burns 
occur  in  the  winter  than  in  the  summer 
months,  rather  obviously  because  of  the 
necessity  for  more  numerous  and  hotter 
fires  during  cold  weather. 

PATHOLOGY. 

The  local  pathological  histology  of 
burns  need  not  be  repeated  here;  it  is  so 
classical  as  to  constitute  the  type  pic- 
ture of  inflammation,  but  the  constitu- 
tional reaction  following  these  lesions  is 


too  little  understood,  and  such  knowledge 
as  we  have  concerning  it  is  altogether  too 
infrequently  emphasized.  It  has  always 
been  appreciated,  of  course,  that  the 
severity  of  a burn  may  be,  and  frequently 
is,  out  of  all  proportion  to  the  amount  of 
tissue  actually  destroyed,  but  just  why 
this  should  be  has  been  considerable  of  an 
enigma.  In  the  past,  surgery  has  been 
content  simply  to  dismiss  the  constitu- 
tional reaction  with  the  term  toxemia. 
Because  of  certain  researches,  however, 
mostly  of  fairly  recent  date  the  surgeon 
of  the  present  has  been  enabled  to  appre- 
ciate the  nature  of  this  reaction  more 
intimately  than  his  predecessors.  It 
appears  from  the  reports  of  a number 
of  investigators,  notably  Robertson  and 
Boyd  and  Ravdin,  that  the  burning  of  skin 
causes  the  local  formation  of  a toxic 
product  or  toxic  products  which  remain 
confined  to  the  region  of  the  lesion  for  a 
matter  of  eight  hours  or  so,  but,  unless  pre- 
vented from  so  doing,  thereafter  find  their 
way  into  the  blood  stream,  enter  into  or 
become  absorbed  by  the  red  corpuscles  and 
produce  an  effect  some  aspects  of  which 
have  been  pointed  out,  but  which  is  not 
completely  explained  as  yet.  The  evidence 
is  somewhat  as  follows: 

If  the  blood  returning  from  the  burned 
extremity  of  an  experimental  animal  be 
diverted  into  the  blood  stream  of  a normal 
animal,  the  latter  soon  thereafter  develops 
toxic  symptoms  the  counterpart  of  those  it 
would  have  manifested  had  it  been  burned 
itself. 

If,  instead  of  injecting  whole  blood,  only 
red  corpuscles  are  transferred  from  the 
burned  animal  to  the  normal  one  the  reac- 
tion occurs  as  before,  but  if  plasma  alone 
is  given,  no  reaction  takes  place. 

If  an  area  of  burned  skin  from  an  ex- 
perimental animal  be  removed  completely 
and  grafted  onto  a normal  animal  within 
8 hours,  the  second  animal,  and  not  the 
first,  develops  the  toxemia;  if  this  is  done, 
however,  after  the  lapse  of  a longer  interval 
both  animals  suffer. 
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The  nature  of  the  toxin  elaborated  by 
the  burning  of  skin  is  unknown,  but  it  has 
been  definitely  shown  to  be  produced  only 
when  living  skin  is  burned ; the  provisional 
assumption  is  made  that  it  consists  of 
primary  and  secondary  proteoses,  and  fur- 
ther analysis  into  thermolabile  and  ther- 
mostable constituents  had  been  attempted. 

Organic  pathology  resulting  from  the 
toxemia  has  been  sought  grossly,  micro- 
scopically, and  chemically. 

Cases  of  rather  severe  burns  character- 
istically present  the  blood  picture  of  con- 
centration, which  is  most  conveniently  in- 
dicated and  measured  by  the  procedure  of 
hemoglobin  estimation.  Underhill  reports 
increases  to  145  per  cent  of  normal  and 
Ravdin  to  125  per  cent,  figures  which  call 
to  mind  the  similar  concentration  observed 
in  high  intestinal  obstruction,  war  gas 
poisoning,  fulminating  influenza,  and 
Asiatic  cholera;  indeed  the  blood  concen- 
tration may  easily  be  the  cause  of  death 
in  cases  of  burns,  the  increased  viscosity 
leading  to  impairment  of  the  circulation, 
diminished  oxygen-carrying  ca,pacity,  low- 
ering of  temperature,  and  suspension  of 
the  vital  activities.  Underhill  believes  that 
this  phenomenon  can  be  explained  on  the 
basis  of  an  outpouring  of  tissue  fluid 
through  the  partially  devitalized  walls  of 
the  capillary  bed  in  the  region  of  the 
traumatism. 

The  gross  and  microscopical  pathology 
of  the  various  body  organs  has  been,  on  the 
whole,  rather  unproductive  in  cases  of 
burns.  Robertson  and  Boyd  several  years 
ago  reported  that  they  found  evidences 
of  parenchymatous  degeneration  in  the 
various  abdominal  organs,  but  Weiskotten 
and  Greenwald  and  Eliasberg,  reporting 
on  human  autopsies,  and  Olbrycht,  work- 
ing with  experimental  animals,  were  un- 
able to  confirm  these  findings.  Greenwald 
and  Eliasberg,  however,  working  with 
rabbits  in  an  attempt  to  find  a possible 
explanation  for  an  extreme  hypoglycemia 
which  they  had  observed  in  two  clinical 
cases  of  burns  which  had  died  (one  had  no 


blood  sugar  at  all,  the  other  only  30  mg. 
per  100  C.C.),  have  described  certain 
changes  in  the  adrenal  glands  which  are 
interesting  in  that  they  suggest  diminution 
of  adrenalin  secretion  as  a part  of  the  pic- 
ture of  burn  toxemia,;  for  the  first  24  hours 
following  experimental  burns  they  found 
evidences  of  increased  cellular  activity  in 
the  adrenals  of  their  animals  accompanied 
by  hyperglycemia,  which  they  interpreted 
as  being  caused  by  excess  stimulation. 
Olbrycht  previously  had  found  pathology 
of  the  adrenals  in  animals  subjected  to 
burns,  consisting  of  hyperemia,  ecchy- 
moses,  and  reduction  or  total  loss  of 
chromaffin  substance  and  lipoids.  Hypogly- 
cemia, if  due  to  exhaustion  of  adrenal 
cortex,  should  be  amenable  to  treatment 
with  hypodermic  injections  of  adrenalin, 
and  this  should  be  borne  in  mind,  together 
with  the  suggestion  that  according  to  the 
experimental  data,  such  therapy  would  be 
contraindicated  during  the  first  24  hours 
following  burn  trauma. 

Acidosis,  it  should  be  mentioned,  is  ap- 
parently no  essential  part  of  the  toxemia 
incident  to  burns;  the  carbon-dioxide  com- 
bining power  of  the  plasma  is  normal. 
Perhaps  it  should  also  be  added,  at  this 
point,  that  burn  toxemia  does  not  charac- 
teristically lead  to  a nephritis;  albumin- 
uria, though  usually  present,  is  probably 
only  incidental  to  blood  concentration,  the 
kidneys  being  able  only  imperfectly  to 
function  under  such  conditions,  though 
when  the  concentration  is  overcome  they 
function  again  in  a perfectly  normal 
manner. 

Various  observers,  notably  Underhill 
and  Robertson  and  Boyd,  have  reported 
disturbances  of  protein  metabolism  as  evi- 
denced by  high  non-protein  nitrogen  and 
urea  blood  values;  the  disturbance  noted 
here  is  usually  not  particularly  striking 
and  can  possibly  be  explained  on  the  basis 
of  blood  concentration. 

Underhill  has  made  the  very  interesting 
contribution  that  blood  chlorides  are  de- 
creased in  all  but  minor  burns,  and  that 
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the  blood  chloride  decrease  is  associated 
with  a decrease  of  urinary  chloride  output. 
He  goes  to  some  length  to  show  that  this 
phenomenon  cannot  be  explained  on  any 
ordinary  grounds,  such  as  diet,  fever,  vom- 
iting, alkali  therapy,  altered  renal  thres- 
hold, blood  concentration,  or  transudation 
at  the  site  of  burn,  but  rather  that  it  is  in 
all  probability  a prptective  phenomenon. 
The  sodium  chloride  is  stored  in  the 
tissues  where  it  can  be  made  to  serve  the 
purpose  of  combining  with  the  primary 
toxic  materials  elaborated  by  the  burned 
area  before  there  has  been  an  opportunity 
for  the  latter  to  produce  damage.  He 
thinks  this  is  analogous  to  chloride  reten- 
tion in  pneumonia,  and  makes  the  obser- 
vation that  just  as  in  pneumonia,  after  the 
crisis,  there  is  a large  chloride  elimination 
in  the  urine,  just  so  in  burns  there  is  a 
readjustment  of  chlorides  with  marked 
urinary  excretion  following  the  separation 
of  burn  sloughs.  He  also  quotes  Hayden 
and  Orr’s  observation  of  chloride  retention 
in  intestinal  obstruction  as  another  ex- 
ample of  a similar  mechanism. 

PROGNOSIS. 

As  to  life,  considering  the  moderately 
deep  burns,  the  prognosis  is  probably 
favorable,  other  things  being  qual,  in  cases 
where  less  than  1/10  of  the  total  body  sur- 
face is  involved,  guarded  where  1/3  or  more 
has  been  burned,  and  grave  where  2/3  is 
affected.  This  is,  however,  only  the  most 
general  sort  of  an  estimate,  bums  about 
the  head,  neck  and  shoulders  being  more 
dangerous  to  life  than  similar  ones  on  the 
extremities,  children  being  much  less  re- 
sistant than  adults,  and  much  depending, 
in  any  case,  upon  the  general  bodily 
resistance  of  the  patient  and  the  institu- 
tion of  proper  treatment. 

As  to  scar-formation  and  contracture 
deformities,  deep  burns  have  a relatively 
unfavorable  prognosis,  but  much  can  be 
accomplished  by  early  skin-grafting,  the 
prevention  of  serious  infection,  and  other 
therapeutic  measures. 


TREATMENT. 

The  question  of  prophylactic  treatment 
is  a large  one,  far  too  ponderous  for  a dis- 
cussion such  as  this,  and  it  must  be 
dismissed  with  the  single  suggestion  that 
the  crux  is  (1)  education  as  to  burn 
hazards,  on  the  one  hand,  and  (2)  active 
protection  for  those  constantly  exposed  to 
unusual  hazards,  on  the  other,  especially 
those  who,  either  due  to  lack  of  intelli- 
gence or  the  presence  of  organic  lesions 
are  particularly  exposed  to  danger,  specifi- 
cally the  young,  the  insane,  and  the  locally 
or  generally  anesthetic. 

There  should  be  no  routine  treatment  for 
burns.  Rational  therapy  here,  as  else- 
where in  medicine,  depends  upon  individ- 
ualization of  the  case,  a clear  understand- 
ing of  the  pathology  present  in  the  specific 
instance  being  the  indication  now  for  one 
modification  and  now  another. 

First  degree  burns,  i.  e.,  those  character- 
ized by  erythema  without  vesication,  if 
they  be  of  no  considerable  extent,  produce 
no  systemic  reaction  of  moment  and,  indeed, 
cases  developing  them  often  do  not  seek 
medical  aid.  For  such  cases  as  do  call  for 
treatment  picric  acid,  either  in  aqueous 
solution  or  as  an  ointment  probably  best 
meets  the  indications,  it  being  at  the  same 
time  both  slightly  anesthetic  and  anti- 
septic. 

Second  degree  burns  and  mild  third  de- 
gree burns,  i.  e.,  those  in  which  scarring  is 
not  expected  to  be  extensive,  may  be 
grouped  together;  according  to  their  ex- 
tent they  may  be  mild,  severe,  or  very 
severe ; it  must  be  constantly  borne  in  mind 
that  children  bear  burns  poorly.  The 
treatment  should  begin  immediately  after 
the  patient  is  seen,  and  obviously  the  first 
indication  is  to  prevent  the  further  or  con- 
tinued action  of  the  exciting  cause.  Usually 
in  cases  where  clothing  has  caught  fire  re- 
sulting in  a bum  the  flame  will  have  been 
extinguished  before  the  patient  is  seen,  but 
it  is  not  an  incident  of  very  great  rarity 
to  see  patients  rushed  in  excitement  into 
hospitals  with  their  clothing  still  smoulder- 
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ing.  On  the  other  hand,  where  chemical 
burns  are  concerned  the  caustic  will  not 
usually  have  completely  ceased  to  act  at 
the  time  the  patient  comes  under  observa- 
tion; no  time  should  be  lost  in  preventing 
the  possibility  of  further  chemical  de- 
struction. Davidson  has  gone  to  some 
length  in  determining  the  proper  procedure 
in  the  case  of  the  acid  and  alkali  burns, 
and  he  has  come  to  the  conclusion  as  the 
result  of  carefully  controlled  animal  expe- 
rimentation that  dilution  of  these  particu- 
lar caustic  agents  with  quantities  of  water 
gives  decidedly  better  results  than  any 
immediate  attempt  to  neutralize  them,  base 
with  acid  and  acid  with  base. 

Patients  with  extensive  burns  will 
usually  be  found  in  a greater  or  less  de- 
gree of  shock,  burns  about  the  face,  neck, 
and  shoulders  being  particularly  prone  to 
produce  this  condition.  The  exact  mechan- 
ism of  burn  shock  is  not  well  understood; 
it  is  presumably  caused  by  an  overwhelm- 
ingly violent  stimulation  of  sensory  nerves, 
and  individual  idiosyncrasies  are  consider- 
able, some  patients  being  prostrated  by 
relatively  mild  trauma,  and  vice-versa.  At 
all  events  shock  is  easily  recognized  by  its 
symptoms,  sub-normal  temperature,  rapid, 
running  pulse,  low  systolic  blood-pressure, 
and,  in  the  more  severe  cases,  cold  clammy 
skin  and  coma  or  only  partial  conscious- 
ness. However  severe  the  local  lesion,  to 
attempt  its  active  treatment  with  a patient 
in  shock  is  to  jeopardize  the  patient’s 
chances  of  recovery  by  overlooking,  medi- 
cally, the  forest  for  the  trees.  The  indica- 
tions here  are  to  protect  the  burned  area 
from  infection  and  mechanical  trauma  by 
sterile  dressings  if  possible,  but  clean 
sheets  or  the  like  will  do  otherwise,  and  get 
the  patient  immediately  to  some  place 
where  he  can  be  kept  w'arm,  be  provided 
with  an  abundance  of  fluids,  by  mouth, 
proctoclysis  or  hypodermoclysis,  according 
to  the  needs  of  the  case.  He  should  be  given 
morphin  in  sufficient  amounts  and  suffi- 
ciently frequently  to  relieve  him  of  his  pain 
and  keep  him  quiet.  The  treatment  of 
the  local  lesion  begins  only  when  reaction 


from  shock  has  definitely  set  in;  milder 
cases  of  burns  can,  of  course,  be  attacked 
locally  without  delay.  The  indications  for 
local  treatment  are,  in  addition  to  those 
already  mentioned,  i.  e.,  protection  from 
infection  and  further  trauma,  (1)  provis- 
ion for  taking  care  of  the  copious  exudate 
which  may  be  expected  from  the  burned 
area,  (2)  the  relief  of  local  pain,  (3)  the 
favoring  of  rapid  granulation,  and  (4) 
whatever  can  be  done  to  forestall  the  ab- 
sorption of  toxins  from  the  burned  area 
into  the  blood  stream. 

The  clothing  should  be  cut  away,  soaked 
away  in  water,  or  otherwise  removed  in 
such  manner  as  will  add  as  little  trauma 
as  possible  to  that  already  existing;  gaso- 
line is  often  useful  in  cleaning  up  badly 
contaminated  areas,  since  it  is  fairly 
grateful  to  the  painful  lesion  and  at  the 
same  time  somewhat  antiseptic.  At  various 
times  debridement  has  been  put  forward  as 
being  indicated  following  the  preliminary 
toilet,  as,  for  instance,  by  Brager,  Lieber, 
and  Willis;  for  this  purpose,  the  patient 
being  placed  under  a general  anesthetic 
and  the  traumatized  tissue  being  either  cut 
away  or  completely  scrubbed  away;  this 
treatment  is  perhaps  of  value  in  certain 
unusual  cases,  but  routinely,  while  it  meets 
the  indications  for  local  treatment  as  given 
above  in  an  ideal  manner,  it  carries  with 
it  two  side  effects  which  usually  negative 
its  more  obvious  advantages,  (1)  the  first 
is  that  it  adds  operative  shock  to  that  of 
the  burn,  (2)  the  second  that  in  extensive 
burns,  i.  e.,  those  involving  considerable 
areas  of  the  body,  the  added  probability  of 
scar-tissue  formation  and  subsequent  de- 
formity following  operative  trauma  prob- 
ably rarely  justifies  the  procedure. 

One  of  the  favorite  older  methods  of 
treatment  was  to  cover  the  lesions  with 
gauze  compresses  wrung  out  of  mild  anti- 
septic solutions  in  an  attempt  to  keep  the 
wound  sterile;  this  method  favors  exuda- 
tion from  the  burned  areas,  fails  to  pre- 
vent the  absorption  of  toxins,  often  suc- 
ceeds only  in  providing  a warm  moist 
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nidus  for  the  development  of  bacteria, 
more  frequently  still  provides  extra 
trauma  by  repeated  dressings,  and  almost 
always  fails  to  make  the  .patient  comfort- 
able. The  addition  of  novocain  solution  to 
these  dressings  has  been  advocated  to  con- 
trol pain.  As  a result  of  the  late  war  the 
method  of  spraying  the  burned  area  with 
some  preparation  of  paraffin  came  to  the 
fore ; in  civil  life  various  proprietary  prep- 
arations containing  paraffin  as  a base  have 
been  used,  and  while  they  usually  do  suc- 
ceed in  making  the  patient  ultimately 
comfortable  often  added  temporarily  to  his 
discomfort  by  the  heat  used  in  melting  the 
preparation,  run  the  danger  of  developing 
a severe  infection  under  the  paraffin  coat- 
ing, and  inevitably  failed  to  prevent  the 
absorption  of  toxins  and  the  exudation  of 
fluid. 

In  1925  Davidson  proposed  the  so-called 
“tannic  acid  treatment”  of  burns  which 
seems  to  be  such  a distinct  therapeutic 
advance  over  previous  methods  that  any 
further  recital  of  the  many  modifications 
of  the  above  mentioned  types  may  be 
omitted. 

The  tannic  acid  treatment  is  proposed  to 
fulfill  the  indications  for  local  treatment  as 
indicated  above  in  a satisfactory  manner; 
tannic  acid  has  only  a slight  and  unimpor- 
tant effect  on  the  unbroken  skin,  but  it 
precipitates  proteins  which  are  exposed 
directly  to  its  action.  Burned  areas,  which 
have  become  devitalized  and  are  treated 
with  tannic  acid,  are,  accordingly,  made  the 
site  of  a coagulation  process;  this  coagula- 
tion process  or  tanning  prevents  the  spread 
of  toxins  generated  in  the  diseased  tissue 
and  at  the  same  time  makes  a coat- 
ing which  protects  the  sensitive  nerve 
ends  in  the  undestroyed  tissues  from  air, 
and  from  trauma.  This  coating  also,  being 
impervious  to  moisture,  prevents  the  ex- 
travasation of  tissue  fluids,  which  is  of 
obvious  advantage  in  that  it  does  away 
with  excess  loss  of  tissue  fluids. 

In  practice  the  tannic  acid  treatment 
consists  of  the  application  to  the  burned 


area,  after  removing  gross  contaminations, 
puncturing  and  cutting  away  blebs,  and 
washing  the  surface  gently  with  distilled 
water,  of  a freshly  made  solution  of  tannic 
acid  in  sterile  distilled  water,  the  recom- 
mended percentage  strength  varying  from 
0.75  per  cent  to  5.0  per  cent,  a 2.5  per  cent 
solution  being  perhaps  advisable  in  the 
average  case.  The  method  of  application  is 
best  by  means  of  the  spray  or  atomizer, 
in  which  case  tanning  of  the  involved  area 
is  slightly  more  rapid  than  when  under- 
taken in  other  ways.  Sterile  gauze  com- 
presses may  be  bandaged  over  the  involved 
areas,  these  being  subsequently  wet  with 
the  solution  by  pouring  the  latter  over 
them;  it  is  simpler  still  to  wet  the  com- 
presses and  apply  them  wet,  bandaging 
them  securely  afterward.  If  the  spray  is 
used  the  aim  should  be  to  repeat  the  pro- 
cess sufficiently  often  to  keep  the  surface 
wet  with  the  solution,  i.  e.,  every  half  hour, 
and  if  the  wet  compress  method  is  used 
the  compresses  should  be  resaturated  from 
time  to  time.  The  process  of  tanning 
should  be  watched,  compresses  being  loos- 
ened and  raised  for  the  purpose  every  six 
hours,  and  as  soon  as  the  burned  areas 
have  assumed  a uniform  mahogany  brown 
color  the  dressings  may  be  removed  or  the 
spray  discontinued.  Complete  tanning  will 
usually  take  twenty-four  hours  or  more  with 
the  compress  method  and  sixteen  hours 
with  the  spray.  It  should  be  emphasized 
that  only  fresh  solutions  of  tannic  acid 
should  be  used,  for,  while  the  dry  powder 
keeps  indefinitely,  a solution  of  tannic  acid 
rapidly  becomes  converted  into  the  unsuit- 
able gallic  acid.  To  avoid  trauma  incident 
to  the  removal  of  dressings  at  the  end  of 
the  tanning  period  the  latter  should  be 
allowed  to  become  thoroughly  wet  with  the 
solution  just  prior  to  their  removal.  Subse- 
quent to  the  tanning  process  the  burned 
areas  are  left  exposed  to  the  air  under  a 
suitable  tent  which  is  covered  with  a 
sterile  sheet  to  protect  the  wounds  from 
contamination  and  within  which  are  placed 
a number  of  electric  light  bulbs  sufficient 
to  keep  the  temperature  within  at  an  even 
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100°  F.  The  tanned  areas  become  grad- 
ually dry  as  a result  of  the  exposure  to 
the  warm  air,  the  interval  necessary  to 
complete  the  process  being  not  less  than 
another  twenty-four  hours  and  sometimes 
several  times  as  long,  depending  mostly  on 
the  depth  of  the  burn.  A.  5 per  cent  ointment 
of  tannic  acid  in  a base  composed  of  equal 
parts  of  lanolin  and  petrolatum  has  been 
advocated  in  lesions  situated  about  the 
eyes,  ears,  and  similar  orifices  where  the 
use  of  an  aqueous  solution  on  compresses 
may  be  unsuitable ; with  due  care  the  spray 
may  be  used,  however,  in  these  locations 
and  it  is  much  superior  for  the  purpose. 

When  properly  tanned  and  dried  the  sur- 
face of  the  lesion  is  found  to  be  covered  by 
a tough,  dark  brown,  leathery  membrane 
which  is  insensitive  to  pain,  which  forms 
an  almost  ideal  protection  from  trauma, 
and  which  seems  clinically  to  interfere  in 
no  way  with  the  subsequent  granulation  of 
the  wound  from  below;  in  fact,  the  con- 
trary represents  the  case  more  correctly 
because  healing  is  usually  relatively  rapid 
and  very  satisfactory. 

The  local  treatment  being  started,  in  one 
way  or  another,  preferably  by  the  method 
just  suggested,  the  systemic  treatment  is 
continued.  Barring  shock,  which  is  early, 
patients  die  from  blood  concentration, 
toxemia,  or  infection;  the  indications  are, 
accordingly,  (1)  to  force  fluids  early, 
(2)  to  recognize  toxemia  if  it  occurs  in 
spite  of  local  treatment,  and  treat  it  intel- 
ligently, and  (3)  to  recognize  the  presence 
of  infection  and  attempt  to  control  it. 

Fluids  should  be  given  early  and  in  fairly 
large  quantities ; usually  the  patient,  if  not 
too  severely  burned,  will  co-operate  by 
taking  quantities  of  fluids  by  mouth,  but 
otherwise  proctoclysis  is  invoked,  or  even 
hypodermoclysis  in  cases  where  other 
methods  do  not  sufficiently  avail. 

Toxemia,  which  may  be  expected  to 
ensue  not  earlier  than  8 hours  after  a 
burn  and  to  disappear  in  from  three  to  five 
days  can  be  combatted  specifically  by  no 


known  method.  The  prophylactic  use  of 
blood  transfusion  in  severe  cases  of 
burns  should  be  considered  early;  its 
efficacy  probably  varies  largely  in  inverse 
ratio  to  the  interval  elapsing  before  it  is 
invoked.  If  Davidson  is  right  in  his  con- 
tention that  sodium  chloride  combats  the 
toxemia  by  neutralizing  or  fixing  the 
toxins  before  they  have  had  an  oppor- 
tunity to  exert  a minimum  effect,  frequent 
chloride  determinations  on  the  blood  of  the 
patients  are  of  the  utmost  importance,  to 
be  accompanied  by  the  administration  of 
sufficient  sodium  chloride  to  keep  up  a nor- 
mal concentration.  It  must  be  urged  that 
Davidson  is  of  the  opinion  that  the  best 
available  index  of  the  patient’s  condition  is 
to  be  derived  by  the  determination  of  his 
blood  chloride  content.  If  Greenwald  and 
Eliasberg’s  contention  is  correct  that  the 
toxin,  once  formed,  attacks  primarily  the 
adrenal  glands,  first  stimulating  them  to 
the  excess  production  of  adrenalin  and 
then  later  damaging  them  to  the  ex- 
tent that  a marked  reduction  of  the 
sugar  level  is  produced,  adrenalin  should 
be  supplied  hypodermically  after  the  elapse 
of  a sufficient  time  to  allow  the  initial 
stimulating  effect  of  the  toxemia  to  have 
passed  off.  At  any  rate  the  blood  sugar 
should  be  estimated  frequently  in  burn 
cases,  since  we  know  that  in  certain  of 
them  the  sugar  values  are  low,  and  in  these 
the  administration  of  glucose,  with  or 
without  insulin  should  be  of  value. 
Frequent  hemoglobin  estimations  are  a 
measure  of  the  blood  concentration ; the 
prophylactic  treatment  of  this  condition  is 
far  more  easy  than  the  overcoming  of  it 
after  it  is  once  established. 

The  treatment  of  infection  is  mainly 
prophylactic.  A burn  is  always  a poten- 
tially infected  wound,  and  few,  if  any, 
escape  pus  production  entirely.  When  pus 
does  form,  especially  if  paraffin  or  tannic 
acid  has  been  used,  drainage  should  be 
established  by  cutting  away  the  paraffin 
coating  or  the  tanned  area,  as  the  case  may 
be;  this  being  facilitated  in  the  latter  in- 
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stance  "by  softening  the  membrane  first 
with  liquid  petrolatum. 

Deeper  third  degree  hums.  The  deeper 
third  degree  burns  which  forbode  exten- 
sive scar  formation  often  tax  the  resources 
of  the  surgeon  to  the  limit  as  far  as  the 
prevention  of  the  latter  complication  is 
concerned;  otherwise  the  treatment  is  both 
local  and  general  as  indicated  for  any 
severe  burn.  The  thick  protective  mem- 
brane which  results  from  a properly  pro- 
duced tanning  by  the  method  of  Davidson 
often  facilitates  early  skin  grafting  in  two 
ways:  (1)  It  affords  a dry  protective 
splint  in  which  the  patient  can  lie  fairly 
comfortably  while  waiting  for  skin  grafts 
to  “take”  on  the  opposite  side  of  the  body, 
and  (2)  the  bed  left  by  the  removal  of  the 
membrane  is  particularly  suitable  for 
grafting.  The  early  institution  of  move- 
ments designed  to  prevent  contracture  de- 
formities especially  in  localities  which  are 
liable  to  fusp  together  is  of  particular 
importance. 

CONCLUSION. 

The  treatment  of  burns  is  now  sufficiently 
well  developed  along  rational  lines  to  stim- 
ulate the  surgeon’s  most  active  interest  in 
his  burn  cases;  the  field  for  research  is 
large  and  the  rewards  for  careful  treat- 
ment in  this  field  are  as  great  as  can  be 
found  anywhere. 

BIBLIOGRAPHY. 

Bancroft,  F.  W.  & Rogers,  C.  S. : Treatment  of  cutane- 
ous burns.  Ann.  Surg.,  84:1-18,  1926. 

Beck,  C.  S.  & Powers,  J.  H. : Burns  treated  by  tannic 
acid.  Ann.  Surg.,  84:19-36,  1926. 

Behrend,  M.:  Contractures  due  to  burns  of  face,  neck 
and  body.  Surg.  Clin.  N.  Amer.,  6:237-243,  1926. 

Cabot  case  12,184:  Problem  in  surgery  of  traumatic 

(burned)  hands.  Bost.  Med.  & Sur.  Jour.,  194:848-849, 
1926. 

Colgin,  I.  E. : Burns,  Texas  State  Jour.  Med.,  21:668-670, 

1926. 

Davidson.  E.  C. : Treatment  of  acid  and  alkali  burns. 
Ann  Surg.,  85:481-489,  1927. 

Davidson,  E.  C. : Sodium  chloride  metabolism  in  cutaneous 
burns  and  its  possible  significance  for  a rational  therapy. 
Arch.  Surg.,  13:262-277,  1926. 

Goldblatt,  D. : Study  of  burns,  their  classification  and 
treatment.  Ann.  Surg.,  85:490-501,  1927. 


Greenwald,  H.  M.  & Eliasberg,  H. : Pathogenesis  of  death 
from  burns.  A.  J.  M.  Sci.,  171 :682-96,  1926. 

Moorhead,  J.  J.,  & Killian,  J.  A.:  Metabolism  in  burns. 

Bull.  N.  Y.  Acad.  Med.,  3:401-409,  1927. 

Pack,  G.  T. : Etiology  and  incidence  of  thermal  burns. 

A.  J.  Surg.,  1:21-25,  1926. 

Ravdin,  I.  S. : Treatment  of  superficial  burns.  Surg. 

Clinics  N.  Amer..  6:1579-1583,  1925. 

Trueblood,  D.  V. : Paraffin  treatment  for  burns  and 

denuded  areas.  Northwest  Med.,  25:255-258,  1926. 

Underhill,  F.  P.:  Changes  in  blood  concentration  with 

special  reference  to  treatment  of  extensive  superficial  burns. 
Ann.  Surg.,  86:840-849,  1927. 

DISCUSSION. 

Dr.  Isidore  Cohn  (New  Orleans)  : The  first 

thing  expected,  and  this  time  well  merited,  is  to 
say  that  we  have  all  enjoyed  and  appreciated  Dr. 
Cutting’s  splendid  presentation.  He  has  brought 
home  very  forcibly  to  us  the  importance  of  the 
toxic  condition  due  to  the  absorption  of  the  burned 
products  of  the  body  and  the  principles  underly- 
ing the  treatment  of  this  as  brought  out  by  Da- 
vison: first,  the  necessity  of  preventing  the  ab- 

sorption of  these  autolytic  products,  which  can 
be  done  in  many  ways,  most  of  which  he  has 
called  our  attention  to.  But  from  a practical 
standpoint  there  are  certain  fundamental  things 
we  ought  to  keep  in  mind,  viz: 

1.  To  relieve  pain,  and  by  relieving  pain  pre- 
vent the  further  development  of  shock. 

2.  Maintain  body  fluids  as  far  as  possible. 
Just  because  patient  has  a burn  is  no  reason  why 
they  should  not  get  fluids  by  every  possible 
means;  proctoclysis,  hypodermoclysis  and  even 
transfusion. 

3.  The  question  of  preventing  absorption  of 
burned  products  is  of  fundamental  importance. 
Tannic  acid  seems  to  do  this  about  as  well  as 
any  agent  we  have,  because  it  produces  local 
coagulation. 

4.  Prevent  contracture.  I was  very  much 
amused  a few  years  ago  by  an  article  entitled 
The  Orthopedic  Treatment  of  Burns,  the  author 
having  in  mind  the  prevention  of  contracture. 
This  can  be  prevented  in  the  early  stages  by  mak- 
ing that  patient  move  his  fingers  and  joints  as 
much  as  possible. 

Keep  these  things  in  mind  and  there  is  no 
reason  why  our  patients  should  not  do  well. 

Another  thing  he  refers  to  are  the  changes 
which  give  us  the  impression  of  a definite  nephri- 
tis, definite  as  far  as  the  presence  in  the  urine  of 
albumin,  casts,  a certain  amount  of  blood,  etc.,  is 
concerned.  This  is  a transient  condition.  Later, 
however,  all  traces  of  the  preceding  toxic  nephritis 
disappear. 
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Dr.  R.  A.  Cutting  (closing)  : I wish  to  thank 
Dr.  Cohn  for  his  discussion  and  to  express  my 
regret  that  it  was  necessary  to  delete  freely  and 
read  rapidly  in  order  to  keep  the  paper  within  the 
time  limit  pointed. out  by  your  chairman  earlier  in 
the  evening. 

With  respect  to  the  orthopedic  treatment  of 
contractures  following  burns  there  is  in  the 
Clinics  of  North  America  for  February,  1926, 
a report  of  a series  of  plastic  operations  on  a 
male,  aged  5 years,  burned  while  playing  with 
matches.  The  report  is  of  interest  because  of  the 
seriousness  of  the  deformity  resulting  from  burns 
over  the  anterior  neck  and  chest  in  this  case,  the 
chin  being  bound  down  to  the  sternum  by  scar 
tissue  so  dense  that  the  chin  could  not  be  palpated 
through  it  nor  could  the  patient  close  the  mouth 
or  lips  nor  masticate  food. 


INTERSTITIAL  PREGNANCY 
UNRUPTURED; 

WITH  REPORT  OF  CASE. 

H.  B.  ALSOBROOK,  M.  D., 

New  Orleans. 

Interstitial  pregnancy  refers  to  that  type 
of  case  in  which  the  ovum  develops  in 
that  portion  of  the  tube  which  passes 
through  the  wall  of  the  uterus  or  in  a 
diverticulum  from  that  part  of  the  tube  or 
in  an  accessory  tube. 

HISTORY. 

Several  authors  have  given  Pierre 
Dionis  credit  for  being  the  first  to  describe 
a case  of  interstitial  pregnancy,  published 
in  1718.  Mauriceau  claimed  one  case  be- 
fore this.  Schmidt  (1801)  is  generally 
credited  with  having  the  first  authentic 
case.  Mayer  (1825)  published  a treatise 
on  this  subject  with  four  cases.  Brechet 
reported  cases  in  1826. 

The  first  cases  reported  by  an  American 
were  by  R.  H.  Fitz  of  Boston,  in  1875, 
when  he  reported  eighteen  cases. 

FREQUENCY. 

The  interesting  features  of  interstitial 
pregnancy  are  its  relative  infrequency  and 
its  difficult  diagnosis.  It'  is  the  rarest  of 

*Read  before  Orleans  PaHsh  Medical  Society, 
March  12,  1928.  ' - . 


ectopic  gestation  with  the  exception  of 
ovarian  and  some  authorities  do  not  believe 
the  ovarian  type  exists.  Pfaff  believes  in- 
terstitial pregnancy  more  frequent  than  is 
believed. 

Lawson  Tait,  in  commenting  upon  a 
post-mortem  specimen,  wrote:  “In  the 

enormous  experiences  I have  had  of  tubal 
pregnancy  this  is  my  solitary  experience 
of  interstitial  tubal  pregnancy,  but  it  so 
closely  resembles  a number  of  which  I have 
seen  in  museums,  that  I take  it  to  be  quite 
typical  of  its  class.  I am,  therefore,  dis- 
posed to  believe,  from  physical  examina- 
tion, that  interstitial  pregnancy  could  not 
be  diagnosticated,  and  I can  imagine  no 
symptom  which  would  help  us  to  recognize 
it  before  rupture.”  He  found  only  six 
specimens  in  the  English  Museum  up  to 
1890. 

Rosenthal  reported  thirteen  hundred  and 
twenty-four  ectopic  pregnancies  before 
1896,  the  interstitial  type  occurred  in  3 per 
cent.  Munro-Kerr  reported  one  case  in 
eighty  or  1.25  per  cent.  Lequex  reported 
seventy-five  cases  up  to  1911.  Levy  re- 
ported twenty-six  cases  collected  from 
literature  from  1918  to  il925.  Martin  and 
Orhman,  one  in  fifty-seven  cases.  Wynne 
reported  fifteen  hundred  and  forty-seven 
cases  of  ectopic  pregnancy,  of  which  1.16 
per  cent  were  interstitial.  Farrar  reported 
three  in  three  hundred  and  nine  cases  of 
ectopic.  From  Touro  Infirmary  two  were 
reported  in  forty-five  cases.  At  Charity 
Hospital,  over  a period  of  twelve  yeafs, 
three  hundred  twenty-seven  cases,  only  one 
could  be  claimed  as  interstitial  with  two 
others  as  doubtful. 

ETIOLOGY. 

It  is  agreed  that  salpingitis-oophoritis, 
pelvic  adhesions,  infantile  tubes  with  lack 
of  cilia,  diverticula  and  accessory  tubes 
are  the  predisposing  causes  of  interstitial 
pregnancy  as  well  as  tubal  pregnancy. 
Mall,  in  one  hundred  seventeen  cases  of 
tubal  pregnancy  collected  over  a period  of 
seventeen  years,  stressed  the  inflammatory 
changes  which  must  have  preceded  the 
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lodgement  of  the  ovum  in  the  tube.  Farrar 
does  not  believe  that  inflammatory  changes 
play  such  an  important  part  in  causing  in- 
terstitial pregnancies  as  in  true  tubal 
pregnancy.  She  stresses  the  mechanical 
obstructions,  such  as  the  uterine  orifice  in 
the  tube,  or  an  adenoma  at  the  angle  of  the 
tube  or  at  the  junction  of  the  tube  and  the 
uterine  cavity.  She  also  mentioned  con- 
genital malformations,  as  accessory  tube 
or  diverticulae.  Levy  suggested  that  pos- 
sibly infantilism  of  the  female  genitalia, 
with  a very  small  lumen  of  the  tube  caus- 
ing the  arrest  of  the  ovum  in  the  intersti- 
tial portion.  Michinard  brought  out  the 
fact  that  in  most  cases  of  tubal  gestation 
the  ovum  is  arrested  some  distance  from 
the  fimbriated  end  of  the  tube  and  as  it  re- 
quires some  seven  days  for  the  impreg- 
nated ovum  to  travel  through  the  oviduct, 
the  ovum  may  develop  and  wedge  in  a nar- 
rowed part  of  the  tube.  Frankl  considers 
the  presence  of  diverticula  of  utmost  im- 
portance as  a cause.  Donald  McIntyre  re- 
ports a case  of  interstitial  pregnancy  in  the 
right  side  of  the  uterus  two  and  one-half 
years  after  a salpingo-oophorectomy  was 
performed  on  the  same  side  for  an  inflam- 
matory condition  of  the  tube  and  ovary. 

CLASSIFICATION. 

The  classification  and  differentiations  of 
interstitial  pregnancy  have  been  thor- 
oughly discussed  by  Weinbrauer,  Kohlman 
and  Lequex.  The  implantation  of  the  ovum 
must  be  in  the  interstitial  portion  of  the 
tube  including  diverticula  from  the  tube, 
extending  into  the  uterine  muscle.  But  in 
view  of  the  fact  that  the  development  of 
the  embryo  may  change  anatomical  rela- 
tions to  some  extent,  various  classifications 
have  been  proposed,  but  that  of  Klebs 
divides  interstitial  pregnancy  into  three 
groups  according  to  the  location  of  the  im- 
bedding site  as  found  at  operation : 

1.  Utero-interstitial  pregnancy,  when 
the  ovum  occupied  the  uterine  end  of  the 
cornual  canal. 

2.  Tubo-interstitial  pregnancy,  when 
the  ovum  occupied  the  tubal  end  of  the 
cornual  canal. 


3.  Interstitial  pregnancy  proper,  when 
the  ovum  is  imbedded  about  the  middle  of 
the  cornual  canal. 

However,  Litzenberg  believes  the  classi- 
fication of  Erna  Glaesmer  much  simpler 
but  quite  adequate: 

1.  The  ovum  develops  in  the  fundus 
musculature  of  the  uterus. 

2.  The  development  occurs  in  the  side 
wall  of  the  uterus. 

3.  The  development  occurs  toward  the 
isthmus  of  the  tube. 

PATHOLOGY. 

Litzenberg,  in  his  anatomical  and  his- 
tological report  of  a case,  summarized  the 
pathology  as  follows: 

“Interstitial  pregnancy  differs  from 
other  types  of  ectopic  gestation  only  as 
the  peculiar  anatomical  conditions  which 
surrounds  it  may  modify  its  progress;  the 
course  and  structure  of  the  Intra-mural 
tube  leads  to  implantation  near  the  pos- 
terior wall  of  the  fundus.  The  structure 
of  the  tube  and  the  uterine  wall  favor  early 
rupture  of  the  tube  and  late  rupture  of  the 
ovum  capsule  otherwise  interstitial  preg- 
nancy repeats  most  of  the  features  of 
ectopic  gestation  elsewhere.” 

DIAGNOSIS 

The  signs  and  symptoms  of  an  intersti- 
tial pregnancy  are  those  of  ectopic  preg- 
nancy. However,  the  pain  is  usually  early 
and  as  Schuman  states,  usually  develops 
before  bleeding  or  death  of  the  ovum  takes 
place.  This  is  due  to  the  distention  of  the 
uterine  horn,  which  does  not  distend 
readily.  Lewers  considers  persistent  amen- 
orrhea a very  important  sign  in  differen- 
tial diagnosis.  Wynne  reported  amenor- 
rhea in  twelve  or  thirty-six  of  the  cases, 
the  period  regular  in  two,  irregular  in 
twenty-two  but  slight  in  five  of  these.  In 
my  case  the  pain  and  bleeding  appeared 
simultaneously.  This  case  is  the  only  one 
that  I have  found  in  the  literature  that  had 
repeated  chills  and  fever.  The  diagnosis 
before  rupture  depends  upon  vaginal  ex- 
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amination,  a fairly  regular  enlargement 
extending  around  one  cornu  of  the  uterus 
with  a broad  base  upon  the  uterus  and  an 
absolute  absence  of  a pedicle.  The  en- 
largement may  be  very  firm  from  tension 
and  give  the  impression  of  fibroid,  but  the 
history  should  rule  out  fibroid.  It  may  be 
confused  with  one  sided  pelvic  inflamma- 
tion of  the  tube,  or  an  intra-uterine  preg- 
nancy with  ovarian  cyst.  Pregnancy  in 
one  born  of  a bicornuate  uterus  may  pre- 
sent serious  difficulty  in  making  a differ- 
ential diagnosis,  also  unilateral  corunal 
abscess. 

Virchow  noted  that  the  round  ligament 
is  always  outside  of  the  gestation  sac. 
Ruge’s  sign,  as  stated  by  Simon,  is  that 
the  distance  between  the  insertion  of  the 
tube  and  the  round  ligament  is  increased 
and  the  adenexa  of  the  affected  side  are 
higher  than  on  the  other  side,  owing  to  the 
increase  in  the  size  of  the  pregnant  horn 
and  some  rotation  of  the  uterus  following 
this  symmetrical  development.  A positive 
diagnosis  of  interstitial  pregnancy,  before 
operation  is  very  unlikely,  but  careful  his- 
tory, watching  and  examination  under 
an  anesthetic  will  often  clear  up  the 
diagnosis. 

PROGNOSIS. 

Twenty-one  unruptured  interstitial  preg- 
nancies out  of  ninety-one  have  been  re- 
ported up  to  1917,  or  23  per  cent.  The 
termination  is  usually  a sudden  profuse 
intraperitoneal  hemorrhage — this  is  due  to 
the  vascularity  at  the  cornu  of  the  uterus 
and  as  the  hemorrhage  is  profuse,  clots 
and  adhesions  do  not  have  time  to  form. 
Beckman  and  Seifart  believes  that  perfor- 
ations always  occur  on  the  posterior  con- 
vex surface  of  the  gestation  sac.  Wynne 
reported  eight  out  of  twenty  on  the  pos- 
terior surface,  five  on  the  posterior  supe- 
rior surface,  one  on  the  posterior  lateral, 
three  on  the  superior,  two  on  the  superior 
anterior  and  one  on  the  anterior  surface 
of  the  sac.  The  pregnancy  usually  ter- 
minates in  two  or  three  months  and  if  the 
patient  does  not  die  of  shock  or  hemor- 
rhage a hematocele  may  develop.  In  the 


utero-interstitial  type  it  may  abort  into  the 
uterine  cavity  and  go  on  to  term,  or  a mole 
may  form.  It  has  been  reported  to  de- 
velop to  maturity  in  the  broad  ligament  or 
as  an  abdominal  pregnancy.  Kupferberg 
reported  a case  in  which  an  eight  month 
fetus  was  found.  Glaesmer  reported  a 
seven  months.  Seifart  claims  no  intersti- 
tial pregnancies  are  seen  after  six  months. 
Williams  reported  one  rupture  after  four 
months.  Pfaff  reported  one  after  five 
months  — unruptured.  Louis  Mcllroy  in 
1926  reported  a case  at  term.  Wynne 
gives  the  mortality  as  11.0  per  cent,  Fin- 
isterer  gives  10.4  per  cent,  Shink  22.2  per 
cent.  Prior  to  1893,  all  the  cases  in  litera- 
ture had  been  found  at  autopsy. 

TREATMENT. 

The  treatment  is  always  surgical, 
whether  ruptured  or  not.  The  first  oper- 
ation for  interstitial  pregnancy  was  by 
Traub,  October  115,  1893,  who  did  supra- 
vaginal hysterectomy.  Seven  days  later,  on 
October  23,  1893,  Lawson  Tait  operated  on 
a case  by  incising  the  sac,  evacuating  the 
contents  and  draining.  If  diagnosis  is  made 
before  rupture  laporotomy  should  be  per- 
formed if  the  condition  warrants.  If  rup- 
ture has  occurred  immediate  laporotomy  is 
indicated.  A great  variety  of  operations 
have  been  done  for  this  condition  but  the 
type  of  operation  should  be  selected  to  fit 
the  emergency.  Supravaginal  hysterec- 
tomy is  usually  preferred,  but  excision  of 
the  cornum  may  be  done  in  young  women 
if  the  condition  warrants.  The  abdominal 
route  is  undoubtedly  the  best.  Speed  and 
team  work  are  always  to  be  considered. 
Blood  transfusions,  saline  and  glucose  in- 
fusions are  always  in  order. 

CASE  REPORT. 

L.  J.,  a colored  female,  aged  35  years,  married 
for  fourteen  years  and  a housekeeper  by  occupa- 
tion, was  first  seen  September  20,  1927.  At  this 
time  she  was  complaining  of  chills  and  fever,  pain 
in  the  right  side  of  her  abdomen  and  loss  of  blood 
for  one  month.  The  family  history  was  negative. 
She  had  had  the  usual  diseases  of  childhood.  She 
had  had  influenza  in  1918,  and  no  other  serious 
illnesses  There  was  no  history  of  pelvic  inflam- 
matory disease.  Menstrual  History:  Menses  be- 


Alsobrook — Interstitial  Pregnancy  Unruptured 


123 


Fig,  1 — Cross  section.  A — Sac, 


B — Umbilical  cord.  C — Endometrium.  D — Uterine  Cavity, 
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gan  at  the  age  of  11  years,  regular  28-day  type, 
lasting  four  to  five  days  with  a normal  flow. 
(They  were  regular  until  May,  1927,  when  she 
skipped  May,  June  and  July.)  There  had  been 
no  pregnancies  nor  miscarriages.  The  last  menses 
stopped  September  10.  Present  Illness:  The  last 

menstrual  period  ended  April,  1927.  At  this  time 
she  had  slight  morning  nausea  and  thought  she 
was  pregnant.  About  the  middle  of  August  she 
began  menstruating,  which  was  accompanied  by 
sharp  lancinating  pain  in  the  right  side  of  the  ab- 
domen. She  passed  clots  and  lost  much  blood. 
Ten  days  later  she  began  having  hard  chills  fol- 
lowed by  high  fever,  lasting  four  or  five  days — 
recurring  in  five  or  six  days.  The  patient  took 
quinin  for  malaria.  The  last  chill  occurred  about 
September  12.  She  was  admitted  to  the  hospital 
September  21. 

Physical  Examination:  The  patient  was  fairly 

well  developed  but  poorly  nourished  negress, 
height  5 feet  4 inches,  weight  100,  appearing 
acutely  ill.  The  temperature  was  103°F,  pulse 
126,  respiration  24,  blood  pressure,  systolic  118, 
diastolic  90.  The  skin  was  warm,  moist  and  elas- 
tic. A mass,  apparently  about  four  inches  in  diam- 
eter, was  felt  in  the  right  lower  quadrant  of  the 
abdomen,  being  extremely  sensitive.  Vaginal  Ex- 
amination: The  mucous  membrane  was  purplish. 

There  were  no  vaginal  secretions.  The  vagina 
admited  two  fingers.  The  cervix  was  soft,  not 
dilated.  The  uterus  was  soft,  about  the  size  of  a 
large  orange.  A soft  mass  was  felt  attached  to 
and  extending  from  the  right  cornu  of  the  uterus. 
This  was  very  sensitive  to  the  touch  and  freely 
movable.  The  left  tube  and  ovary  were  appar- 
ently normal.  Pre-operative  Diagnosis:  Tubal 

pregnancy  — infected  — unruptured.  Laboratory 
and  Pathological  Reports:  September  21,  1927. 

Urine,  catheterized,  negative  except  few  leuko- 
cytes. Wassermann  negative.  P.S.T.  test:  first 
hour  40,  second  hour  40.  Blood  examination 
showed  total  18,700  white  cells,  differential  leuko- 
cytes: Neutrophils  91  per  cent,  large  mononuclears 
6 per  cent,  lymphocytes  3 per  cent,  no  malaria 
plasmodia  found,  anisocytosis,  poikilocytosis  and 
polychromtophilia.  September  27,  1927.  Urine 
catheterized,  trace  albumin,  trace  sugar,  acetone 
positive  four  plus,  occasional  fine  granular  cast, 
slight  deposit  of  pus,  occasional  red  blood  cell. 
Blood  count  practically  same  as  September  21, 
1927.  October  3,  1927.  Spinal  fluid:  Wasser- 
mann reaction  negative,  cell  count  1,  globulin  re- 
action a trace. 

Gross  Specimen:  Upon  sectioning  the  uterus 

its  wall  was  found  to  be  markedly  thickened  and 
the  endometrium  was  flattened.  Upon  opening  the 
fluctuating  mass  a fetus,  apparently  of  four 
months  impregnation  was  found.  It  was  normally 
formed  and  measured  from  the  vertex  of  the  skull 


to  the  tip  of  the  spine  (Minot  line),  3%  inches. 
The  sac  was  found  to  be  lying  in  the  wall  of  the 
uterus  entirely  free  from  the  uterine  cavity. 

Microscopic:  Uterus  — interstitial  pregnancy 

with  marked  hyperplasia  of  uterine  wall.  Tubes 
— chronic  salpingitis.  Ovaries — healed  corpus 

lutein  cysts.  Appendix- — chronic  appendicitis. 

Progress  notes:  September  21,  1927.  Admit- 

ted at  9:10  a.m.  Walked  in.  Temperature  103.4°, 
pulse  126,  respiration  24.  Had  chill  during  night. 
Treated  symptomatically.  Operation  postponed. 
September  22,  1927.  Hard  chill  at  6 p.  m.  Tem- 
perature 104°.  Lancinating  pains  in  right  side  of 
abdomen.  No  further  complaint.  Prepared  for 
operation.  Postponed.  September  27,  1927. 

Slight  chill  at  8 a.  m.  Hard  chill  at  5:30  p.  m. 
Temperature  104°.  Operation  postponed.  Com- 
fortable until  September  29.  Chilly  sensation. 
Temperature  103°F.  Complaining  of  slight  soi’e 
throat.  Throat  red,  no  tonsillitis.  Treated  symp- 
tomatically. October  1,  1927.  Complaining  of 
pain  in  right  side  of  abdomen.  Mass  apparently 
growing  larger.  October  3,  1927.  Day  of  opera- 
tion. Temperature  morning  of  operation  101°, 
pulse  124,  respiration  24. 

Post-operative  notes:  Maximum,  temperature 

99.6°,  pulse  108,  respiration  22.  Uneventful  re- 
covery. Incision  healed  by  primary  union.  No 
tenderness.  Discharged  October  13,  1927.  Jan- 
uary 15,  1928,  feeling  fine,  gaining  weight. 

Pre-operative  Preparation:  October  2,  1927. 

Prepared  for  operation.  Pre-operative  sedative 
of  luminal  grs.  2 at  8:45  p.  m.  October  3,  1927. 
Pantopone,  grs.  1/3  at  6:45  a.  m.  Morphin  sul- 
phate, grs.  1/6  and  atropin  sulphate,  grs.  1/150 
at  7:15  a.  m.  Adrenalin  chloride  1 1000  mms.  15, 
at  8:15  a.  m. 

Operative  Procedure : In  a sitting  position  the 

skin  of  the  back  was  prepared  with  benzin-iodin 
and  iodin.  One  and  one-half  grains  of  apothesine 
in  three  centimeters  of  normal  saline  was  injected 
between  the  first  and  second  lumbar  vertebrae. 
In  the  Trendeleberg  position  tne  skin  was  prepared 
as  before.  The  abdomen  was  opened  through  a 
midline  incision,  five  inches  long,  between  the  um- 
bilicus and  symphysis  pubis.  The  upper  abdomen 
was  packed  off  and  Balfore  retractors  placed.  No 
free  fluid  was  found  in  the  abdomen.  The  uterus 
and  tumor  mass  was  free  from  adhesions  and  was 
drawn  into  the  incision.  The  uterus  was  soft,  the 
size  of  a large  orange  and  extending  from  the 
right  cornu  was  a mass  about  3 inches  long  by 
2 V2  inches  wide.  The  right  tube  was  stretched 
over  the  mass  but  the  round  ligament  was  an- 
terior and  inferior  to  the  mass  but  higher  than 
the  one  on  left.  The  blood  vessels  were  dilated 
and  markedly  congested.  The  mass  was  of  a blu- 
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Fig.  2 — 1 — Membranes.  2 — Umbilical  cord.  3 — Fallopian 
tube.  4 — Endometrium. 


ish  color,  soft  and  evidently  contained  fluid.  Con- 
sidering the  patient’s  age,  a supravaginal  hyster- 
ectomy was  done,  including  both  tubes  and  ovar- 
ies. The  round  ligaments  were  sutured  to  the 
stump  of  the  cervix  and  a nice  peritoneal  toilet 
was  accomplished.  The  appendix  was  free,  about 
two  inches  long,  pale,  evidently  in  stage  of  chronic 
inflammation.  It  was  removed  with  double  liga- 
ture of  chromic  catgut  No.  3 and  cautery.  The 
abdomen  was  closed  in  tiers  with  single  No.  3 
chromic.  Silk  worm  was  used  for  retention  su- 
tures and  dermal  for  the  skin.  Analgesia  was  com- 
plete and  there  was  no  nausea. 

CONCLUSIONS. 

1.  Infection  or  mechanical  alteration  in 
the  interstitial  portion  of  the  tube  predis- 
pose to  interstitial  pregnancy. 


2.  Early  diagnosis  and  immediate  lap- 
orotomy  are  imperative. 

3.  Supra-vaginal  hysterectomy  is  the 
operation  of  choice. 
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DISCUSSION. 

Dr.  H.  W.  Kostmayer  (New  Orleans)  : The 

pleasure  that  I took  in  accepting  Dr.  Alsobrook’s 
invitation  to  open  the  discussion  was  somewhat 
lessened  by  the  reminder  that  it  has  been  a great 
many  years  (too  many  years)  since  my  first  paper 
before  the  Society,  which  was  on  this  very  sub- 
ject— a case  of  extra-uterine  pregnancy.  It  is 
evident,  from  this  fact,  that  from  the  beginning 
I have  been  keenly  interested  in  this  subject  with 
its  many  variations. 

The  topic  is  interesting  for  two  pronounced 
reasons;  one  is  the  phenomenon  of  the  ovum  be- 
ing able  to  develop  outside  of  its  normal  habitat; 
the  other  is  the  extreme  difficulty  of  diagnosis. 
It  always  seems  to  me  a marvelous  thing  that  an 
ovum,  impregnated,  intended  to  lodge  in  the  uterus 
should  take  up  its  residence  elsewhere  and  con- 
tinue to  develop  and  even  go  to  term  (as  in  the 
cases  of  interstitial  and  abdominal  pregnancy 
that  do)  and  find  a way  of  nourishing  itself,  at- 
taching itself  to  anything  for  blood  supply  and 
continuing,  as  I say,  to  full  term.  On  the  other 
hand,  the  diagnosis  of  extra-uterine  pregnancy  in 
any  form  is  extremely  difficult,  so  much  so  that 
we  check  ourselves  in  the  service  to  ascertain 
how  often  our  interpretations  are  correct,  or  the 
reverse  obtains.  We  have  a case  come  in  with  a 
typical  history — missed  menses,  pain  in  one  or 
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the  other  side  of  the  abdomen,  mass  in  one  or 
the  other  side, — and  put  down  a diagnosis  of  100 
per  cent  extra-uterine  pregnancy,  and  find  an  ovar- 
ian cyst.  This  happened  to  us  just  last  week. 
Then  again  we  have  opened  an  abdomen  without 
suspecting  this  condition,  to  find  a ruptured  extra- 
uterine  pregnancy  in  which  the  bleeding  had 
ceased.  The  diagnosis  of  interstitial  pregnancy 
(by  which  is  meant  separating  it  from  other  types 
of  ectopic  gestation)  is  largely  a matter  of  guess 
work.  I would  not  assume  that  I could  differenti- 
ate in  these  cases  and  state  that  an  extra-uterine 
pregnancy  was  interstitial.  It  has  been  my  mis- 
fortune to  handle  one  case,  the  only  one  reported 
from  Charity  Hospital.  This  went  to  table  as  a 
diagnosis  of  extra-uterine  without  a thought  of  it 
being  an  interstitial  pregnancy. 

I want  to  say  that  I enjoyed  Dr.  Alsobrook’s 
paper  and  his  resume  of  this  subject  which  makes 
it  such  a worth  while  study  in  that  it  brings  to 
us  all  of  the  knowledge  of  the  literature  up  to 
date. 

Dr.  H.  R.  TJnsworth  (New  Orleans) : It  is  of 

interest  that  spinal  anesthesia  was  used  in  this 
case.  I do  not  remember  hearing  any  particular 
indication  as  to  why  this  method  was  used,  but 
I feel  it  is  to  be  regarded  with  a great,  deal  of 
respect,  and  unless  there  are  very  definite  indi- 
cations for  its  employment  I feel  that  it  is  not 
an  anesthetic  of  choice.  I should  like  to  ask  Dr. 
Alsobrook  if  there  were  any  unusual  post-opera- 
tive complications  of  bladder  or  rectum  that  he 
could  in  any  way  attribute  to  spinal  anesthesia. 

Dr.  Abe  Mattes  (New  Orleans)  : The  employ- 

ment of  spinal  anesthesia  in  ectopic  pregnancy  is 
the  method  of  choice  in  quite  a number  of  cases 
that  would  not  withstand  some  other  procedure 
and  at  times  the  decided  factor  that  makes  for 
the  well  being  and  recovery  of  that  patient  after 
operation. 

Regarding  the  serious  consequences  that  may 
follow  its  use  in  ectopic  gestation,  the  danger  is 
no  greater  than  in  other  operations.  I think  spinal 
analgesia  can  be  used  with  perfect  safety,  irre- 
spective of  whether  the  patient  is  suffering  from 
ectopic  pregnancy  or  from  any  of  the  other  oper- 
ative conditions  we  encounter. 

Dr.  H.  B.  Alsobrook  (closing)  : In  reply  to 

Dr.  Unsworth  regarding  the  use  of  spinal  anes- 
thesia in  this  case.  In  the  first  place  she  was  a 
poor  surgical  risk,  having  bled  continuously  for 
one  month  before  she  came  in.  Secondly,  she  had 
a slight  respiratory  affection  at  the  time  of  ad- 
mission and  fearing  that  inhalation  anesthesia 
might  cause  a recurrence  of  the  condition,  we 
considered  spinal  the  anesthetic  of  choice.  There 
was  also  some  blood  disturbance.  As  for  naralytic 


ileus,  I have  only  seen  one  case  in  the  past  three 
years  in  spinal  anesthesia.  My  patient  had  no 
laxative  other  than  milk  of  magnesia  on  the 
third  day  and  voided  voluntarily  after  eight 
hours.  The  maximum  temperature  was  99.6°,  the 
pulse  124  on  the  evening  of  the  operation. 

I wish  to  thank  Drs.  Kostmayer  and  Mattes  for 
their  discussions. 


TREATMENT  OF  ACNE. 

T.  A.  MAXWELL,  M.  D., 

New  Orleans. 

In  considering  the  treatment  of  any  dis- 
ease one  is  forced  to  realize  that  one 
agent,  no  matter  how  skillfully  employed, 
is  not  able  to  meet  and  eradicate  all  con- 
ditions which  may  arise.  Without  divid- 
ing acne  conditions  into  their  respective 
groups,  I will  attempt  in  this  short  paper 
to  cover  the  practical  treatment  of  this 
disorder  in  a general  way. 

In  the  cases  which  give  just  the  ordi- 
nary comedones  with  little  or  no  signs  of 
inflammation  I believe  that  the  roentgen- 
ray  given  in  doses  of  one  quarter  skin  unit 
once  a week  is  sufficient.  In  explanation 
of  this  point  it  should  be  said  that  as  soon 
as  the  lesions  are  retrogressive,  by  this  I 
mean  that  the  inflammation  has  subsided 
and  no  new  sign  of  inflammation  is  occur- 
ring, is  time  to  stop  treatment  with  the 
roentgen-ray  even  if  just  three  doses  of 
one-quarter  skin  units  have  been  used. 
Then  the  skin  should  be  watched  for  a re- 
currence when  further  roentgenotherapy 
may  be  used.  I believe  in  this  way  the 
smallest  amount  of  roentgen-ray  can  be 
used  and  the  best  results  attained. 

Another  way  to  judge  the  results  of 
treatment  is  by  making  use  of  the  come- 
done  extractor  upon  patients  presenting 
themselves  for  treatment.  There  can  be 
extracted  one  or  more  comedones  approx- 
imating the  length  of  the  sebacous  plug. 
After  giving  several  treatments  again  ex- 
tract some  of  the  plugs  and  it  will  be 
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found  that  the  length  is  much  shorter, 
proving,  as  I believe,  the  capacity  and  func- 
tion of  the  glands  has  been  cut  down; 
which  after  all  is  the  cause  of  the  condi- 
tion, the  hyper-activity  of  the  pilo-sebacous 
glands. 

In  cases  of  pustular  acne  in  which  there 
are  signs  of  secondary  infection,  I advise 
the  use  of  roentgen-rays  for  two  reasons: 
one  that  the  activity  of  the  glands  being 
decreased  and  the  amount  of  blood  to 
these  parts  being  diminished,  the  infection 
becomes  less,  the  pustules  dry  up  and  heal- 
ing takes  place,  the  crust  being  thrown  off 
with  very  little  scar  resulting.  In  the 
second  place,  the  pus  from  the  pustules  left 
in  situ  being  absorbed,  acts  as  an  auto- 
vaccine for  the  patient.  Pustules  of  larger 
caliber  should  be  opened  by  the  cataract 
knife  and  drained  because  they  will  cause 
necrosis  of  the  skin  and  leave  large  un- 
sightly scars. 

Again  in  these  cases  I find  it  very  suc- 
cessful to  have  the  patient  use  a mask  of 
several  layers  of  gauze  soaked  in  saturated 
solution  of  boracic  acid,  applied  to  the 
entire  face  for  about  four  hours  a day. 
This  solution  will  take  care  of  the  miliary 
pustules  which  in  some  instances  con- 
tinually recur.  As  far  as  the  scars  are 
concerned,  especially  those  which  take  on  a 
keloid  character,  roentgen-therapy  makes 
them  much  smaller  and  the  results  are  very 
gratifying.  Naturally  those  deep  scars 
which  resemble  the  scars  of  small-pox  can 
never  be  eradicated  and  are  there  to  stay. 

Diet  has  little  affect  on  the  treatment 
either  one  way  or  the  other.  I allow  my 
patients  to  partake  of  sweets  freely  or  any 
other  food  which  is  claimed  by  others  to 
affect  the  treatment  and  I have  observed 
no  difference  in  results. 


I do  not  believe  that  the  general  consti- 
tutional treatment  plays  a part  in  the 
treatment.  All  cases  have  their  basic  cause 
in  the  hyper-function  of  the  pilo-sebacous 
glands  and.  the  eradication  of  this  condition 
produces  the  results.  I have  many  times 
seen  severe  cases  of  acne  in  the  healthiest 
individuals. 

The  patients  that  complain  of  very  few 
lesions  on  the  face  but  extreme  oiliness  of 
the  skin  I take  to  be  due  to  the  hyper- 
function of  the  sebacous  glands;  the  roent- 
gen-ray  is  most  useful.  The  giving  of  one- 
quarter  of  a skin  unit  once  a week  for  two 
or  three  doses  will  relieve  this  condition 
for  as  much  as  eight  months  or  more. 
When  recurrence  takes  place  another  treat- 
ment or  two  is  all  that  is  necessary.  This 
method  will  take  care  of  the  oiliness  and 
at  the  same  time  will  give  us  a large  mar- 
gin of  safety  as  far  as  dosage  is  concerned. 
It  does  not  cut  down  the  oil  too  much,  the 
result  of  which  would  be  a parchment  like 
skin,  subject  to  any  and  all  irritation. 

Before  closing  I wish  to  call  attention 
to  what  I consider  the  most  important 
phase  in  the  treatment  of  acne.  The  scalp 
should  be  cleared  of  dandruff  because  these 
seborrheic  scales  fall  on  the  face,  irritate 
the  mouth  of  the  pilo-sebacous  glands, 
causing  an  infection  and  necessarily  a vir- 
tual closing  of  the  lesions.  With  the  stop- 
page of  drainage  and  blocking  of  the  secre- 
tions there  is  started  a papule  of  acne,  plus 
skin  erythema,  and  the  pustules  then  begin. 
I have  entirely  cleared  up  several  cases  of 
acne  by  merely  keeping  the  scalp  clean. 

In  treating  acne  I would  like  to  have  one 
statement  stand  out  very  prominently: 
Clear  the  scalp  in  all  cases;  I have  never 
seen  a case  of  acne  without  dandruff. 
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SURGERY  OF  THE  RETICULO- 
ENDOTHELIAL SYSTEM.t 

ISIDORE  COHN,  M.  D.,* 

New  Orleans. 

The  subject  under  consideration  empha- 
sizes the  need  for  closer  co-operation 
between  internist  and  surgeon,  and  the 
necessity  for  co-ordination  of  their  clinical 
experience  with  the  advancing  knowledge 
gained  by  physiologists  in  their  conquest  of 
the  fields  of  mystery. 

The  reticulo-endothelial  system,  so  named 
by  Aschoff,  consists  of  certain  connective 
tissue  cells  both  fixed  and  wandering 
found  in  the  liver,  (Kupffer  cells),  spleen, 
lymphatic  system,  bone  marrow  and  the 
vascular  net  work  of  the  omentum  and 
mesenteries. 

Aschoff  does  not  consider  these  cells  of 
hematogenous  origin.  They  are  the  great 
phagocytes  of  the  body.  “The  reticulo-en- 
dothelial system  must  be  considered  the 
means  of  control  of  the  cellular  elements 
of  the  blood.”  (Krumbharr.)  The  site  of 
their  greatest  activity  is  in  the  spleen. 

Surgery  of  this  system  resolves  itself 
almost  entirely  into  surgery  of  the  spleen. 
As  a corollary  to  this,  surgery  of  the 
spleen,  when  there  is  disease  of  the  reticulo- 
endothelial system,  will  be  successful  in 
proportion  as  it  is  advised  and  utilized  in 
.cases  where  the  greatest  disturbance  of  the 
reticulo-endothelial  system  is  in  the  spleen 
itself.  Therefore,  careful  selection  of  cases 
should  be  made  by  proper  elimination  of 
those  diseases  from  the  category  of  surgery 
where  the  pathology  is  equally  distributed 
to  other  organs  forming  the  system. 

Galen,  many  centuries  ago,  called  the 
spleen  the  organ  “full  of  mystery.”  Today 
this  is  appreciated  probably  more  than  it 
was  in  Galen’s  time. 

tThis  is  the  third  of  three  papers  from  a sym- 
posium on  the  Reticulo-Endothelial  System,  pre- 
sented at  a meeting  of  the  Orleans  Parish  Medical 
Society,  March  26,  1928.  The  discussions  of  the 
evening  follow  this  paper. 


Dr.  W.  J.  Mayo  cites  the  following  story: 

“A  senior  medical  student,  up  for  his 
final  examination,  was  asked  by  the  pro- 
fessor of  physiology,  ‘What  is  the  function 
of  the  spleen?’  After  considerable  hesita- 
tion and  digital  irritation  of  the  scalp,  he 
replied  that  he  had  known  but  had  for- 
gotten. ‘What  a pity,’  said  the  professor, 
‘for  you  are  the  only  man  who  has  ever 
known.’  ” 

The  following  are  some  of  the  functions 
of  the  spleen  as  one  understands  them 
today : 

1.  Destruction  of  effete  red  cells. 

2.  The  fragility  of  the  red  cells  is  in- 
creased in  certain  pathologic  conditions 
associated  with  splenomegaly. 

3.  It  acts  as  a scavenger  for  blood  cells, 
and  bacteria  as  a step  in  the  formation  of 
pigment. 

4.  It  prepares  bilirubin  from  the  broken 
down  hemoglobin.  It  is  found  that  the 
splenic  vein,  as  a result  of  red  cell  destruc- 
tion, contains  more  bile  pigment  than  the 
splenic  artery. 

5.  It  stores  iron. 

6.  It  destroys  platelets. 

7.  Thrombo-plastic  substances,  which 
have  to  do  with  coagulation,  are  formed  as 
the  result  of  platelet  destruction. 

8.  The  spleen  acts  as  a filter. 

The  purpose  of  this  paper  will  be  to  give 
supportive  arguments  for  surgical  inter- 
vention in  certain  diseases  of  the  reticulo- 
endothelial reason. 

In  order  to  do  this  it  will  be  necessary 
to  discuss  indications  as  pointed  out  by 
physiology  and  pathology. 

The  technic  involved  in  doing  a splen- 
ectomy will  not  be  particularly  considered 
as  the  method  of  procedure  has  been 
established. 
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It  may  be  asked  what  changes  may  be 
expected  to  follow  splenectomy. 

Splenectomy  for  a pathologic  condition 
is  followed  by: 

1.  A rise  in  red  cell  count. 

2.  An  increased  resistance  of  the  red 
cells  to  hypotonic  salt  solution. 

3.  A lessened  tendency  to  jaundice. 

4.  Spontaneous  hemorrhages  are  rare 
after  splenectomy  for  pathologic  conditions. 

5.  There  is  an  increase  in  the  platelet 
count. 

6.  There  is  a return  to  the  normal 
bleeding  time,  probably  due  to  the  increase 
in  reticulated  cells  in  the  circulating  blood. 

7.  The  blood  clot  becomes  retractile. 

8.  There  is  a proliferation  of  the  endo- 
thelial cells  in  lymph  glands  and  in  the 
liver,  and  a reddening  of  the  bone  marrow. 

9.  Following  splenectomy  there  is  less 
blood  in  the  portal  circulation. 

Another  question  which  naturally  arises 
is:  In  which  cases  are  we  led  to  expect 
beneficial  results  from  splenectomy? 

Lest  we  become  too  enthusiastic  in  our 
approach  to  the  problem  of  surgery  where 
splenomegaly  exists  we  must  recognize  the 
fact  that  the  operation  will  be  beneficial 
directly  as  the  spleen  is  the  seat  of  the 
greatest  disturbance  in  the  disease  causing 
the  anemia.  This  is  not  a new  thought, 
simply  a reiteration  of  an  old  warning. 

I hope  to  develop  this  thought. 

ANATOMY. 

The  blood  supply  to  the  spleen  and  the 
disposal  of  its  venous  blood  is  of  particular 
interest  and  consideration  of  it  offers  room 
for  some  speculation  with  reference  to  the 
association  of  diseases  of  the  liver  and 
spleen. 

The  splenic  artery  is  a branch  of  the 
cealiac  axis,  the  other  branches  being  the 
gastric  and  hepatic.  The  splenic  vein  with 


the  mesenteric  forms  the  portal  vein.  Thus 
we  see  that  the  spleen  and  liver  receive 
their  blood  supply  at  the  same  source,  a 
wandering  cell  or  organism  has  an  equal 
chance  to  reach  both  organs.  By  means 
of  the  venous  channels  the  liver  receives 
the  spleen’s  refuse  products. 

As  a drainage  problem  one  would  expect 
to  find  hepatic  disturbances  benefitted  by 
diminishing  the  amount  of  blood  which 
passes  through  it.  This  is  what  happens 
following  splenectomy  in  portal  cirrhosis. 

Wilkie  mentions  the  fact  that  a branch 
of  the  phrenic  nerve  is  supplied  to  the 
spleen,  which  accounts  for  pain  in  the  left 
shoulder  in  splenic  disease. 

In  considering  diseases  of  the  reticulo- 
endothelial system  one  must  of  -necessity 
consider  those  conditions  in  which  it  is 
suddenly  called  upon  for  emergency  work. 

In  some  instances  something  must  be 
done  to  take  care  of  the  situation  when  the 
reticulo-endothelial  system  is  over  stimu- 
lated. In  other  words,  give  time  for  the 
system  to  mobolize  reserve  forces  and  to 
bring  the  same  to  the  front  for  the  defense 
of  the  patient. 

Such  conditions  are  represented  by  the 
acute  anemias  due  to  hemorrhage  and 
septicemia. 

In  hemorrhage  the  sudden  loss  of  blood 
should  be  replaced  while  the  blood  making 
organs  have  the  opportunity  of  reproduc- 
ing that  which  has  been  lost. 

m 

In  septicemia,  since  the  reticulo-endo- 
thelial system  is  the  great  defensive 
mechanism,  and  since  the  great  phagocy- 
tising  mechanism  is  taxed  to  the  limit  of 
its  capacity,  over  stimulation  may  result  in 
exhaustion  and  the  patient  overwhelmed 
by  the  invading  organism. 

Supplying  whole  blood  temporarily  adds 
the  needed  elements  and  at  the  same  time 
provides  a natural  stimulation  to  the 
reticulo-endothelial  system. 
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Hemorrhage  and  septicemia.  These  con- 
ditions cannot  be  considered  without 
mentioning  transfusion.  Whole  blood 
should  be  the  method  of  election  in  all 
cases. 

Splenectomy  has  given  spectacular  re- 
sults in  two  of  the  diseases  of  the  reticulo- 
endothelial system — hemolytic  jaundice  and 
thrombocji^oylic  purpura. 

Splenomegalies  in  association  with 
splenic  anemia  and  the  Banti  syndrome, 
cirrhosis  of  the  liver,  Gaucher's  disease, 
and  Von  Jaksch’s  anemia  have  found  a 
place  in  the  category  of  diseases  in  which 
benefit  may  be  expected  in  selected  cases 
from  splenectomy. 

Pernicious  anemia  and  the  leukemias  will 
be  briefly  discussed. 

In  presenting  this  subject  from  a surgi- 
cal standpoint  it  is  pardonable  to  give 
briefly  the  clinical  manifestations  which 
justify  the  surgeon  in  operating.  This 
observation  is  made  because  it  should  be 
the  conviction  of  the  surgeon  that  an  oper- 
ation of  such  magnitude  should  not  be 
performed  merely  at  the  request  of  his 
medical  confreres.  The  surgeon  should  be 
capable  of  making  his  own  diagnosis. 

HEMOLYTIC  JAUNDICE. 

This  disease  is  characterized  by  spleno- 
megaly, jaundice,  the  presence  of  coloring 
matter  in  the  stools,  and  the  absence  of 
bile  pigment  in  the  urine. 

Examination  of  the  blood  reveals  diag- 
nostic characteristics.  We  find  increased 
fragility  of  the  red  cells,  and  an  anemia 
which  at  times  becomes  so  great  that  it 
almost  presents  a picture  of  pernicious 
anemia. 

According  to  Whipple  “the  excessive  red 
cell  destruction  results  in  an  amount  of  bile 
pigmentation  beyond  the  ability  of  the  liver 
to  excrete  and  a jaundice  results.”^^) 

What  is  to  be  expected  of  surgery  in  this 
disease? 

We  know  that  splenectomy  is  followed 
by  an  increased  resistance  of  the  red  cells 


to  destruction,  therefore  there  will  be  less 
opportunity  for  the  formation  of  bile  pig- 
ments, hence  there  should  be  less  jaundice. 

Since  these  things  are  facts  splenectomy 
should  be  a specific  antidote  for  a disease 
in  which  the  hypersplenism  is  associated 
with  destruction  of  the  red  cells,  increased 
pigment  formation  and  increased  fragility 
of  the  red  cells. 

The  operation  of  splenectomy  for  hemo- 
lytic jaundice  was  first  performed  by 
Micheli  in  1903.  The  first  reported  splen- 
ectomy was  by  Banti,  1912. 

That  the  results  obtained  justify  the 
means  is  proven  by  the  statistics  of  Giffen. 
In  November,  1927,  he  reported  81  cases 
with  a hospital  mortality  of  4.93  per  cent. 
Of  the  68  living  at  the  present  time,  63  are 
in  good  health. 

All  authorities  have  agreed  that  the 
diagnosis  once  made  indicates  splenectomy 
after  proper  pre-operative  preparation  of 
the  patient.  As  proof  of  this  I will  cite 
Whipple:  “In  this  disease  as  in  no  other 

splenopathy  splenectomy  gives  a brilliant 
immediate  as  well  as  permanently  a cura- 
tive result.” 

Giffen  states  that  the  importance  of  the 
diagnosis  is  now  so  well  understood  and 
the  value  of  splenectomy  so  generally 
recognized  that  it  is  not  necessary  to  elab- 
orate on  them. 

THROMBOCYTO LYTIC  PURPURA. 

This  disease  has  attracted  a great  deal  of 
attention  during  the  last  few  years,  par- 
ticularly since  the  work  of  Brill  and 
Rosenthal  in  our  country  in  1923,  and  the 
work  of  Katznelson  and  Franck,  as  well  as 
others  in  foreign  fields. 

The  disease  is  characterized  by  varying 
degrees  of  splenic  enlargement,  hemor- 
rhages from  the  mucous  membranes,  and 
under  the  skin,  marked  anemia,  prolonged 
bleeding  time,  normal  coagulation  time,  a 
non-retractile  clot,  and  diminution  in  the 
platelets  in  circulating  blood. 
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This  disease  is  one  of  the  apparently 
proven  conditions  associated  with  disturb- 
ance of  the  reticulo-endothelial  system. 
The  platelets  are  formed  in  normal  num- 
bers, evidencing  the  fact  that  there  is  no 
disturbance  in  the  megakarocytes  of  the 
bone  marrow  from  which  platelets  are 
formed.  The  hyperactivity  of  the  spleen 
and  other  members  of  the  reticulo-endothe- 
lial cells  destroys  the  platelets  as  fast  as 
they  are  formed.  Since  we  know  that 
platelets  are  the  only  formed  elements 
which  have  to  do  with  coagulation  of  the 
blood,  their  destruction,  interferes  with 
the  formation  of  a retractile  clot.  The 
efficiency  of  splenectomy  in  this  disease  is 
one  of  the  specific  arguments  of  the  value 
of  surgery  in  those  cases  where  the  diag- 
nosis is  justified. 

Failure  to  cure  a case  of  purpura  by 
splenectomy  may  be  attributable  to  opera- 
tion done  on  a case  in  which  either  the 
patient  has  not  a true  thrombocytolytic 
purpura  or  as  Whipple  cautioned  “where 
the  major  part  of  the  thrombocytolysis  has 
not  taken  place  in  the  spleen.” 

Too  much  stress  cannot  be  laid  on  the 
importance  of  an  accurate  diagnosis. 
Platelet  counting  requires  careful  technic. 
A special  method  of  accomplishing  this 
was  developed  by  Dr.  R.  T.  Liles  while  we 
were  doing  some  experimental  work  on 
this  subject  several  years  ago.  His  methods 
have  been  published  in  the  Journal  of  Ex- 
perimental Biology  and  Medicine. 

All  are  agreed  that  the  diagnosis  indi- 
cates surgical  interference  after  transfu- 
sions have  temporarily  restored  the  blood 
balance. 

SPLENIC  ANEMIA— BANTI’S  DISEASE. 

This  disease  is  characterized  by  spleno- 
megaly, weakness,  progressive  secondary 
anemia,  low  color  index  and  leukopenia. 
In  the  latter  stages  the  liver  is  enlarged 
and  there  is  an  associated  ascites. 

The  red  cells  retain  their  normal  shape, 
“Nucleated  forms  are  rarely  seen,”  (Pool),, 
and  the  fragility  of  the  red  cells  is  not 
increased.  The  coagulation  and  bleeding 


time  are  normal,  and  the  platelet  count  is 
not  disturbed. 

Jaundice  is  rare.  At  times  there  are 
hemorrhages.  Pool  states  that  you  may 
have  “purpura  epistaxis,  hematemesis, 
melena,  hematuria,  and  uterine  hemor- 
rhages. The  most  severe  hemorrhages 
come  from  the  uterine  and  occasionally 
prove  fatal.”  The  etiology  of  this  dis- 
ease is  unknown. 

Many  theories  have  been  advanced  by 
writers  and  one  which  I have  quoted 
before  seems  to  offer  the  most  rational 
explanation.  (Hanrahan.) 

“1.  In  any  consideration  of  the  general 
question  of  anemia  one  is  confronted  with 
the  absence  of  any  proved  and  accepted  ex- 
planation of  the  mechanism  of  the  blood 
balance  in  the  body.” 

“2.  We  accept  that  there  is  a contin- 
uous activity  of  a widely  distributed 
hematopietic  tissue  which  in  health  is  ex- 
actly balanced  by  a hematocatatonistic 
function.” 

“3.  It  is  obvious  that  an  uncompensated 
disturbance  in  either  of  these  balanced 
forces  will  produce  the  clinical  manifes- 
tations recognized  as  anemia  or  poly 
cythemia.” 

“4.  The  conception  of  a reticulo-endo- 
thelial cell  apparatus  attempts  to  provide 
an  organ  or.  system  for  this  function.” 

“5.  The  presence  of  splenomegaly  points 
to  some  involvement  of  the  spleen  and 
early  led  to  splenectomy  on  purely  empiric 
grounds.”  (Hanarahan.) 

Whipple  believes  that  “the  good  results 
following  splenectomy  in  the  early  stages 
of  the  disease  favor  the  view  that  the  pri- 
mary cause  is  in  the  spleen  and  these  good 
results  are  shown  not  only  in  an  improve- 
ment in  the  anemia,  but  an  arrest  of  the 
degenerative  changes  in  the  liver,  and  the 
portal  obstruction.” 

Even  though  the  disease  is  not  primarily 
in  the  spleen  the  good  results  may  be  due, 


132 


Reviews 


as  is  believed  by  Dr.  W.  J.  Mayo,  by  re- 
moving an  agent  of  destruction  and  by  so 
doing  the  essential  causes  of  the  disease  is 
rendered  ineffective. 

In  the  past  splenectomy  has  been  advo- 
cated particularly  in  cases  before  the 
development  of  ascites.  Within  recent 
years  Sweetser  has  advocated  operation  in 
the  late  stage  in  order  to  relieve  the  portal 
system  and  thus  diminish  the  work  on  the 
liver  and  effectively  decrease  the  ascites. 

Causes  of  death  following  splenectomy 
in  Banti’s  disease: 

Wilkie  says  that  death  follows  splenec- 
tomy in  some  cases  as  a result  of  mesen- 
teric thrombosis.  Cases  of  Banti’s  disease 
may  have  either  a high  or  low  platelet 
count.  Those  with  low  platelet  count  re- 
spond well,  those  with  high  platelet  count 
“show  a tendency  to  thrombosis  following 
splenectomy.”  (Howell  Evans.) 

Consideration  of  the  results  of  splenec- 
tomy, in  those  cases  of  the  Banti  syndrome 
associated  with  ascites,  has  directed  atten- 
tion to  the  possible  value  of  splenectomy  in 
cirrhosis  of  the  liver.  It  is  easy  to  under- 
stand that  in  some  cases  where  the  spleen 
and  liver  are  enlarged  difficulty  arises 
when  an  effort  is  made  to  determine  which 
enlargement  occurred  first,  the  liver  or  the 
spleen. 

On  the  above  basis  splenectomy  has  been 
done  in  a few  cases  of  cirrhosis  of  the  liver 
with  benefit. 

VON  JAKSCH’S  ANEMIA. 

“Von  Jaksch’s  anemia  is  a condition 
occurring  in  children  and  marked  by 
anemia,  slight  enlargement  of  the  liver,  and 
marked  enlargement  of  the  spleen  and 
sometimes  an  enlargement  of  the  super- 
ficial lymphnodes.  The  blood  picture  is 
characterized  by  a well-marked  diminution 
in  the  number  of  the  red  cells  and  the 
hemoglobin  and  a persistent  leukocytosis  of 
varying  degree.” 

‘‘Pathology. — There  is  anemia  of  the 
organs,  often  associated  with  more  or  less 
fatty  degeneration.  There  may  be  pete- 


chiae  and  in  some  instances  there  have 
been  described  hydropic  collections  in  the 
body  cavities.  The  lymph  nodes  are  apt  to 
be  enlarged  and  cherry  red,  the  so-called 
hemolymphnodes.  The  bone  marrow  is 
dark  bluish  red  and  hyperplastic — of  the 
rnyeloblastic  type.  Films  made  from  these 
organs  reveal  the  presence  of  nucleated 
red  cells.  The  spleen  is  very  large  and 
varies  in  color.” 

“S  y mp  t 0 m s. — Pallor,  weakness,  and 
dyspnoea  are  early  symptoms.  True  jaun- 
dice does  not  occur.  The  enlargement  of 
the  spleen  appears  early  in  the  disease  and 
may  reach  an  extreme  degree.  The  exam- 
ination of  the  blood  must  determine  the 
diagnosis.” 

“The  hemoglobin  may  be  as  low  as  20 
per  cent  and  the  red  cells  down  to  1,000,000. 
The  color  index  is  usually  less  than  1.0.” 

“The  erythrocytes  show  an  extreme  de- 
parture from  the  normal.  Megaloblasts 
and  normoblasts  are  often  seen.’” 

“Leukocytosis  is  an  important  element 
in  the  blood  picture.  It  may  be  as  low  as 
10,000  and  may  reach  50,0010.  The  differ- 
ential count  shows  nothing  remarkable. 
The  fragility  of  the  red  cells  is  normal  as 
a rule.”  (Pool.) 

Under  the  head  of  treatment  of  this  dis- 
ease Pool  makes  the  statement  that  “In  no 
instance  is  it  reported  that  the  patient 
suffered  harm  as  a result  of  splenectomy, 
so  that  every  patient  with  von  Jaksch’s 
anemia  who  fails  to  improve  with  other 
treatment  is  entitled  to  this  operation.” 

Considering  the  pathology  as  given  above 
by  Pool  the  splenic  enlargement,  hepatic, 
lymph  node  enlargement,  as  well  as  evi- 
dence of  hyperactivity  of  the  bone  marrow 
seem  to  suggest  that  the  entire  reticulo- 
endothelial system  is  disturbed  and  there- 
fore only  conservative  estimate  of  the  value 
of  surgery  in  this  disease  should  be  made. 

GAUCHER’S  DISEASE. 

Gaucher’s  disease  was  first  described  by 
Phillipe  Gaucher  in  1882.  He  considered 
it  a primary  epithelioma  of  the  spleen. 
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This  disease  is  characterized  by  “pro- 
gressive increasing  enlargement  of  the 
spleen,  a similar  though  later  enlargement 
of  the  liver,  by  a brownish  discoloration  or 
pigmentation  of  the  skin,  chiefly  of  the 
face,  neck  and  hands,  by  peculiar  changes 
in  the  occular  conjunctiva  giving  rise  to 
cuneiform  thickenings  extending  from  the 
corneal  margins  to  the  inner  and  outer 
canthi.  It  is  later  accompanied  by  an 
anemia  of  the  chlorotic  type.  Hemor- 
rhages occur  frequently  from  the  mucous 
surfaces,  and  occasionally  in  the  skin.  The 
blood,  even  in  the  early  stages,  shows  a 
persistent  leukopenia,  which  attends  the 
disease  throughout  its  entire  course;  the 
erythrocytes,  however,  are  not  altered  in 
shape,  size  or  number,  nor  is  there  a hemo- 
globinemia,  until  the  disease  has  lasted  a 
few  years.  Even  then  the  anemia  does  not 
become  very  pronounced.  The  disease  is  a 
particularly  chronic  one,  often  of  many 
years’  duration.  Jaundice  is  not  present 
and  ascites  is  a very  rare  accompaniment.” 

“Pathology. — The  distinctive  feature  of 
the  disease  is  the  presence  in  the  spleen, 
liver,  lymph-nodes  and  bone  marrow  of 
peculiar,  large  cells  with  a characteristic 
type  of  cytoplasm.” 

“Bone  Marrow. — The  consistency  of  the 
bone-marrow  is  soft  and  the  color  is  always 
red,  but  small  white  or  yellowish  areas 
are  frequently  seen.  The  large  charac- 
teristic cells  described  in  the  spleen,  liver 
and  lymph-nodes  are  found  here  in  abimd- 
ance.”(®> 

In  regard  to  the  treatment  there  is  no 
general  agreement. 

Whipple  advocates  splenectomy  with  the 
caution  that  brilliant  results  must  not  be 
anticipated  because  extensive  distribution 
of  the  disease  at  a distance  from  the  spleen 
may  later  appear. 

Wilkie  cites  Guillott’s  record  of  14  cases 
which  had  been  splenectomized  with  only 
3 deaths.  In  the  remaining  11  the  results 
were  extremely  satisfactory. 


Brill  and  Mandelbaum  on  the  other  hand 
state  that  “at  the  present  there  is  no  agent 
which  can  be  depended  upon  to  arrest  the 
disease.”  “The  writer  fails  to  see  how  such 
a measure  (splenectomy)  can  control  the 
course  of  a disease  which  is  not  confined 
to  the  spleen  but  which  seems  to  invade 
almost  simultaneously  all  the  components  of 
the  hematopoietic  system.  To  remove  the 
disease  it  would  be  just  as  necessary  to 
remove  the  lymph-nodes  and  the  bone 
marrow  from  the  body  as  the  spleen,  which 
of  course  cannot  be  done.” 

A middle  ground  may  be  taken.  If  the 
spleen  seems  to  be  the  greatest  offender 
and  by  its  enormous  size  is  giving  trouble 
it  should  be  removed.  It  must  be  remem- 
bered in  a disease  which  is  so  widespread 
that  little  should  be  expected  of  surgery. 

Diagnosis  is  of  paramount  importance. 
Splenomegaly  must  not  be  assumed  to  be 
an  indication  for  splenectomy.  In  no  other 
disease  unless  it  be  leukemia  is  the  ques- 
tion of  justification  for  surgery  so  definite. 

In  Gaucher’s  disease,  like  in  leukemia, 
the  justification  for  surgery  must  be  proven 
before  it  is  undertaken. 

Time  and  patient  research  for  the  cause 
of  Gaucher’s  disease  will  finally  dictate  the 
proper  treatment. 

PERNICIOUS  ANEMIA. 

This  has  been  a battleground  between 
surgery  and  medicine  for  several  years. 

Until  the  work  of  Minot  and  his  asso- 
ciates was  published  a few  years  ago  re- 
peated transfusions  and  splenectomy 
seemed  to  offer  the  greatest  hope.  There 
are  still  some  who  believe  that  the  opera- 
tion is  being  neglected  now  more  than  is 
justified. 

Before  a conclusion  is  reached,  that  it 
should  never  be  done,  it  certainly  will  be 
well  for  all  concerned  to  appreciate  the 
fact  that  splenectomy  may  still  find  its 
place  in  some  cases  where  other  methods 
of  treatment  are  used  in  connection.  Such 
a belief  was  expressed  by  Giffen,  Novem- 
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ber,  1927,  when  he  stated:  “It  is,  how- 

ever, not  impossible  that  a splenectomy 
combined  with  other  methods  of  treatment 
may  eventually  have  a more  significant 
place  in  the  management  of  pernicious 
anemia.”<®> 

The  etiology  of  this  disease  is  unknown. 
It  is  characterized  by  marked  anemia,  high 
color  index,  progressive  weakness,  gastro- 
intestinal manifestations,  and  lesions  in  the 
spinal  cord. 

I believe  that  certain  of  these  cases  after 
repeated  transfusions  and  the  Minot  diet 
may,  with  some  degree  of  propriety,  be 
operated  and  beneficial  results  be  obtained. 
Until  the  etiologic  factors  are  determined 
we  will  still  be  in  the  dark  as  to  the  proper 
method  of  approach. 

LEUKEMIA. 

One  might  almost  dispose  of  this  subject 
from  a surgical  standpoint  by  quoting 
Charles  L.  Green  when  he  says : “It  is 

contraindicated  absolutely.” 

The  attitude  that  surgery  is  contraindi- 
cated can  be  easily  appreciated  when  one 
understands  that  there  is  almost  a univer- 
sal glandular  enlargement. 

In  order  to  cure  not  only  will  it  be 
necessary  to  remove  the  spleen,  but  the 
entire  reticulo-endothelial  system.  This,  of 
course,  is  impossible. 

In  this  disease  we  must  look  to  the 
roentgen-ray,  radium,  benzol,  or  possibly 
some  therapy  which  is  not  yet  outlined. 

Before  closing  I should  like  to  call  atten- 
tion again  to  a phenomenon  which  occurs 
in  some  cases  following  splenectomy;  a 
reaction  which  is  similar  to  that  of  capil- 
lary poison  such  as  histamin.  This  reac- 
tion forces  one  to  the  conclusion  that  in 
doing  a splenectomy  an  over-dose  of  capil- 
lary poisoning  may  be  instantly  liberated. 

Comparison  with  Dale’s  work  on  capil- 
lary poisoning  should  throw  some  light  on 
this  suggestion. 

The  practical  application,  that  I believe 
is  essential,  is  that  there  should  be  as  little 


manipulation  of  the  spleen  as  possible  be- 
cause it  may  liberate  an  excess  of  the 
capillary  poison  and  thus  produce  a re- 
action. 

CONCLUSION. 

1.  Co-operation  between  internist,  phy- 
siologist, and  surgeon  is  of  paramount 
importance  in  diseases  of  the  reticulo-en- 
dothelial system. 

2.  Continued  research  for  the  etiologic 
factors  in  order  to  properly  catalogue  these 
diseases  is  important. 

3.  Since  the  reticulo-endothelial  system 
is  the  mechanism  for  blood  balance,  we 
must  be  reasonably  sure  that  the  spleen  is 
the  greatest  disturbing  factor  before  un- 
dertaking surgery. 

4.  Transfusion  in  hemorrhage  and  sep- 
ticemia is  rational  because  of  the  acute 
disturbance  of  the  reticulo-endothelial  sys- 
tem which  is  present  in  these  conditions. 

5.  Splenectomy  is  followed  by  brilliant 
results  in  hemolytic  jaundice  and  thrombo- 
cytolic  purpura. 

6.  Splenic  anemia  is  greatly  benefitted 
by  splenectomy. 

7.  Gaucher’s  disease,  von  Jaksch’s 
anemia,  and  pernicious  anemia  are  not 
entirely  dependent  on  surgery  for  benefi- 
cial results. 

8.  Leukemia  is  not  a surgical  disease. 
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DISCUSSION. 

Dr.  J.  H.  Musser  (New  Orleans) : It  seems  to 

me  that  this  whole  subject  has  been  so  thoroughly 
discussed  and  so  many  facts  brought  out  that  it  is 
hardly  worth  while  for  me  to  attempt  more  in  the 
way  of  discussion.  Dr.  Duval  brought  up  some 
interesting  points  of  a controversial  character 
w'hich  might  be  answered  in  closing  by  Dr.  Lau- 
rens. 

One  disease  I might  mention,  not  mentioned 
tonight,  which  it  seems  is  outstanding  evidence  of 
disease  of  the  reticulo-endothelial  system,  and 
that  is  infectious  mononeucliosis,  which  is  primar- 
ily a disease  of  this  interesting  system. 

In  conjunction  with  remarks  that  were  made 
from  the  surgical  standpoint,  I would  emphasize 
one  particular  idea,  that  is:  despite  the  enthusi- 
asm in  the  study  of  a definite  condition  and  our 
enthusiasm  for  the  remedial  measures  which  some- 
times help  in  certain  types  of  cases,  follow  Dr. 
Cohn’s  suggestion  that  we  do  not  become  over- 
enthusiastic.  Because  the  spleen  is  responsible 
at  times  for  diseases  of  certain  types  does  not 
follow  that  all  types  of  blood  disease  would  re- 
quire splenectomy. 

Dr.  Pigford  took  up  very  thoroughly  indeed  the 
various  diseases  which  play  a part  in  the  disturb- 
ance of  the  physiology  of  this  reticulo-endothelial 
system. 

Splenectomy  is  followed  invariably  by  an  en- 
largement of  the  so-called  hemolymph  nodes  and 
in  experiments  with  animals  they  develop  with  re- 
markable rapidity,  explaining  in  part  why  so  often 
after  the  spleen  is  removed  the  anticipated  result 
is  rather  short-lived.  I have  had  the  opportunity 
of  following  up  four  or  five  individuals  who  were 
splenectomized  a few  years  ago,  and  I always 
hoped  that  I would  have  the  opportunity  of  exam- 
ining these  individuals  post-mortem.  Thus  far 
none  of  them  have  died  and  it  may  be  that  I will 
never  have  this  chance.  But  I would  like  to  call 
the  attention  of  those  surgeons  who  have  per- 
formed this  operation  some  years  back  to  keep  in 
touch  with  their  patients  and  in  the  event  of  death 
to  get  an  autopsy,  if  possible,  and  study  carefully 
the  results. 

Dr.  E.  D.  Fenner  (New  Orleans) : We  hear  be- 
fore this  Society  practical  papers  that  tell  us  the 


experience  of  the  writers,  and  we  have,  some- 
times, papers  of  the  type  we  have  listened  to  to- 
night, for  which  I think  we  should  be  grateful. 
Looking  around  this  audience,  I take  it  that  many 
are  like  myself,  and  feel  that  much  that  we  have 
heard  is  still  a little  above  our  heads,  and  that 
we  are  looking  up  and  out  at  an  aeronautic  ex- 
pansion of  the  present  horizon  of  medicine.  But 
these  papers,  while  most  of  us  do  not  yet  know 
a great  deal  about  the  problems  they  present, 
have  given  us  something  to  think  about.  And 
thinking  is  always  good  for  us. 

I have  but  one  word  more  to  add.  The  highly 
technical  character  of  these  discussions  recalls  to 
my  mind  a negro  maid,  who  worked  for  years  in 
my  mother’s  household,  whom  I heard  speaking  to 
the  cook  about  my  brother.  She  said:  “I  cer- 

tainly do  like  to  listen  to  Mars  Charlie  converse; 
he  does  talk  such  high  dictionary.” 

Dr.  Russell  Pigford  (closing)  : I should  like  to 
call  attention  to  the  apparent  geographical  dis- 
tribution of  polycythemia  vera.  It  is  very  rarely 
seen  in  tropical  and  sub-tropical  regions,  while 
the  greatest  incidence  seems  to  be  in  the  cooler 
climates.  The  greatest  number  of  case  reports 
have  been  from  the  northern  and  eastern  parts 
of  this  country  and  the  northern  countries  of 
Europe.  That  it  does  occur  in  sub-tropical  cli- 
mates, however,  is  evidenced  by  the  report  of  a 
case  occurring  recently  in  the  service  of  Dr.  Mus- 
ser at  Charity  Hospital. 

Dr.  Henry  Laurens  (closing) : In  the  analysis 

of  this  interesting  system  one  of  the  chief  diffi- 
culties we  encounter  is  correlating  what  happens 
in  health  and  what  happens  in  disease.  In  this 
connection  I am  reminded  of  a remark  that  “It  is 
in  her  moments  of  abnormality  that  Nature  re- 
veals the  secrets  of  her  laws.”  I think,  however, 
that  Professor  Duval  is  a little  too  broad  in  his 
concept  of  the  reticulo-endothelial  system.  In  the 
embryo  the  general  endothelial  bed  is  highly  pha- 
gocytic. It  has  been  shown,  however,  in  a recent 
paper  (Beard,  J.  W.,  and  L.  A.  Beard.  Amer. 
Jour.  Anat.,  40:295-314,  1927)  that  as  the  embryo 
develops  the  phagocytic  capacity  of  certain  por- 
tions of  the  endothelium  increases,  while  at  the 
same  time  that  of  other  vascular  endothelium 
diminishes.  The  portions  which  show  the  increase 
(the  “specific  endothelia”)  are  those  I have  out- 
lined as  being  included  in  the  reticulo-endothelial 
system.  Aschoff  concedes  that  the  perivascular 
cells  of  the  kidneys  and  adrenals  and  reticular 
cells  of  the  pancreas  belong  to  this  system  in 
the  broader  sense  of  the  term.  If  included  at  all, 
the  interstitial  cells  of  the  testis  and  the  reticu- 
lum cells  of  the  thymus  would  represent  only 
an  accessory  branch  of  the  reticulo-endothelial 
system.  According  to  Aschoff,  only  the  special- 
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ized  endothelium  of  the  liver,  spleen,  bone  mar- 
row, lymph  nodes,  adrenal  and  hypophyseal  capil- 
laries belong  to  the  reticulo-endothelial  system, 
the  vascular  endothelium  elsewhere  being  unable 
to  produce  mobile  phagocytes. 

In  answer  to  Dr.  Fossier’s  request  for  infor- 
mation about  this  recent  work  dealing  with  the 
lungs  as  a blood-forming  gland,  I am  afraid  that 


I can  not  be  of  service.  The  function  of  the 
alveolar  phagocytes  is  an  interesting  question. 
The  alveoli,  however,  are  lined  with  epithelium, 
and  not  endothelium,  and  that,  I think,  throws 
this  particular  portion  of  the  organism  out  of 
our  present  consideration.  It  has  been  shown  a 
number  of  times  that  these  cells  are  highly  phag- 
ocytic and  ameboid  and  behave  like  histiocytes. 
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GANGRENOUS  APPENDICITIS 
OCCURRING  SIMULTANE- 
OUSLY WITH  SCARLET 
FEVER. 

J.  M.  BODENHEIMER,  M.  D., 

AND 

T.  J.  FLEMING,  M.  D., 

Shreveport,  La. 

To  quote  Woody  d)  “The  combination  or  con- 
comitant infections  are  not  limited  to  two,  triple 
infections  are  not  uncommon  and  quadruple  are 
not  unknown.  In  fact  their  number  may  be  as 
many  as  the  infections  to  which  a given  indi- 
vidual has  been  exposed,  though  they  do  not 
necessarily  all  appear  during  the  acute  stage  of 
one  or  the  other  disease.” 

“We  have  seen  scarlet  fever  combined  with 
varicella  and  whooping  cough,  with  diphtheria, 
measles  and  epidemic  cerebro-spinal  meningitis, 
also  scarlet  fever,  diphtheria,  varicella  and  whoop- 
ing cough,  with  recovery.” 

Scarlet  fever  as  a surgical  wound  infection  is 
not  unknown,  but  nowhere  have  we  been  able  to 
find  reported  a case  of  gangrenous  appendicitis 
concurrent  with  scarlet  fever. 

A High  School  boy,  sixteen  years  of  age,  was 
brought  to  our  office  to  be  treated  for  a severe 
case  of  acne  of  face  and  back.  Upon  examination, 
a scarlet  fever  rash  was  observed  upon  chest,  ab- 
domen and  inner  surface  of  thighs.  Temperature 
102°  F.,  pulse  100.  Throat  and  tongue  were 
characteristic.  The  diagnosis  of  scarlet  fever  was 
confirmed  by  Dr.  M.  S.  Picard. 

The  following  morning  the  patient’s  general 
condition  was  splendid  with  eruption  and  straw- 
berry tongue  more  marked.  Temperature  99.5°, 
pulse  90.  About  noon  he  was  suddenly  seized 
with  pain  in  epigastrium  following  the  inges- 
tion of  a banana.  His  mother  administered  the 
usual  household  remedies  including  Epsom  salts, 
which  he  fortunately  vomited,  and  securing  no  re- 
lief, one  of  us  was  called. 

(1) — ^Tice,  Practice  of  Medicine. 


After  the  customary  lecture  on  the  promiscuous 
use  of  purgatives  in  “stomach  ache,”  tincture  of 
opium,  five  minims  every  two  hours  for  the  relief 
of  pain  was  prescribed.  The  following  morning  the 
mother  reported  that  the  boy  had  continued  to 
vomit  and  that  the  pain  was  even  more  severe  than 
before.  He  was  now  suffering  with  cramping  over 
the  entire  abdomen  and  with  watery  stool  every 
five  minutes.  There  was  no  definitely  localized 
point  of  tenderness,  and  no  muscular  rigidity,  al- 
though he  did  complain  of  some  soreness  upon  pal- 
pation. At  6 p.  m.,  30  houis  after  the  initial  at- 
tack of  pain  in  the  epigastrium,  there  was  a well 
localized  point  of  tenderness  in  the  neighborhood 
of  McBurney’s  point.  Temperature  102°,  pulse 
110.  At  9 p.  m.  temperature  103.5°,  pulse  120. 
Blood  report  by  Dr.  C.  E.  Hammer,  was  as  follows; 
Total  white  count,  8,500,  with  78  per  cent  of 
polymonphonuclears. 

In  spite  of  the  fact  that  he  had  been  suddenly 
relieved  of  pain,  or  rather  because  of  that  symp- 
tom, togther  with  climbing  temperature  and  pulse, 
we  made  a gridiron  incision  directly  over  the 
point  of  greatest  tenderness  and  delivered  a large 
gangrenous  appendix  enfolded  in  the  omentum, 
which  ruptured,  exuding  very  foul  smelling  pus. 

We  simply  tied  off  the  appendix,  cauterizing  the 
stump  and  draining  with  a cigarette  drain. 

The  patient  made  an  uneventful  recovery,  the 
healing  being  in  no  way  impaired  by  the  scarlet 
fever.  There  were  several  problems  that  pre- 
sented themselves  to  us  in  this  case.  The  first 
was:  what  would  be  the  results  of  an  operation 
on  a case  of  scarlet  fever?  Second:  how  would 
the  disease  effect  the  healing?  Our  results  in  this 
case  were  not  influenced  in  the  slightest  by  the 
scarlet  fever. 

We  were  confronted  with  practically  a normal 
blood  count  where  either  condition  should  give  a 
leukocytosis  with  marked  increase  in  polymon- 
phonuclears. In  this  case  the  gangrenous  condi- 
tion governed  the  blood  picture. 

There  is  one  lesson  from  this  report  which  un- 
fortunately some  of  our  doctors  have  never 
learned.  Clinical  judgment  still  holds  supreme 
rank  in  deciding  a course  of  action. 
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A CASE  OF  ADVANCED  BANTI’S 
DISEASE  FOLLOWED  BY 
SPLENECTOMY. 

H.  E.  GUERRIERO,  M.  D., 

Monroe,  La. 

The  syndrome  of  enlarged  spleen  and 
aevere  anemia  was  first  fully  described  by 
Guido  Banti  in  1894.  He  was  the  first  not 
only  to  call  attention  to  the  cirrhosis  of  the 
liver  that  is  so  characteristic  of  the  late 
stages,  but  also  to  offer  evidence  as  to  the 
primary  relation  of  the  spleen,  and  to  sug- 
gest its  removal  as  to  the  most  logical 
treatment. 

Mr.  S.,  a white  male,  age  49  years,  by  occupa- 
tion a carpenter,  was  first  seen  December  5,  1927, 
complaining  of  vomiting  of  blood,  general  weak- 
ness and  soreness  over  splenic  region. 

Present  illness:  Patient  was  in  good  health 

until  present  illness,  first  noticed  by  him  in 
November,  1926,  at  which  time  he  felt  perfectly 
well  except  for  an  occasional  attack  of  head  cold 
associated  with  soreness  over  spleen  and  general 
neuralgic  pain  through  his  gums  and  teeth,  other- 
wise he  felt  in  perfect  health.  The  soreness  over  his 
spleen  was  always  preceded  by  an  acute  head  cold. 
He  had  several  such  attacks  up  until  July,  1927, 
when  he  vomited  a very  large  amount  of  fairly 
bright  red  blood  for  the  first  time.  During  the 
month  of  July  he  had  five  such  hemorrhages  in 
all.  Two  transfusions  (500  cc.  citrated  blood) 
were  given  during  the  month.  Patient  said  he 
improved  follovcing  the  transfusions,  bxit  never  re- 
gained his  full  strength.  During  and  following 
the  hemorrhages  patient  suffered  no  gastric  or 
other  discomforts  except  for  a general  weak  feel- 
ing and  soreness  over  splenic  region,  no  melena 
present  except  on  days  following  hemorrhages,  no 
diarrhea.  Patient  suffered  no  further  discomforts 
other  than  what  has  previously  been  mentioned 
up  until  December  1,  1927,  when  he  again  vomited 
blood  in  large  amounts  without  any  associated 
pain  or  discomfort.  Had  three  such  hemorrhages 
and  was  sent  to  the  hospital  on  December  5,  1927. 

Appetite  has  always  been  good,  there  has  been 
no  gastric  disturbance,  no  diarrhea,  and  no  melena 
except  after  hematemesis.  Symptoms  of  respira- 
tory, cardio-vascular  and  urinary  system  dysfunc- 
tion have  been  entirely  absent. 

There  has  been  no  loss  of  weight  before  he 
first  vomited  blood  in  July,  1927.  Since  this  time 
he  has  lost  about  twenty-five  pounds. 

Physical  examination : Reveals  a white  male 

well  developed  and  fairly  well  nourished,  lying 


flat  of  back,  apparently  very  comfortable.  Patient 
looks  very  anemic,  skin  having  a lemon  tinge 
color.  Approximate  height  6 feet.  Approximate 
weight  145  pounds.  Skin  is  negative  except  for 
lemon  tinge  suggesting  marked  anemia.  There  is 
no  glandular  adenopathy.  Pupils  react  normally 
to  light  and  accommodation.  Patellar  reflexes  are 
active  and  equal. 

Head : No  tenderness  over  sinuses  on  marked 

pressure,  (a)  Eyes,  no  scleral  jaundice,  conjunc- 
tivae  pale,  (b)  Mouth,  majority  of  teeth  removed 
August,  1927.  Remaining  teeth  poorly  kept,  but 
are  in  fairly  good  condition.  No  evidence  of  pyor- 
rhea alveolaris.  No  pus  could  be  expressed  from 
tonsils. 

Chest:  Symmetrical.  Ribs  prominent.  Lungs: 
Negative.  Heart:  No  cardiac  enlargement;  sys- 

tolic murmur  present  at  apex,  not  transmitted, 
functional  in  type,  possibly  due  to  marked  anemia. 

Abdomen  appears  somewhat  distended,  with 
bulging  in  flanks  suggesting  fluid.  Veins  over  the 
lower  abdomen  plainly  visible  and  appear  con- 
gested. Palpation  reveals  no  tenderness  or  rig- 
idity. Liver  is  not  palpable.  In  splenic  region  a 
very  hard  smooth  tumor  mass  is  present.  Tumor 
extends  to  level  of  umbilicus  downward  and  to  mid- 
line to  the  right.  Mass  is  somewhat  movable  and  is 
somewhat  tender  on  marked  pressure.  On  percus- 
sion shifting  dullness  was  present.  Extremeties: 
No  edema  present.  No  arteriosclerosis  present  in 
radial  vessels.  Blood  pressure  was  98  systolic,  64 
diastolic. 

Latter  history:  Patient  was  first  seen  on  De- 

cember 5,  1927.  Blood  picture  at  this  time  showed : 
Erythrocytes  1,810,000,  hemoglobin  35  percent 
(Talquist),  color  index  .9,  leukocytes  20,550, 
small  mononuclears  19  per  cent,  large  mononu- 
clears 1 per  cent,  neutrophils  80  per  cent.  No 
malaria  plasmodia  found  and  no  nucleated  red 
cells.  Polychromatophilia  and  anisocytosis  present. 

December  6:  Wassermann,  negative;  kidney 

function  test,  50  per  cent;  coagulation  time,  4 
minutes;  bleeding  time,  1 minute;  fragility  test 
for  erythrocytes,  normal. 

Urinalysis : Negative  except  for  trace  of  indi- 

can and  a few  pus  cells. 

December  7 : Almost  daily  blood  counts 

showed  but  slight  variation  in  the  blood  picture 
despite  another  transfusion  of  500  cc.  of  citrated 
blood. 

December  30:  ‘Splenectomy  done.  About  4000 

cc.  of  straw  colored  fluid  found  in  the  abdomen. 
Spleen  was  found  to  be  very  hard  and  about  seven 
times  its  normal  size,  was  adhered  to  the  dia- 
phragm above  and  to  the  abdominal  wall  laterally. 
Stomach  negative.  Liver  showed  a fairly  well 
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advanced  cirrhosis.  Immediately  following  opera- 
tion 500  cc.  citrated  blood  given  as  transfusion. 
Patient  reacted  from  operation  in  very  poor  con- 
dition. Five  hundred  cc.  10  per  cent  glucose  solu- 
tion given  as  infusion  twice  daily  for  four  days. 

January  2,  1928:  Patient  improving.  Erythro- 

c>i;6s  2,050,00,  hemoglobin  40  per  cent. 

January  4:  General  condition  good.  Erythro- 

cytes 2,720,000,  hemoglobin  40  per  cent. 

January  9:  Blood  picture:  Erythrocytes  2,400,- 

000,  hemoglobin  40  per  cent.  Patient  complaining 
of  soreness  in  right  arm,  which  was  found  to  be 
slightly  swollen,  red  and  very  painful  to  touch. 
Slight  edema  of  forearm  and  hand  present.  Ten- 
derness present  over  basilic  vein  with  evidences  of 
thrombophlebitis  present.  Temperature  102°. 
Diagnosis  of  thrombophlebitis  of  axillary  vein 
was  made,  following  transfusions  and  infusions. 
Extremity  was  splinted  and  elevated. 

January  11:  Edema  of  forearm  and  hand  dis- 

appearing, temperature  curve  dropping.  Operative 
wound  healed. 


January  16:  Blood  picture:  Erythrocytes 

2.560.000,  hemoglobin  40  per  cent.  Patient  put 
on  Minot-Murphy  liver  diet. 

January  17:  Discharged  from  hospital. 

Pathological  findings:  Examination  of  spleen 

removed  at  operation.  Weight  1500  gms.  Cap- 
sule enormously  thickened  consisting  of  dense 
connective  tissue.  Microscopic  examination  re- 
veals a marked  increase  of  connective  tissue 
throughout  organ.  Malphigian  corpuscles  are  ab- 
sent from  section  examined. 

Diagnosis : Splenomegaly;  fibrous.  The  histo- 

logical picture  is  that  of  late  Banti’s  disease. 

Progress  notes:  Patient  up  and  about,  grad- 

ually regained  full  strength.  March  25,  1928,  no 
return  of  ascites.  Blood  picture:  Erythrocytes 

3.750.000,  hemoglobin  (Dare)  58  per  cent,  total 
leukocytes  19,000,  neutrophils  52  per  cent,  small 
mononuclears  46  per  cent,  large  mononuclears  2 
per  cent.  No  nucleated  reds  were  observed. 


HEALTH  THROUGH  ADVERTISING.  — The 

health  motif  has  taken  the  advertising  world  by 
storm.  Whether  it  be  safety  razors,  a new  break- 
fast food  or  rubber  heels;  tooth  brushes  or  denti- 
frices or  a gargle  for  the  garrulous  throats  of  the 
multitudes,  the  banners  of  improved  health  are 
flaunted  in  the  van,  and  the  rustling  of  their  silky 
folds  obscures  the  music  of  the  steady  stream  of 
cold  cash  that  pours  into  the  coffers  of  the  adver- 
tisers. The  California  fruit  growers  of  Los  An- 
geles continue  to  rid  the  world  of  acidosis,  aided 
by  a stupendous  advertising  campaign  in  the  lay, 
and,  we  fear,  in  the  medical  press.  Fleischman’s 
yeast  (none  other  will  do)  continues  to  remove 
acne  as  if  with  sandpaper,  and  restores  to  health 
the  racked  and  costive  bodies  of  famous  athletes, 
actresses  and  opera  singers.  The  list  of  renowned 
health  propagandists  is  a long  one;  the  Cuban 
sugar  planters  are  about  to  convince  a willing  pop- 
ulace that  sugar  plays  no  part  in  obesity,  and  cer- 
tainly none  in  diabetes.  Twenty-two  thousand 
one  hundred  and  fifty-two  witnesses  say,  in  the 
case  of  The  People  vs.  Caffein,  “My  nervousness 
vanished  when  I changed  to  Postum!”  ’Tis  for 
your  own  good  health — and  the  health  of  your 
family — you  must  buy  a certain  well  known  elec- 
tric refrigerator.  Only  with  one  particular  tooth 
brush  can  you  gain  gloriously  white  teeth  and  coral 
firm  gums.  To  make  this  more  effective,  how- 
ever, the  danger  line  must  be  scrubbed  with  a 
special  tooth  paste,  and  the  acme  of  health  is 
achieved  when  you  put  new  youth  into  your  stride 
vath  the  buoyant,  lasting  spring  of  rubber  heels. 


Indeed  it  reads  like  poetry.  Enjoy  shoe  health, 
a St.  Louis  firm  tells  us,  for  whatever  your  avo- 
cation, good  health  is  a vital  asset,  and  the  shoes 
you  wear  are  a very  important  factor  in  keeping 
you  physically  fit.  Cod  liver  oil  raises  the  80  per 
centers  to  100  per  cent,  health.  The  average 
man  of  35,  we  are  told  by  the  American  Barley 
Corporation,  is  beginning  to  slip  physically — to 
lose  that  vital,  physical  force,  that  buoyant  enthus- 
iasm, which  makes  his  ideas  “go  across”.  Cream 
of  barley  is  a demulcent;  it  sends  men  to  work 
to  win. 

At  the  other  end  of  the  health  rainbow — and 
remember  that  rainbows  are  elusive — lies  what  we 
who  are  engaged  in  the  profession  that  deals  with 
health  and  disease  believe  to  be  the  true  pot  of 
gold;  the  health  examinations;  advice,  as  sound 
as  we  can  make  it,  on  hygiene  and  right  living; 
early  and  correct  diagnosis  if  possible;  ethical 
treatment,  and  the  intelligent  education  of  the 
public  along  the  lines  of  health  and  disease.  We 
may  not  be  accomplishing,  always,  the  end 
towards  which  we  are  striving,  for  we  are  often 
the  \dctims  of  personal  bias  or  of  lack  of  knowl- 
edge, and  in  our  own  ranks  are  those  who  do  not 
fight  the  good  fight.  In  the  main,  however,  we  are 
trying  and  we  are  accomplishing.  Many  diseases 
have  been  conquered  and  the  span  of  life  has 
been  lengthened,  and  this  without  the  aid  of  very 
many  of  those  vendors  of  profitable  products  whose 
watch  word  is  halitosis,  for  Lister,  though  less 
well  known,  has  served  humanity  better  than  has 
Listerine. — Boston  M.  & S.  J.,  198:870,  1928. 
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LEGISLATIVE  MATTERS. 

The  State  Cctmmittee  on  Public  Policy 
and  Legislation,  under  the  able  guidance 
of  Dr.  B.  A.  Ledbetter,  deserves  the  hearty 
congratulations  of  every  medical  man  in 
the  State  of  Louisiana,  be  he  a member  of 
the  Society  or  not.  At  the  expense  of  an 
immense  amount  of  time  and  labor,  this 
most  efficient  committee  has  been  respon- 
sible largely  for  the  checking  off  of  many 
pernicious  bills  which  have  been  presented 
at  the  last  session  of  the  State  Legislature. 
These  men  have  worked  diligently  and 
faithfully,  have  neglected  their  other  ac- 
tivities in  order  to  give  time  and  energy 
to  their  duty  to  their  fellow  practitioners. 


They  have  attended  ^he  sessions  of  the 
Legislature,  have  appeared  before  com- 
mittees, and  have  spent  days  at  Baton 
Rouge  when  necessarily  their  income  from 
medicine  must  cease  while  they  are  away 
from  their  homes.  They  have  been  re- 
sponsible for  the  squashing  of  such  bills 
as  the  Chiropractic  Bill  before  it  got  out 
of  Committee,  appearing  there  at  the  ses- 
sions of  the  Committee  explaining  fully 
and  cogently  just  why  such  bills  were 
harmful.  To  Dr.  Ledbetter  and  his  able 
co-workers.  Dr.  Leon  J.  Menville,  Dr.  Roy 
B.  Harrison,  Dr.  P.  T.  Talbot,  Dr.  E.  L. 
Leckert,  the  Committee  from  the  Orleans 
Parish  Medical  Society,  headed  by  Dr.  Jules 
Dupuy ; the  Louisiana  State  Board  of  Medi- 
cal Examiners,  and  others  who  have  as- 
sisted, the  thanks  of  the  medical  profession 
are  due. 

It  seems  like  a very  small  thing  indeed 
to  ask  the  members  of  the  Louisiana  State 
Medical  Society  to  contribute  $1.00  in  part 
towards  the  expenses  of  these  men  while 
in  Baton  Rouge.  It  might  be  borne  in 
mind  that  only  a relatively  small  percent- 
age of  this  amount  is  actually  used  to  de- 
fray the  expenses  incurred  directly  by  the 
members  of  the  Committee.  The  greater 
part  of  it  goes  to  pay  for  legal  advice  and 
counsel,  secretarial  help,  telegrams,  post- 
age, stationery  and  so  on.  Surely,  no  dol- 
lar that  the  medical  man  i,in  this  State 
spends  in  the  coming  year  will  yield  him 
a greater  dividend  than  this  one  small  dol- 
lar which  he  is  asked  to  give  to  meet  these 
expenses.  Actually  the  momentary  cost  of 
what  the  members  of  the  Society  might 
have  to  pay  for  the  value  received,  would 
be  ten  or  twenty  fold  greater  were  it  not 
that  their  services  were  given  voluntarily 
and  gratis  by  all  those  who  helped  at  Baton 
Rouge. 

Senate  Bill  Number  241  is  probably  the 
most  important  one  that  was  introduced 
in  the  State  Legislature  from  the  point  of 
view  of  the  physician.  The  repeal  of  the 
narcotic  act  was  also  important,  as  it  will 
obviate  considerable  time  and  trouble  to 
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doctors  of  medicine.  In  addition  to  these 
bills,  Senate  Bills  Numbers  115,  265,  100, 
157,  234,  and  House  Bills  numbers  149,  501, 
504,  302,  171,  388,  390,  705,  93,  414,  530, 
354,  709,  315,  all  had  contained  certain 
features  in  which  the  medical  profession 
were  interested.  It  may  be  seen  from  a 
superficial  view  of  the  number  of  bills  that 
were  introduced  relating  to  medicine  and 
medical  activities  that  the  Committee  had 
a very  large  job  to  carry  through  to  a suc- 
cessful conclusion. 


STATUS  LYMPHATICUS. 

Considerable  healthy  skepticism  has 
arisen  in  the  past  few  years  in  regard  to 
the  indefinite  and  about  which  little  is 
known  condition  spoken  of  as  status  lym- 
phaticus.  More  particular  has  been  the 
growing  conception  that  an  enlarged  thy- 
mus in  a child  dying  of  inexplicable  cause  is 
not  responsible  for  the  death  of  that  child. 
Pathologists  are  appreciating  the  fact  that 
enlargement  of  this  gland,  and  the  enlarge- 
ment of  the  lymphoid  tissue  throughout 
the  body,  is  a normal  finding.  Otolaryn- 
gologists have  long  appreciated  that  big 
tonsils  are  part  and  parcel  of  a child’s 
makeup.  Unfortunately  the  opportunity 
of  examining  the  body  of  a child  dead  as  a 
result  of  some  traumatic  cause  rarely  takes 
place.  In  the  past  the  pathologists’  ideas 
of  a normal  child  have  been  gained  from 
examination  of  children  who  have  died 
from  long  continued  wasting  disease  in 
which  one  of  the  salient  features  is  the 
rapid  atrophy  of  the  lamphoid  tissue. 
Marine*,  in  a recent  paper,  discusses  the 
condition  of  status  lymphaticus  most  fully. 
He  concedes  that  there  are  probably  a very 
small  group  of  patients  who  have  an  ana- 
tomical abnormality  evidenced  by  marked 
increase  in  the  lymphoid  tissue,  small 
suprarenals,  lymphocytosis,  and  hypoplas- 
tic aorta;  the  most  important  feature  of 
this  condition  being  the  insufficiency  of  the 
adrenals,  because  Marine  has  found  that 
removal  of  the  adrenals  is  followed  by  a 

^Marine,  David:  Arch.  Path,  and  Int.  Med.,  5:661,  1928. 


much  lowered  resistance  to  toxins  and 
poisons.  He  advances  the  idea  that  involu- 
tion of  the  human  adrenal  cortex  occurring 
after  the  child  had  been  born  may  explain 
the  condition  which  we  speak  of  as  status 
lymphaticus  in  young  children.  Under  any 
circumstance  this  condition  is  very  uncom- 
mon ; the  explanation  for  it  is  not  entirely 
convincing;  enlargement  of  the  thymus  is 
not  a diagnostic  sign  of  infallability ; and 
certainly  there  is  still  much  to  learn  about 
these  inexplicable  deaths  which  we  have 
been  wont  to  call  status  lymphaticus. 


HISTORY  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY. 

The  History  of  the  Louisiana  State 
Medical  Society,  made  possible  by  a special 
act  of  the  House  of  Delegates,  is  progress- 
ing rapidly  and  favorably  under  the  able 
editorial  guidance  of  Dr.  Rudolph  Matas. 
For  the  past  three  months  Dr.  Matas  has 
had  working  under  his  direction  a Secre- 
tary-Librarian who  has  already  compiled  a 
great  many  interesting  and  important 
data.  The  work  will  progress  more  rapidly 
and  could  be  accomplished  in  much  quicker 
time  if  the  co-operation  of  the  parish  and 
di.strict  society  secretaries  was  more  whole- 
hearted than  it  is.  Considerable  difficulty 
has  been  experienced  in  securing  informa- 
tion from  these  sources.  It  is  hoped  that 
the  Secretaries  will  appreciate  that  much 
of  the  worth  of  the  volume  will  necessarily 
have  to  depend  upon  the  aid  that  they  can 
and  will  give. 

A discouraging  feature,  which  it  is  be- 
lieved is  due  entirely  to  tardin.ess  rather 
than  to  unwillingness,  is  the  small  num- 
ber of  prospective  subscriptions.  Less 
than  one-third  of  the  subscriptions  which 
will  make  the  work  a financial  success  have 
been  received.  It  is  most  earnestly  hoped 
that  the  men  who  intend  to  subscribe  to 
this  interesting  history  of  the  activities  of 
the  Society  will  send  in  their  subscriptions 
at  the  earliest  possible  moment.  It  will 
hearten  and  encourage  the  Committee 
materially  to  know  that  their  work  is  ap- 
preciated. 


HOSPITAL  STAFF  TRANSACTIONS 


SOUTHERN  BAPTIST  HOSPITAL. 

I June  12,  1928. 

The  regular  monthly  meeting  was  held  June  12, 
[ 1928. 

CASE  OF  MENINGITIS. 

Dr.  Charles  S.  Holbrook  presented  a very  inter- 
esting case  of  meningitis  The  patient  was  a little 
girl  of  eleven  years.  She  was  admitted  to  the 
hospital  on  the  twenty-fifth  of  last  month  to  the 
service  of  Dr.  Carroll  W.  Allen.  As  soon  as  Dr. 
Allen  saw  the  child  he  realized  it  was  not  a sur- 
gical condition,  and  called  Dr.  Holbrook  in  con- 
sultation. Her  history,  as  it  is  recorded  on  her 
chart,  is  as  follows : She  came  into  the  hospital 
complaining  of  chills  and  fever.  The  present  ill- 
ness began  yesterday  morning;  that  is,  the  day 
I previous  to  admission,  when  patient  had  chills 
[followed  by  high  fever,  and,  at  this  time,  there 
[was  some  nausea  and  vomiting.  Calomel  was 
given,  which  was  retained.  She  complained  after 
[this  of  pains  in  her  back  and  generalized  pains, 
i especially  in  various  joints.  She  has  been  in  a 
mild  stupor  since  yesterday  morning.  She  has 
had  very  severe  headaches  several  hours  before 
;her  admission  to  the  hospital. 

When  Dr.  Holbrook  saw  the  patient  in  the  hos- 
pital, she  was  extremely  restless,  throwing  herself 
backward  and  forward  across  the  bed  and  was 
unable  to  co-operate.  It  was  impossible  to  get  an 
answer  from  her  or  to  get  her  to  talk.  She  com- 
plained of  pains  in  the  head  and  of  almost  any- 
thing. Even  a touch  on  the  abdomen  hurt  her. 
rhe  marked  symptoms  were  restlessness  and 
;loudy  memory.  She  had  rather  high  fever,  103°. 

^ blood  picture  showed  the  leukocypte  count  to 
)e  37,000,  of  which  90  per  cent  were  neutrophils. 

)n  examination  it  was  found  that  her  neck  was 
tiff.  A spinal  puncture  was  taken  immediately 
inder  gas  anaesthesia.  The  fluid  was  decidedly 
loudy.  Examination  showed  it  to  have  about  one 
housand  cells,  almost  entirely  neutrophils.  Then, 
bout  one  hour  from  this,  another  anesthetic  was 
iven  the  patient  and  15c. c.  of  serum  was  injected, 
he  next  day  another  15c.c.  of  serum  was  given, 
t which  time  it  was  again  necessary  to  give  an 
aesthetic.  After  this,  however,  it  was  not  neces- 
iry  to  give  a general  anesthetic  on  subsequent 
:casions.  After  the  fourth  intraspinal  treatment 
le  spinal  fluid  was  negative.  After  the  first  treat- 
ent  of  serum  she  was  very  much  better.  Her 
mperature  was  less,  and  she  became  conscious 
id  co-operative.  The  fluid  was  so  clear  after  the 
'Urth  dose  that  the  fifth  dose  was  hardly  neces- 
ry.  She  has  gradually  gotten  better.  Now,  the 
itient  is  quite  well  and  is  going  home  tomorrow. 


Dr.  Holbrook  feels  that  the  splendid  result  is 
largely  due  to  the  early  recognition  of  an  unusual 
disease  in  the  small  town  in  which  the  child  lived. 
Had  the  child  waited  one,  two  or  three  days 
longer,  irreparable  damage  would  have  been  done, 
and  if  she  would  have  come  through  with  her  life, 
there  would  have  been  an  aftermath  of  deafness,' 
lameness,  blindness,  or  imbecility. 

Dr.  Walter  J.  Otis,  in  discussing  Dr.  Holbrook’s 
case  of  meningitis,  said  he  thought  Dr.  Holbrook 
has  covered  the  situation  very  thoroughly,  and  has 
treated  this  disease  correctly.  The  aftermath  is 
what  must  be  guarded  against,  the  effects  after 
the  disease  is  supposed  to  have  cleared  and  the 
patient  has  apparently  recovered.  The  child  ap- 
peared to  him  to  be  a case  more  of  a choreic  type. 
He  noticed  two  or  three  tick-like  movements  as 
she  sat  in  the  chair.  It  is  probably  a reticulis, 
which  is  very  painful. 

Dr.  Carroll  W.  Allen  said  he  saw  the  child  one 
afternoon  and  immediately  recognized  its  nature. 
He  called  for  Dr.  Holbrook  to  see  the  patient  im- 
mediately, and  Dr.  Holbrook  responded  in  a short 
while. 

Dr.  Charles  S.  Holbrook  stated  another  inter- 
esting point  in  this  case,  which  he  did  not  men- 
tion. The  lady  who  came  in  the  room  with  the 
child  tonight  has  a son  who  attended  college. 
While  in  college  the  boy  developed  menigitis  and 
it  was  several  days  before  a diagnosis  was  made 
and  treatment  given.  The  boy  recovered,  but  his 
mental  condition  has  never  been  well  and  he  is 
totally  deaf.  He  was  back  home  in  the  same  town 
as  this  child  for  sometime,  about  eight  or  ten 
weeks,  before  this  child  had  become  ill.  There 
may  have  been  some  connection  between  this  boy 
as  a carrier  and  the  development  of  meningitis 
in  the  child.  The  authorities  of  the  town  made 
cultures  of  the  family  and  those  who  came  in  con- 
tact with  the  boy,  but  no  organisms  or  carriers 
were  found. 

SECOND  CASE  OF  MENINGITIS. 

Dr.  Charles  S.  Holbrook  presented  a second 
case  of  meningitis.  Mr.  J.  P.,  medical  student, 
aged  24  years,  admitted  to  hospital  May  9,  1928. 

On  May  8,  in  the  afternoon,  patient  complained 
of  chilly  sensation  and  of  feeling  feverish.  Tem- 
perature was  taken  that  afternoon  and  was  102°. 
There  was  moderate  headache,  general  malaise, 
and  pains  over  the  body.  The  symptoms  were 
similar  to  those  of  a beginning  influenza,  or  other 
infectious  disease.  The  above  symptoms  increased 
over  night,  until  he  was  admitted  the  following 
morning  to  the  hospital. 
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Examination  showed  a well  developed  and  well 
nourished  acutely  ill  young  man.  The  general 
examination  was  negative,  except  for  slight 
rigidity  of  the  neck  and  a moderately  well  devel- 
oped Kernig’s  sign  on  both  sides. 

A spinal  puncture  was  done  and  the  fluid  was 
found  to  be  under  considerable  pressure.  There 
was  a distinct  cloud.  The  cell  count  was  1,000; 
globulin — four  plus;  Wassermann — negative;  in- 
tracellular gram  negative  diplococci  were  found 
in  moderate  numbers.  The  blood  picture  on  May 
9 was  20,900,-96  per  cent  neutrophils.  May 
10,  the  day  of  the  spinal  puncture,  there  were 
16,000  leukocytes  with  93  per  cent  neutrophils. 

After  finding  the  above  mentioned  organisms 
in  the  spinal  fluid,  another  spinal  puncture  was 
immediately  done  and  30c. c.  of  polyvalent  anti- 
menengococcic  serum  was  given  intraspinally  and 
30c.c.  intravenously.  May  11,  25c. c.  of  spinal 
fluid  was  removed.  It  was  clouded,  but  seemed 
less  so  than  on  the  previous  day.  Thirty  c.c.  of 
serum  was  given  intraspinally  and  30c.c.  intra- 
venously. His  mental  condition,  which  had  been 
decidedly  clouded  the  first  few  days,  showed  a 
marked  improvement.  He  was  perfectly  clear  in 
every  respect.  On  the  twelth  of  May  and  also 
the  thirteenth,  30c.c.  of  serum  were  given  intro- 
spinally  each  day.  At  this  time  the  fluid  was 
decidedly  less  clouded  and  had  taken  on  a greenish 
tinge.  No  serum  was  given  on  the  fourteenth. 
On  the  fifteenth,  the  spinal  fluid  appeared  very 
clear.  Thirty  c.c.  of  serum  was  given  intraspin- 
ally. It  is  felt  that  this  latter  dose  could  have 
been  omitted. 

Spinal  punctures  were  done  every  day  for  two 
or  three  occasions.  The  fluid  remained  clear.  May 
25  the  patient  was  discharged. 

Cultures  w'ere  attempted  from  the  blood  with 
negative  results  and  the  organism  could  not  be 
grown  from  the  spinal  fluid. 

Upon  admission,  temperature  was  104°;  pulse 
120.  On  the  tenth,  temperature  was  104.6°;  pulse 
130.  At  this  time  the  serum  was  given.  The 
temperature  fell  to  100.2°,  and  did  not  rise  again 
above  this,  except  the  time  when  he  had  a serum 
reaction.  Cultures  from  the  nose  and  throat  did 
not  show  any  organisms  similar  to  those  found  in 
the  spinal  fluid. 

The  patient  made  a complete  recovery  and  was 
able,  within  three  weeks,  to  leave  the  hospital  to 
finish  his  final  examinations  in  medicine.  He  had 
an  internship,  but  has  been  advised  to  take  a 
vacation  of  ten  or  twelve  weeks  before  entering 
into  this  work. 


A REVIEW  OF  THE  USE  OF  THE  SEDIMENTATION 
RATE  AS  EMPLOYED  IN  THE  SOUTHERN 
BAPTIST  HOSPITAL. 

Dr.  Edwin  H.  Lawson  said  the  procedure  known 
as  the  estimation  of  the  sedimentation  rate  of 
erythrocytes  is  by  no  means  an  innovation,  for 
Galen  noticed  that  the  settling  of  erythrocytes 
was  more  rapid  in  cases  of  infection  than  in  the 
blood  of  normal  individuals.  This  observation  has 
since  been  noted  by  other  men,  such  as  John  Hun- 
ter, Virchow,  Fahraeus,  Hober,  and,  recently,  Lin- 
zenmeier.  Cutler,  and  Westergreen  have  each 
devised  a technic  for  the  estimation  of  the  sedi- 
mentation rate.  The  technics  vary  only  in  the 
type  of  tube  used  and  the  percentage  of  anti- 
coagulant, namely,  sodium  citrate,  used.  All  ol 
the  technics  consist  of  mixing  the  various  amounts 
of  blood,  with  an  anti-coagulant,  and  of  placing 
this  solution  of  blood  and  citrate  in  a tube  and 
noting  the  time  required  for  the  erythrocytes  t( 
settle.  Two  types  of  tube  most  generally  used  art 
the  Linzenmeier  and  Cutler  types.  The  formei 
requires  a small  amount  of  blood,  but  the  latter 
a graphic  method,  is  more  useful  in  the  follow-uj 
work,  as  the  increase  or  decrease  in  sedimentatioi 
rate,  using  this  method,  can  be  seen  at  a glance. 

The  estimation  of  the  sedimentation  rate  ha;, 
been  used  in  quite  an  assortment  of  cases,  beinj 
most  frequently  used  in  the  prognosis  of  sue), 
diseases  as  tuberculosis,  and  other  pulmonary  con 
ditions,  appendicitis,  and  most  particularly  acut 
pelvic  infections.  Polak  has  advised  the  use  o 
the  sedimentation  rate  as  an  indication  of  the  tim 
to  operate  on  pelvic  infections,  and  has  found  tha. 
following  a pelvic  operation  a low  sedimentatio 
rate  is  an  early  index  of  a beginning  peritoniti 
or  perimetritis.  In  tuberculosis,  the  sedimentj 
tion  rate  is  directly  proportionate  to  the  activit 
of  the  disease;  and  in  acute  polyarthritis  the  sed 
mentation  rate  is  directly  proportionate  to  th 
clinical  symptoms. 

The  following  is  a list  of  cases  in  this  hospita 
with  an  estimation  of  the  sedimentation  rate,  usir 
the  Linzenmier  technique: 

Mrs.  T.  Diagnosis:  Acute  pelvic  inflammatoi 
disease.  Four  determinations  made ; two  of  whi( 
ran  eighteen  minutes,  and  two  of  which  ran  tweni| 
minutes. 

Mrs.  R.  Diagnosis:  Fibroid.  Forty  minutes. 

Mrs.  P.  Diagnosis:  Chronic  endometriti 

Seventy  minutes. 

Mr.  S.  Diagnosis:  Acute  infectious  arthrit. 
Three  determinations  made:  two  of  which  r: 
fourteen  minutes,  and  one  of  which  ran  thirt 
two  minutes. 

Mrs.  M.  Diagnosis:  Chronic  myocarditis.  F i 
teen  minutes. 
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Mrs.  L.  Diag^nosis:  Influenza.  Twenty  minutes. 

Miss  R.  H.  Diagnosis:  Acute  lymphadenitis, 
ixty  minutes. 

Miss  H.  Diagnosis:  Supprative  pleurisy.  Ten 
linutes. 

Mr.  D.  Diagnosis:  Acute  appendicitis.  Twelve 
inutes. 

An  analysis  of  these  cases  each  show  that  in 
jneral  the  rapidity  of  the  sedimentation  rate  is 
irectly  proportinate  to  the  acuteness  of  the  ill- 
?ss.  In  most  of  these  cases  the  sedimentation 
ite  is  of  diagnostic  and  prognostic  value  when  con- 
dered  in  conjunction  with  other  laboratory  find- 
gs  and  the  clinical  symptoms,  that  there  is  some 
dation  existing  between  the  severity  of  the  dis- 
ise  and  the  increase  in  the  sedimentation  rate, 
id  that  it  may  be  of  some  aid  to  the  surgeon  in 
iciding  when  to  operate  in  infectious  cases. 

Dr.  Lawson  also  presented  three  charts,  repre- 
nting  graphically  the  sedimentation  rate  in  vari- 
is  diseases,  the  relation  of  the  sedimentation  rate 
the  white  cell  count  and  a drawing  of  the  two 
pes  of  tube  most  generally  used. 

DISCUSSION. 

Dr.  Carroll  W.  Allen,  in  discussing  this  subject, 
ited  that  the  sedimentation  rate  is  a clinical  aid 
studying  the  prognosis  of  a case  and  in  deter- 
ining  the  time  to  operate.  He  suggested  that  if 
is  test  was  intelligently  used  it  would  offer  an 
:tensive  range  of  usefulness. 

Dr.  Thomas  B.  Sellers  said  he  has  run  a sedi- 
snation  rate  test  on  all  of  his  pelvic  infectious 
ses  for  several  months  and  on  two  ectopic  cases, 
e also  said  that  in  an  interview  with  an  out-of- 
wn  doctor,  he  learned  that  the  sedimentation 
te  was  run  routinely  in  his  hospital  on  all  pelvic 
factious  cases.  It  is  found  to  be  more  depend- 
le  than  the  blood  count  as  a prognostic  and  a 
agnostic  agent,  though  it  does  not  necessarily 
minate  the  blood  count  at  all.  The  sedimenta- 
>n  test  has  been  used  also  routinely  to  determine 
e time  to  operate.  Many  times  in  these  pelvic 
ses  with  a perfectly  normal  temperature  and 
perfectly  normal  blood  count  there  is  found, 
ion  opening  the  abdomen,  exudate  and  friable 
hesions.  It  is  often  realized,  after  opening  the 
domen,  it  would  have  been  much  better  to  have 
owed  these  cases  to  rest  two,  three,  or  four 
leks  longer.  The  sedimentation  test'  usually 
tes  this  particular  type  of  case  and  determines 
J time  to  operate.  The  rule  is  that  in  sedimen- 
;ion  rates  of  less  than  one  hour,  no  surgery 
luld  be  done. 

There  is  another  interesting  point  in  the  sedi- 
intation  rate.  It  is  supposed  to  be  normal  in 
;opic  cases  and  rapid  in  infectious  cases.  If 


this  is  true,  and  in  two  cases  that  Dr.  Sellers  has 
tried  this  fact  has  been  borne  out,  it  is  of  great 
diagnostic  value  in  differentiating  between  ecto- 
pic and  subacute  pelvic  diseases.  One  big  advan- 
tage in  the  sedimentation  rate  is  that  it  can  be 
used  in  the  rural  districts  without  the  use  of  the 
microscope.  Besides  this,  it  can  be  used  in  any 
doctor’s  office  ■with  a great  deal  of  ease  if  the 
doctor  is  willing  to  take  the  blood  and  have  an 
assistant  read  the  sedimentation  time  every  five 
minutes,  or  fifteen  minutes. 

Dr.  H.  W.  Kostmayer  stated  that  he  has  had  a 
limited  experience  with  this  test.  He  agreed  with 
Dr.  Sellers  that  the  sedimentation  rate  is  prob- 
ably the  most  valuable  method  we  have  of  indi- 
cating the  resistance  of  the  patient,  or,  another 
way  of  stating  it,  the  prognosis,  and  especially 
is  it  of  value  in  determining  the  time  to  operate. 

Dr.  William  D.  Phillips  said  that  four  or  five 
years  ago,  when  this  sedimentation  test  was  first 
suggested,  he  used  it  quite  a bit  in  his  service 
at  Charity  Hospital.  At  that  time  he  had  much 
trouble  in  securing  the  co-operation  of  the  In- 
terne Staff.  One  great  advantage  of  this  test  is 
the  comparatively  simple  technic.  Dr.  Phillips  dis- 
charged one  of  his  patients  the  other  day  from 
this  hospital  with  a sedimentation  rate  of  over 
an  hour.  Accordingly,  it  would  have  been  safe  to 
operate.  But  there  was  one  point  he  could  not 
get  away  from.  Dr.  Phillips  suggested,  not  as  a 
discouragement  of  this  sedimentation  rate,  but 
rather  as  a caution  in  using  it,  that  we  must  not 
overlook  the  temperature  chart.  The  patient 
that  was  discharged  from  this  hospital  the  other 
day  was  not  operated  upon,  even  though  the  sedi- 
imentation  test  would  indicate  that  operation  was 
safe,  because  she  continually  ran  temperature. 
Sometimes  there  is  too  much  enthusiasm  when 
using  this  test,  and  the  temperature  charts  are 
overlooked.  If  this  test  is  used  with  other  scien- 
tific methods,  it  should  be  of  great  value. 

Dr.  Edwin  H.  Lawson,  in  answer  to  a question, 
read  the  following  excerpts  from  reprints: 

Gram  found  that  the  amount  of  fibrogen  in- 
creased with  a more  rapid  sedimentation  rate. 

Fahraeus  and  Hober  decided  that  the  increase 
in  agglutination  of  the  erythrocytes  was  primarily 
due  to  a change  in  the  electric  tension  between 
negatively  charged  erythrocytes  and  positively 
charged  bodies  in  the  plasma. 

Smiley  explains  the  increase  in  the  rate  as 
due  to  an  increase  in  the  fibrogen  and  globulin 
with  a relative  decrease  in  the  albumin  content 
of  the  plasma.  The  above  factors,  hence,  give 
an  increase  in  the  viscosity  and  diminution  in  sur- 
face tension  of  the  plasma  and  in  the  erythrocytes, 
a diminution  in  the  negative  electrical  charge 
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with  a change  in  the  surface  tension  and  an  in- 
crease in  the  viscosity.  He  also  noted  that  the 
temperature  affected  the  rate  as  he  found  that 
the  sedimentation  rate  was  more  rapid  at  incuba- 
tor temperature  than  at  room  temperature. 

Cooper  found  that  as  the  cholesterol  contents 
of  the  blood  increase,  the  sedimentation  rate  be- 
comes more  rapid.  He  also  found  that  defibrin- 
ated  blood  gives  a slower  rate  after  defibrina- 
tion than  previously. 

Rubin  explained  the  rapidity  of  the  rate  as 
due  to  tissue  destruction,  and  that  the  bacterial 
toxins,  products  of  protein  catabolism  and  inflam- 
matory products  accelerate  the  rate;  therefore, 
the  more  acute  the  condition,  the  more  rapid  the 
rate;  the  less  virulent  and  numerous  the  bac- 
teria, the  less  variation  of  the  rate  from  normal. 

In  answer  to  another  question,  he  said  it  has 
been  his  experience  and  it  has  been  the  findings 
of  others  that  in  cases  of  acute  pyelitis  there  is 
a low  sedimentation  rate,  as  is  the  case  in  all 
acute  inflammatory  diseases. 

AN  UNUSUAL  CASE. 

Dr.  H.  W.  Kostmayer  presented  a case  that  was 
very  interesting  to  him  because  of  the  startling 
outcome.  Mrs.  P.  A.  H.,  aged  34,  a mother  of  two 
children,  had  the  last  one  ten  years  ago.  She 
gave  a history  after  child  of  ten  years  ago,  of 
disturbed  menstrauation  profuse  and  prolonged 
uterine  bleeding,  and  about  eight  months  ago  she 
began  with  a profuse  discharge,  more  pronounced 
pain,  finally  having  to  take  to  bed.  He  made  a 
diagnosis  of  pelvic  inflammatory  disease  and  put 
her  to  bed  for  six  weeks  with  usual  treatment 
of  icebags  and  douches.  She  was  then  taken  to 
the  hospital,  and,  on  admission,  her  leukocyte 
count  was  found  to  be  10,000.  Thereafter,  it 
was  normal.  Sedimentation  time  was  most  favor- 
able. There  was  a normal  leukocyte  count  with 
some  mobility  in  pelvis,  which  had  been  previously 
quite  immobile.  Her  urine  showed  a few  pus  cells 
and  faint  trace  of  albumin.  No  phthalein  test 
was  done,  as  the  kidneys  did  not  interest  him 
much.  Dr.  Kostmayer  then  operated  on  her,  and, 
on  entering  the  abdomen,  through  a midline  inci- 
sion between  the  umbilicus  and  pubis,  pelvic  or- 
gans were  found  to  be  matted  together  with  both 
large  and  small  bowel  adherent  to  them.  The 
abdominal  contents  were  walled  off,  and,  after 
some  tedious  dissection  because  of  bleeding,  the 
pelvic  organs  were  freed  up  and  a supravaginal 
hysterectomy  done.  The  adnexa  were  removed 
first  because  of  bleeding,  after  which  a suprava- 
ginal amputation  of  uterus  was  performed.  A 
fairly  good  peritoneal  toilet  was  secured,  after 
which  the  appendix  was  sought.  This  was  found 
to  extend  upward  behind  the  cecum  and  a retro- 
grade operation  was  necessary  for  its  removal. 
Cat  gut  ligature,  linen  purse  string  used,  and 


cautery  used  for  amputation.  The  abdomen  wa 
closed  with  cat  gut,  reinforcing  silk  worm  suture; 
and  silk  worm  was  used  in  skin. 

This  patient  was  operated  upon  on  Saturda 
morning  and  left  the  table  in  what  was  considere 
a very  fair  condition.  Dr.  Kostmayer  was  nc 
concerned  about  her  condition  at  all,  but  on  tb 
way  down  to  the  patient’s  room,  the  anesthetis 
who  accompanied  the  patient,  noticed  the  puls 
had  become  rather  weak.  Dr.  Kostmayer  was  in 
mediately  notified  of  this  and  went  to  see  he 
Patient  was  then  infused.  That  night  she  hs 
become  so  much  the  picture  of  hemorrhage  th; 
he  feared  something  was  loose  in  her  abdome: 
She  was  given  450  c.c.  of  blood.  She  becarr 
somewhat  better,  but  later,  towards  morning,  si 
died.  An  autopsy  was  secured  and  the  autops 
report  showed  an  acute  toxic  nephritis,  and  fati 
degeneration  of  the  liver. 

The  startling  thing  about  this  case  to  Dr.  Kos 
mayer  is,  that  he  considered  this  an  absolute  sa 
risk,  and  yet  she  died  within  twenty-four  hou 
after  operation.  Incidentally,  there  was  on 
about  two  drams  of  blood  in  the  peritoneum  ai 
the  peritoneal  toilet  was  good.  There  was  i , 
surgical  accident,  and  yet  this  woman  of  thirt  i 
four  years  died.  It  was  a startling  shock,  to  s: ; 
the  least. 

Dr.  William  D.  Phillips  asked  what  the  fun  I 
tional  kidney  test  showed.  He  cited  a case  of  1 
of  sometime  ago,  which  impressed  upon  his  miif 
the  importance  of  paying  very  careful  attenti 
to  the  urinary  findings.  A patient  of  his  w 
brought  into  the  hospital  for  plastic  work  and  1 
interne  urged  him  not  to  take  her  at  that  tii 
as  the  blood  examination  showed  some  slig 
anemia  and  the  urine  examination  was  below  n< 
mal.  Dr.  Phillips  did  not  think  this  would  gi 
any  trouble  and  proceeded  with  the  operatic  j 
The  patient  died  of  acute  nephritis.  This  incide^ 
has  taught  him  a lesson  and  now  when  he  has. 
case  showing  low  functional  kidney  test  or  otb’ 
evidence  of  nephritis,  he  makes  a more  carei. 
investigation  before  proceeding  with  the  operati<.< 

Dr.  Thomas  B.  Sellers  asked  if  it  were  possilij 
for  a liver  to  change  in  that  short  time — pu-j 
tically  twenty-four  hours.  These  types  of  ca;i 
are  worth  a great  deal  to  surgeons  as  th'j 
mean  so  much  to  them  in  trying  to  solve  % 
problems  they  meet.  ' 

Dr.  Carroll  W.  Allen  said  that  the  rapidity  f 
the  development  of  the  symptoms  was  startli 
and  brings  to  mind  a similar  case.  The  pati  t 
was  a woman,  treated  about  a year  ago. 
was  quite  robust  and  in  excellent  health.  A c -j 
lecystectomy  was  performed,  the  patient’s  c 
dition  was  apparently  very  good  for  twelve  r 
twenty-four  hours,  but  still  there  was  someth  ? 
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ibout  her  that  caused  some  uneasiness.  She  died 
n about  seventy-two  hours.  The  autopsy  report 
howed  a fatty  degeneraion  of  the  liver.  In  this 
)articular  case,  all  laboratory  tests  were  run  be- 
bre  operation  and  were  normal,  the  physical 
ondition  was  excellent,  and  yet  this  patient  went 
lut  with  fatty  degeneration  of  the  liver  from  no 
issignable  cause. 

Dr.  Edwin  H.  Lawson  said  that  in  the  case 
hat  Dr.  Allen  referred  to,  a diagnosis  of  hepa- 
itis  associated  with  alkalosis  was  made  after  a 
lonsideration  of  the  symptoms  of  the  case  and 
he  carbon  dioxide  combining  power,  which  in  this 
:ase  was  well  above  eighty.  His  attention  was 
irst  directed  along  these  lines  by  Heyd  of  New 
fork,  who  clasified  death  following  cholecystec- 
;omies  into  three  classes;  First:  Those  cases 

vhich  have  had  previous  operations  on  the  gall 
dadder  and  which  at  the  second  operation,  have 
lad  drainage  of  the  gall  bladder  with  more  or  less 
nanipulation  of  the  pancreas.  Deaths  in  these 
:ases  are  possibly  due  to  a pancreatic  ferment  or 
;oxin  eliminated  as  a result  of  trauma  of  the  pan- 
creas. Second;  Cases  which  show  acute  yellow 
itrophy  of  the  liver  or  portal  cirrhosis  and  die 
!rom  liver  exhaustion.  Third:  Deaths  due  to  he- 
latic  insufficiency,  which  is  associated  with  alka- 
osis. 

This  case  of  Dr.  Kostmayer’s  appears  to  be  a 
ieath  due  to  some  severe  toxemia  as  is  shown  by 
;he  destruction  of  the  cells  lining  the  tubules  ol 
the  kidneys  and  the  acute  toxic  epinephritis.  The 
ocation  of  the  degeneration  in  the  liver  would 
suggest  toxemia  occurring  somewhere  along  the 
tributaries  of  the  portal  vein.  Associated  with 
the  above,  such  degeneration  of  the  kidneys  caused 
by  toxins  of  either  bacterial  or  chemical  origin 
ind  the  sub-group  of  the  latter  would  include 
the  products  of  protein  cleavage.  While  the  death 
cannot  be  definitely  and  concisely  ascribed  to  any 
cause,  it  is  most  probably  due  to  the  toxemia 
produced  by  the  protein  cleavage  products. 

Dr.  H.  W.  Kotmayer,  in  answer  to  Dr.  Phillips, 
said  the  two  pre-operative  steps  he  did  not  take 
in  this  case  were  to  have  a phthalein  test  done 
and  to  have  a chemical  study  of  the  blood  made. 
Because  of  the  excellent  general  health  of  the 
patient,  her  age,  and  a normal  urinalysis,  a phtha- 
lein test  was  not  reconsidered.  Coupled  with  a nor- 
mal temperature  there  was  a slow  sedimentation 
time.  If  there  had  been  a delay  of  forty-eight 
hours  or  seventy-two  hours  following  operation 
before  she  died,  he  could  have  understood  that 
running  a P.  S.  P.  might  have  saved  her  life,  if 
she  had  a poorly  functioning  kidney,  but  Dr. 
Kostmayer  thinks  no  matter  what  the  condition 
of  her  kidney,  the  failure  of  the  organs  of  meta- 
bolism was  primarily  responsible.  This  case  was 
either  one  of  hemorrhage,  which  was  doubted  be- 


cause of  the  technic  employed,  or  it  v/as  a case 
of  complete  collapse  of  the  organs  of  metabolism. 
It  seems  her  metabolic  organs  just  stopped.  The 
rapidity  and  abruptness  of  what  seemed  to  be  a 
safe  risk  completely  disarmed  and  startled  Dr. 
Kostmayer. 


THE  PRESBYTERIAN  HOSPITAL  CLINICAL 
SOCIETY. 

The  Society  held  its  monthly  meeting  on  the 
last  Thursday  of  the  month.  The  scientific  pro- 
gram contained  a discussion  of  several  interest- 
ing cases  and  an  interesting  presentation  of  sev- 
eral interesting  presentation  by  Dr.  C.  G.  Cole 
on  Polyposis  of  the  Gastro-Intestinal  Tract.  Dr. 
Cole’s  short  but  interesting  paper  was  based  oa 
personal  experience  with  four  such  cases — the 
histories  of  which  were  presented — and  a discus- 
sion of  the  various  signs  and  symptoms  which 
might  lead  to  the  diagnosis  of  these  cases.  He 
pointed  out  that  the  most  usual  type  is  the  ade- 
noma. Lipomata,  fibromata,  and  myomata  have 
also  been  reported.  The  growths  may  be  pedun- 
culated or  sessile;  and  they  may  be  submucous 
or  subserous. 

According  to  the  author  polypoid  adenomata 
of  the  gastro-intestinal  tract  is  a rare  condition. 
The  clinical  picture  varies  considerably;  and  a 
clinical  diagnosis  is  most  difficult.  Very  fre- 
quently the  condition  is  only  discovered  at 
autopsy.  Unless  these  tumors  acquire  a suffi- 
ciently large  size  they  are  rarely  palpated.  The 
fact  is  that  they  seldom  become  sufficiently  large 
to  be  palpated.  These  growths  may  cause  intus- 
susception, obstruction,  or  bring  about  a severe 
hemorrhage.  Occasionally  they  may  also  undergo 
malignant  degeneration.  Rarely  these  tumors 
slough  off  and  are  passed  per  rectum.  At  times 
these  tumors  are  only  discovered  at  operation. 

Dr.  Cole  gave  the  case  histories  of  four  cases. 
They  occurred  in  the  stomach,  small  intestine, 
cecum,  and  sigmoid  flexure. 

In  the  discussion,  which  followed.  Dr.  D.  C. 
Browne  stated  that  he  has  recently  been  able  to 
collect  only  twenty-eight  of  these  cases  from  the 
literature,  in  which  the  stomach  was  involved, 
and  accepted  Dr.  Cole’s  case  as  the  twenty-ninth. 
He  also  brought  out  the  fact  that  while  the  tu- 
mors are  usually  single  in  the  stomach  and  the 
small  intestine,  the  opposite  is  true  for  the  large 
intestine.  Their  multiplicity  in  the  large  intes- 
tine makes  treatment  in  this  location  very  diffi- 
cult and  unsatisfactory. 

A communication  from  the  Board  of  Directors 
to  the  Staff  expressed  appreciation  on  the  part 
of  the  former,  for  the  confidence  reposed  in  them. 
It  was  also  brought  out  that  the  building  program 
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is  being  strictly  adhered  to  and  going  along  with- 
out interruption.  This  meeting  was  the  last  until 
the  fall,  when  they  will  be  resumed. 

FRANK  L.  LORIA,  M.  D. 


THE  CHARITY  HOSPITAL  SURGICAL  STAFF. 

Because  of  the  hot  summer  months  the  regular 
meetings  have  been  discontinued  until  the  fall  of 
the  year.  A case  of  unusual  interest  was  reported 
at  the  last  meeting  by  Dr.  Alton  Ochsner.  This 
was  a patient  with  cerebro-spinal  rhinorrhea  who 
made  an  uneventful  recovery  following  an  ex- 
ploratory craniotomy,  and  has  remained  well  un- 
til the  present. 

The  patient  was  a woman  thirty-six  years  of 
age,  who  three  weeks  before  entry  to  the  Charity 
Hospital,  while  getting  out  of  bed  noticed  a pro- 
fuse discharge  of  clear  serous  fluid  from  one  of 
her  nostrils.  This  flow'  was  continuous  up  to  the 
time  of  admission,  when  she  was  sent  into  the 
ear,  nose,  and  throat  service.  Her  complaint,  in 
connection  with  this  condition,  was  nausea  caused 
by  the  salty  taste  of  the  secretion,  as  it  ran  back 
in  the  mouth  and  throat.  There  were  also  severe 
and  persistent  headaches — the  latter,  however, 
were  not  coincident  with,  but  antedated  the  rhin- 
orrhea by  six  or  eight  months. 

Checking  up  the  quantity  of  fluid  discharged 
over  a twenty-four  hour  period,  measured  at  hourly 
intervals,  some  very  interesting  results  were  ob- 
tained. The  amounts  varied  considerably,  from 
5 c.c.  to  70  c.c.  per  hour.  It  was  clear,  watery 
in  character,  and  the  discharge  was  most  profuse 
after  eating.  She  was  observed  over  a period  of 
several  weeks  during  which  time  careful  neuro- 
logical examinations  were  made.  The  neurologists 
found  very  little  except  for  a diminution  in  cu- 
taneous sensation  over  the  left  side  of  the  body, 
and  a diminished  left  corneal  reflex.  Roentgen- 
ray  of  the  skull  showed  a defect  in  the  anterior 


cerebral  fossa;  and  because  of  the  symptoms, 
headache  and  apparent  defect  in  the  skull,  it  was 
thought  she  had  a tumor  of  the  anterior  cerebral 
fossa.  An  exploratory  craniotomy  was  done,  ex- 
posing the  anterior  fossa  of  the  right  side  ac- 
cording to  the  method  of  Cushing.  The  entire 
fossa  was  explored,  but  no  pathology  could  be 
demonstrated.  There  were  a few  adhesions  be- 
tween the  dura  and  the  floor  of  the  anterior  cere- 
bral fossa.  Exploration  was  carried  out  as  far 
back  as  the  middel  of  the  cerebral  fossa,  and 
from  the  median  to  the  lateral  portion  of  the 
skull.  Since  nothing  could  be  found,  and  because 
of  her  headaches  and  increased  pressure  (18  mm. 
of  mercury  spinal  fluid  pressure)  it  was  decided 
to  do  a decompression.  The  dura  was  left  opened 
and  the  osteoplastic  flap  replaced. 

At  first  the  patient  did  well,  and  had  only  a 
slight  discharge  from  her  nose.  After  the  first 
day  the  rhinorrhea  stopped.  On  the  tenth  day 
she  had  a headache.  The  spinal  presure  was 
found  to  be  the  same.  Ten  c.c.  of  fluid  were  re- 
moved. From  that  time  she  became  free  of  head- 
ache; and  until  one  week  after  discharge,  when 
she  was  last  heard  from,  there  was  no  recurrence 
of  the  headache  nor  the  rhinorrhea. 

What  the  condition  was  we  are  at  a loss  to 
say.  The  only  explanation  of  the  results  obtained 
that  we  can  give  is  that  it  was  probably  due  to 
a plastic  exudate  resulting  from  the  operative 
trauma,  sealing  the  small  fistulous  opening  which 
prevented  the  escape  of  fluid.  What  the  ultimate 
result  is  going  to  be  we  are  at  a loss  to  say.  The 
case  is  presented  merely  as  an  unusual  one;  and 
in  which  no  pathology  could  be  found.  Dr.  Gran- 
ger stated  that  the  adhesions  between  the  dura 
and  the  floor  of  the  anterior  cerebral  fossa  would 
have  produced  the  same  picture  as  that  due  to 
the  tumor  producing  the  erosion.  No  cause  could 
be  determined  for  the  increased  cerebro-spinal 
pressure. 

FRANK  L.  LORIA,  M.  D. 


ROUTINE  CHOLECYSTOGRAPHY.— It  would  appear  (1) 
that  the  routine  application  of  cholecystography  by  the 
oral  route  is  a very  valuable  procedure,  accessible  to  any 
radiologist,  and  readily  used  with  the  routine  gastro*intes« 
tinal  patient, 

(2)  That  approximately  one-half  of  the  patients  re- 
ferred for  gastro-intestinal  examination  will  show  evidence 
of  functionally  disabled  gall  bladder. 

(3)  That  the  positive  evidence  of  gall  bladder  from 
oral  cholecystography  will  be  found  as  correct  as  any  in- 
terpretation in  the  domain  of  radiology. 

(4)  That  the  gall  bladder  which  fails  to  outline  (incon- 
clusive in  this  series)  is  usually,  but  not  always,  a path- 
ologic organ. 


(5)  That  a diseased  gall  baldder  may  function  nor- 
mally, and  that  approximately  30  per  cent  of  the  patients 
proven  by  operation  to  have  cholecystitis  showed  nornral 
function  with  the  Graham  dye  test. 

It  is  possible  that  the  demonstration  of  a normally 
functioning  gall  bladder  in  the  presence  of  clinical  symp- 
toms of  cholecystitis  may  have  value  in  clinical  manage- 
ment. It  is  conceivable  that  a gall  bladder  which  can 

still  empty  itself  under  the  stimilus  of  food  may  be  within 
the  realm  of  medical  treatment,  as  compared  with  one 

which  is  so  functionally  crippled  that  it  can  no  longer 

empty  within  a reasonable  time,  and  which,  therefore, 

becomes  a useless  organ  demanding  surgical  removal. — 
Watkins.  W.  W.,  and  Mills,  H.  P.,  Radiology,  9:91,  1928. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


During  the  past  month  the  Society  "has  held 
its  regular  Board  Meeting  and  the  Second  Quar- 
terly Executive  Meeting. 

At  the  Quarterly  Executive  Meeting  reports 
of  the  Special  and  Standing  Committees  were  read. 
The  following  resolution  presented  by  the  Con- 
dolence Committee  was  adopted; 

Whereas,  by  the  Will  of  God,  Dr.  Nathan  Eisen- 
mann,  our  confrere,  was  taken  from  among  us. 

Therefore,  be  it  resolved.  That  this  Society  de- 
sires to  express  to  the  family  of  Dr.  Eisenmann 
its  regrets  and  sincere  sympathy  in  its  bereave- 
ment. 


The  following  members  were  elected  to  mem- 
bership : Active  Members : Drs.  J onas  W . Rosen- 
thal, Seward  H.  Wills,  Ralph  C.  Cross,  F.  J. 
Rohmer  and  Chas.  S.  Wood.  Interne  Members: 
Drs.  M.  W.  Brown  and  E.  L.  Gill. 

Dr.  J.  A.  Colclough  was  reinstated  to  Active 
Membership. 


One  reference  list  on  periotonsillar  abscess  has 
been  prepared  and  added  to  the  file.  Fifty-four 
pamphlets  have  been  catalogued  and  added  to  our 
collection.  The  shift  allowed  by  our  new  shelving 
has  been  partially  completed,  greatly  relieving 
the  congestion  of  the  shelves,  and  giving  room 
for  growth  in  the  Journal  files.  The  reference 
work  has  continued  through  the  hot  weather  to  a 
gratifying  extent,  calls  for  study  in  connection 
with  particular  case  work  being  in  the  majority. 
This  use  of  the  Library  in  every-day  practice  is 
a most  promising  phase  of  the  work,  and  such 
calls  either  in  person  or  by  telephone  are  given 
immediate  attention. 


Gifts  of  Journals  and  reprints  have  been  re- 
ceived from  the  following  sources  and  have  been 
gratefully  acknowledged : 

Drs.  Roy  B.  Harrison,  E.  D.  Martin,  I.  I. 
Lemann,  J.  H.  Musser,  Arthur  Weil,  E.  C.  Sam- 
uel and  the  Cincinnati  Medical  Library. 


This  executive  meeting  is  the  last  meeting  of 
the  Society  until  October. 


It  is  with  regret  to  report  the  death  of  Dr. 
H.  S.  Cocram,  one  of  our  honorary  members. 


TREASURER’S  REPORT. 

Actual  Book  Balance,  5/31/28  $1,492.62 

Receipts  during  June  1,175.80 


Expenditures 


2,668.42 

1,185.69 


Outstanding  checks 


1,482.73 

195.04 


Receipts  since  Bank  Balance 


1,677.77 

132.69 


Bank  Balance  - - $1,545.08 


LIBRARIAN’S  REPORT. 

Forty-four  books  have  been  added  to  the 
Library  during  June.  Of  these  13  were  received 
from  the  New  Orleans  Medical  and  Surgical 
Journal,  6 by  subscription,  12  by  binding,  2 by 
purchase  and  J1  by  gift.  ’ Note  is  made  of  new 
titles  of  recent  date  in  the  list  herewith  appended. 


NEW  BOOKS. 

Coudry — Special  Cytology.  2 v.  1928. 

Nelson’s  Loose-Leaf  Living  Surgery,  v.  5-6.  1928. 

N.  Y.  University  and  Bellevue  Hospital  Medical 
College — Collected  reprints  from  the  Depart- 
ment of  Experimental  Surgery.  1926-27-28. 

Louisiana  State  Board  of  Health— Sanitary  Code. 
1928. 

Rockefeller  Foundation — Methods  and  Problems 
of  Medical  Education.  1928. 

Borland — Ultra-violet  Rays.  1928. 

Rivers — Filterable  Viruses.  1928. 

Ross — Post-mortem  Appearances.  1928. 

Tylecote — Diagnosis  and  Treatment  in  Diseases 
of  the  Lungs.  1927. 

Rehfuss — Diagnosis  and  Treatment  of  Diseases  of 
the  Stomach.  1927. 

Crisp,  ed. — Ophthalmic  Yearbook.  1927. 

Petty — Diabetes.  1926. 

Roster — Examination  of  Patients.  1928. 

Stewart — Compend  of  Pharmacy.  1928. 

Stitt — Practical  Bacteriology,  Blood  Work  and 
Parasitology.  1927. 

Jordan — General  Bacteriology.  1928. 

H.  Theodore  Simon, 

Secretary. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


MEETING  OF  THE  SOUTHERN  MEDICAL 
ASSOCIATION. 

Of  interest  to  the  members  of  the  Louisiana 
State  Medical  Society  is  the  approaching  Twenty- 
second  Annual  Meeting  of  the  Southern  Medical 
Association.  This  meeting  will  be  held  in  Ashe- 
ville, North  Carolina,  November  12-15.  The 
Association  selected  for  their  meeting  place  one 
of  the  most  magnificently  beautiful  spots  in  this 
United  States,  where  a large  number  of  good 
hotels  are  prepared  and  equipped  to  take  care 
of  many  more  than  usually  register  at  the  Asso- 
ciation Meetings. 

The  program  commences  on  Monday,  Novem- 
ber 12,  with  clinics  arranged  by  the  local  pro- 
fession. In  the  morning  these  will  be  held  at 
the  Government  Hospital  at  Oteen,  the  largest 
hospital  for  tuberculosis  in  the  Veterans’  Bureau. 
Afternoon  clinics  will  be  held  at  the  City  Audi- 
torium, Asheville.  On  Tuesday  there  will  be 
special  clinics  and  demonstrations  given  by  the 
leading  practitioners  of  the  South.  The  last  two 
days  of  the  meeting  will  be  devoted  to  the  scien- 
tific program  of  the  seventeen  sections. 

This  Annual  Meeting  of  the  Southern  Medical 
Association  has  become  the  second  largest  medi- 
cal meeting  in  the  United  iStates,  the  American 
Medical  Association  only  surpassing  it  in  num- 
ber of  men  in  attendance.  The  Association  meet- 
ing deserves  all  that  it  has  accomplished  and 
more.  Every  physician  of  the  Society  who  could 
possibly  get  away  to  attend  this  getting  together 
of  Southern  doctors  should  do  so.  The  scientific 
program  and  the  social  activities  insure  an  in- 
structive as  well  as  a pleasant  time. 


ST.  TAMMANY  PARISH  MEDICAL  SOCIETY. 

Meeting  of  St.  Tammany  Parish  Medical  So- 
ciety, July  13,  1928,  at  St.  Tammany  Hotel, 
Mandeville,  La. 

Meeting  called  to  order  by  the  President,  Dr. 
F.  F.  Young,  with  Secretary,  Roland  Young,  at 
his  post.  On  roll  call  the  following  answered : 
F.  R.  Singleton,  J.  F.  Polk,  J.  K.  Griffith,  R.  B. 
Paine  and  A.  G.  Maylie.  Dr.  Herrin,  of  Bush, 
La.,  was  an  invited  guest  and  a prospective 
member. 

The  President  urged  better  attendance  and  com- 
plimented the  iSlidell  doctors  on  their  regular 
attendance. 

The  minutes  of  the  meeting  of  May  11  and 
June  22  were  read  and  adopted. 


Dr.  Roland  Young  then  gave  a clinical  case 
paper  on  tabes  dorsalis  complicated  with  an  ar- 
thritis of  the  rim  of  the  ilium  between  the  an- 
terior and  posterior  iliac  spines  and  of  the  third 
and  fourth  dorsal  vertebrae  as  shown  by  radio- 
grams. Symptoms  and  treatment  was  brought 
forward  in  detail.  This  clinical  case  paper  proved 
very  interesting  and  discussions  followed  by  Drs. 
Paine,  F.  F.  Young,  Sr.,  and  J.  K.  Griffith. 

Dr.  Paine,  in  citing  clinical  case  discussions, 
mentioned  a woman  who  was  stabbed  into  abdo- 
men five  nights  ago  with  intestines  protruding  and 
told  of  his  replacement  of  bowel  and  sewing  up  of 
wound.  The  case  was  then  sent  immediately  to 
the  hosiptal  in  New  Orleans  and  said  when  last 
heard  from  that  afternoon  was  still  living. 

Communications  were  then  read  by  the  Secre- 
tary-Treasurer. One  letter  from  the  Secretary- 
Tieasurer  of  the  State  Society  asked  for  an  extra 
special  tax  of  one  dollar  on  each  member  as  or- 
dered by  the  executive  committee  to  defray  un- 
usual expense  of  the  committee  of  the  State 
Medical  Society  on  publicity  and  legislation.  The 
Secretary  was  instructed  to  go  ahead  and  get  this 
money  out  to  Dr.  Talbot. 

Application  to  membership  of  Dr.  Herrin,  under 
unfinished  business,  was  then  in  order  and  inves- 
tigating committee  reported  its  approval  of  appli- 
cant. Vote  was  taken  and  there  was  no  black- 
ball— all  present  voting. 

Roland  Young,  M.  D., 
Secy-Treas. 


U.  S.  P.  H.  S.  NOTES. 

Surgeon  General  G.  W.  McCoy  has  been  ordered 
to  proceed  from  Washington,  D.  C.,  to  Carville, 
La.,  for  conference  relative  to  cases  of  leprosy. 

Assistant  Surgeon  (R)  A.  P.  Rubino.  Relieved 
from  duty  at  Marine  Hospital,  New  Orleans,  La., 
on  July  5,  and  assigned  to  duty  at  Marine  Hos- 
pital, San  Francisco,  Calif. 

A.  A.  Surgeon  C.  P.  Munday.  Relieved  from 
duty  at  Marine  Hospital,  New  Orleans,  La.,  and 
assigned  to  duty  at  Marine  Hospital,  Carville,  La. 

Assistant  Surgeon  P.  A.  Neal.  Relieved  from 
duty  at  Marine  Hospital,  New  Orleans,  La.,  and 
assigned  to  duty  at  Marine  Hospital,  Mobile,  Ala. 

Assistant  Surgeon  W.  L.  Barnes.  Relieved 
from  duty  at  Marine  Hospital,  New  Orleans,  La., 
and  assigned  to  duty  at  Marine  Hospital,  San 
Francisco,  Calif. 
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Assistant  Surgeon  L.  C.  Watkins.  Relieved 
from  duty  at  Marine  Hospital,  New  Orleans,  La., 
and  assigned  to  duty  at  Marine  Hospital,  Nor- 
folk, Va. 

Assistant  Surgeon  R.  G.  Townsend.  Relieved 
from  duty  at  Marine  Hospital,  New  Orleans,  La., 
and  assigned  to  duty  at  Marine  Hospital,  Balti- 
more, Md. 

Surgeon  (R)  O.  E.  Denney.  Directed  to  pro- 
ceed to  Jacksonville,  Fla.,  and  other  points  in 
Florida,  as  may  be  necessary,  to  assist  the  State 
Health  officer  in  making  diagnosis  of  suspected 
lepers  and  to  accompany  patients  diagnosed  as 
lepers  to  Marine  Hospital,  Carville,  La. 

Examination  for  candidates  for  commissions 
and  assistant  surgeons,  U.  S.  P.  H.  iS.,  will  be 
held  at  New  Orleans,  November  5,  1928.  Requests 
for  further  information  should  be  addressed  to 
Surgeon-General  of  the  U.  S.  P.  H.  S.,  Wash-- 
ington,  D.  C. 


The  following  assistant  surgeons.  Reserve 
Corps,  United  States  Public  Health  Service,  have 
been  ordered  to  active  duty  and  directed  to  New 
Orleans,  La.,  Marine  Hospital,  effective  June  28, 
1928: 

Drs.  Jacques  P.  Gray,  William  F.  Ossenfort, 
Kenneth  R.  Nelson,  Joseph  O.  Dean,  Herbert  G. 
Brehm,  Ivan  W.  Steele,  Oswald  F.  Hedley,  James 
W.  Bryan,  James  T.  Jackson,  Walter  P.  Griffey, 
Vane  M.  Hoge,  Raymond  L.  Evans,  Russell  S. 
Wolfe,  Guy  V.  Gooding  and  Joseph  W.  Christie. 


SIXTH  DISTRICT  MEETING. 

The  tenth  annual  spring  meeting  of  the  Sixth 
District  Medical  Society  was  held  June  27th  at 
Our  Lady  of  the  Lake  Sanitarium,  Baton  Rouge, 
Louisiana: 

Dr.  T.  C.  Paulson  was  elected  president  to  suc- 
ceed Dr.  A.  G.  Maylie.  Dr.  Guy  Riche  was  elected 
vice-president.  Dr.  T.  J.  McHugh  was  elected 
secretary-treasurer,  and  Dr.  Tom  S.  Jones  as 
delegate  to  the  Louisiana  State  Medical  (Society 
meeting  and  the  president  as  alternate. 

Drs.  Wm.  Scheppegrell  and  N.  F.  Thiberge  pre- 
sented talks  on  Hay  Fever  and  Asthma.  The 
discussion  of  these  papers  was  opened  by  Dr. 
J.  A.  Carruthers  of  Baton  Rouge. 

A delicious  luncheon  was  served  by  the  hosts 
of  the  Sanitarium  after  which  a Women’s  Aux- 
iliary was  formed. 

The  scientific  program  of  the  afternoon  was  de- 
voted to  the  subject  of  Cancer  of  the  Breast,  the 
diagnostic,  roentgenological,  pathological  and  sur- 
gical point  of  view. 


Drs.  R.  G.  McMahon,  Lester  Williams,  T.  Spec 
Jones  and  H.  T.  Nichole  led  the  discussion. 

The  entire  day  was  voted  a great  success  by 
the  forty  members  of  the  organization  who  were 
present  at  the  scientific  and  social  programs  of 
the  day. 


At  the  regular  semi-annual  meeting  of  the 
Sixth  District  Medical  Society,  held  at  Baton 
Rouge,  La.,  on  June  27,  1928,  this  self-explana- 
tory resolution  was  unanimously  adopted: 

“Whereas,  the  official  list  of  Physicians,  Sur- 
geons and  Midwives,  as  published  by  the  Lou- 
isiana State  Board  of  Medical  Examiners,  con- 
tains no  mark  nor  sign  to  differentiate  between 
white  and  colored  people,  and. 

Whereas,  said  failure  to  differentiate  is  repug- 
nant and  unsatisfactory  to  the  members  of  this 
Society,  as  probably  to  the  entire  medical  pro- 
fession of  the  (State  of  Louisiana,  therefore,  be  it 

Resolved,  That  the  Louisiana  State  Board  of 
Medical  Examiners  be  and  is  hereby  earnestly  re- 
quested to  adopt  some  form,  mark  or  sign  to 
designate  the  whites  from  the  colored  people  in 
the  aforementioned  list  and  that  the  attention  of 
the  Board  be  called  to  the  American  Medical  Di- 
rectory published  by  the  A.  M.  A.,  wherein  the 
abbreviation  ‘col.’  is  used  immediately  following 
the  names  of  colored  people;  and  be  it  further 

Resolved,  That  the  President  of  this  Society  be 
and  is  hereby  directed  to  communicate  these  reso- 
lutions to  the  Louisiana  State  Board  of  Medical 
Examiners,  forthwith.” 

Respectfully, 

A.  G.  Maylie,  M.  D., 

Past  President,  Sixth  District  Medical 
Society. 


At  a meeting  of  the  Third  District  Medical 
Society,  held  in  St.  Martinsville,  La.,  June  28, 
Dr.  H.  W.  E.  Walther,  of  New  Orleans,  read  a 
paper  on  the  Modern  Treatment  of  Gonorrhea. 


Dr.  Charles  J.  Bloom,  Professor  of  Pediatrics 
with  the  graduate  school  of  medicine  of  the  Tu- 
lane  University  of  Louisiana,  delivered  an  address 
to  the  Washington  State  Medical  Society  on  June 
28,  1928,  with  Ileo  Colitis  as  the  subject. 


LOUISIANA  STATE  PEDIATRIC  (SOCIETY 
The  regular  meeting  was  held  at  Baton  Rouge, 
April  9,  1928,  with  L.  R.  DeBuys,  M.  D.,  presi- 
dent, in  the  chair. 

The  question  of  continuing  the  organization 
was  brought  up  and  it  was  decided  that  there  is 
a distinct  place  for  such  an  organization  as  the 
Louisiana  State  Pediatric  Society.  The  society 
then  proceeded  with  the  scientific  program. 
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The  first  paper,  Status  Inversus  Viscerum  To- 
talis, was  presented  by  Dr.  DeBuys.  It  was  dis- 
cussed by  Drs.  Naef  and  Signorelli. 

The  second  paper,  A Translation  of  a Report 
Upon  the  Research  in  Relation  to  the  Bacillus 
Calmette-Gerin,  by  Dr.  A.  Bocchimi  of  the  Uni- 
versity of  Perugia,  Italy,  read  by  Dr.  Signorelli. 
It  was  discussed  by  Drs.  Williams,  Naef  and 
DeBuys. 

The  third  paper  was  read  by  Dr.  Williams  on 
Food  Edema.  It  was  discussed  by  Drs.  DeBuys, 
Naef  and  SignorelU. 

The  fourth  paper.  Congenital  Hemangioma,  by 
Dr.  Loeber,  was  read  by  title. 

The  fifth  paper.  Ichthyosis,  read  by  Dr.  Naef. 
It  was  discussed  by  Drs.  Signorelli  and  Williams. 

The  society  then  went  into  its  business  session. 

A verbal  report  upon  the  society  was  made 
by  the  president.  Dr.  DeBuys,  who  gave  reasons 
for  its  existence  and  suggestions  for  its  devel- 
opment. 

There  were  no  reports  from  committees. 

Because  so  few  members  were  present,  no  nom- 
inating committee  was  appointed  and  it  was 
decided  to  allow  the  members  present  to  act  as 
a committee. 

Under  the  head  of  new  business,  a resolution 
was  presented  as  follows : “Because  of  adverse 

reports  on  experimental  work  conducted  by  sev- 
eral investigators,  in  connection  with  the  Cal- 
mette anti-tuberculosis  vaccine,  also  known  as 
B.  C.  G.  anti-tuberculosis  vaccine,  the  Louisiana 
State  Pediatric  Society  resolves;  That  the  use 
of  the  B.  C.  G.  anti-tuberculosis  vaccine  in  the 
human  be  discouraged,  until  further  positive  evi- 
dence is  obtained  as  to  its  efficiency  and  particu- 
larly as  regards  its  harmlessness.”  This  was 
unanimously  carried.  It  was  decided  that  this 
resolution  should  be  published  in  the  New  Orleans 
Medical  and  Surgical  Journal. 

The  next  order  of  business  was  the  nomination 
officers. 

Dr.  Signorelli  placed  in  nomination  Dr.  L.  R. 
DeBuys  as  president  for  the  ensuing  year.  This 
was  duly  seconded  and  a motion  to  close  the 
nomination  was  made,  seconded  and  carried.  The 
election  was  unanimous. 

Dr.  Williams  nominated  Dr.  Emile  Naef  as 
vice-president.  This  was  duly  seconded  and  the 
same  action  as  before  was  taken  and  Dr.  Naef 
was  unanimously  elected  as  vice-president. 

Dr.  Naef  placed  in  nomination  Dr.  C.  T.  Wil- 
liams as  secretary-treasurer.  This  was  duly  sec- 
onded and  the  same  action  as  in  the  preceding 


instances  was  taken  and  Dr.  Williams  was  unan- 
imously elected  secretary-treasurer  of  the  society. 

The  following  scientific  committee  was  elected 
fcr  the  ensuing  year:  Dr.  C.  T.  Williams,  chair- 

man, and  Dr.  John  Signorelli  and  Dr.  Maud  Loeber 
as  the  other  members  of  the  committee. 

The  time  and  place  for  the  next  annual  meet- 
ing, in  accordance  with  the  by-laws  of  the  so- 
ciety, will  be  the  same  place  and  time  as  the 
meeting  of  the  Louisiana  State  Medical  Society, 
and  will  be  held  on  the  Monday  of  the  week  of 
their  meeting. 

C.  T.  Williams,  M.  D., 
Secretary-T  reasurer . 


RESOLUTIONS  ON  THE  DEATH  OF 
DR.  L.  C.  TARLETON. 

Whereas,  it  has  pleased  the  Almighty,  on 
April  10,  1928,  to  remove  from  our  midst  one 
of  the  oldest  and  most  highly  respected  members 
of  the  medical  profession,  the  coroner  of  Avoy- 
elles Parish,  useful  citizen.  Dr.  Leo  Chester 
Tarleton,  and 

Whereas,  in  the  death  of  this  venerable  gen- 
tleman, the  medical  fraternity,  Avoyelles  Parish 
and  Louisiana,  sustain  the  loss  of  a man  whose 
loyalty  to  all  classes  and  creeds  was  unswerving, 
the  loss  of  a man  who  towered  high  in  the  esti- 
mation of  those  who  value  rectitude  and  who  have 
a proper  appreciation  for  the  lofty  attributes 
which  makes  the  private  and  public  career,  such 
as  that  of  Dr.  Tarelton,  honorable  and  beautiful, 
therefore  be  it 

Resolved,  That  the  Avoyelles  Parish  Medical 
Society,  whose  privilege  and  honor  it  has  enjoyed 
with  the  affiliation  and  co-operation  of  so  val- 
uable a member — an  active  member  for  many, 
many  years,  an  honorary  member  for  the  last  few 
years — wishes  to  chronicle  the  death  of  a brother 
physician  whose  life  has  been  an  unbroken  chain 
of  religious,  charitable  and  industrial  perform- 
ance,and  whose  noble  deeds  of  professional  ethics 
and  kindness  to  all  serve  as  a beacon  light  to 
posterity,  therefore,  be  it  further 

Resolved,  we  extend  the  Society’s  sincerest  con- 
dolences to  his  sorrowing  widow  and  interesting 
family  and  that  a copy  of  these  resolutions  be 
sent  to  them,  a copy  for  publication  in  the  New 
Orleans  Surgical  and  Medical  Journal,  and  a copy 
spread  with  our  minutes  as  a permanent  record. 

Walter  F.  Couvillion, 
Sylvan  de  Nux, 

S.  J.  Couvillion, 

Committee. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 


J.  S.  Ullman,  M.  D., 

FACTORY  INSPECTOR. 

Believing  that  the  State  Board  of  Health  has 
an  opportunity  to  do  a far  greater  service  for 
the  people  of  the  state,  especially  the  men,  women 
and  children  who  are  working  in  the  factories  in 
ever  increasing  numbers,  by  inaugurating  a great 
health  program  for  the  protection  of  the  workers 
our  aim  being  to  do  everything  possible  for  the 
promotion  of  the  health,  contentment,  and  happi- 
ness of  the  workers  which  will  not  only  be  a 
splendid  service  to  these  people  but  will  also  be 
profitable  from  a financial  standpoint  to  the 
stockholders  and  owners  of  the  various  enter- 
prises coming  under  the  enforcement  of  child  labor 
laws — and,  because  the  Legislature  has  placed 
the  responsibility  for  the  administration  of  the 
act  in  the  hands  of  the  State  Board  of  Health 
(“The  State  Board  of  Health  shall  appoint  and 
may  remove  for  caxse  a sp>ecial  inspector  who 
shall  have  the  title  of  factory  inspector  and  who 
shall  be  a person  having  competent  knowledge  of 
factories  and  capable  of  performing  the  duties 
prescribed  below”;  “said  inspector  shall  report 
annually  to  the  secretary  of  the  State  Board  of 
Health,”  etc.),  we  propose  to  carry  on  the  work 
of  the  department  according  to  Chapter  163,  Laws 
of  1914,  and  in  addition  adopt  the  following 
course  and  program: 

1.  This  department  shall  be  considered  the 
Bureau  of  Industrial  Hygiene  of  the  State  Board 
of  Health. 

2.  The  factory  inspector  shall  be  a physician 
well  trained  in  public  health. 

3.  A woman  assistant  in  the  person  of  a well- 
trained  public  health  nurse  shall  be  assigned  to 
the  Bureau  of  Industrial  Hygiene  for  at  least  six 
months  during  the  year,  or  for  nine  or  even 
twelve  months  if  the  work  demands. 

4.  The  factory  inspector  shall  carry  out  a con- 
structive program,  during  the  summer  months  at 
least,  in  preventive  dentistry — this  to  be  done  by 
the  use  of  two  or  more  mouth  hygienists  between 
school  terms.  Where  deemed  advisable  these 
mouth  hygienists  can  arrange  a corrective  pro- 
gram through  the  local  dental  society. 

5.  In  addition  to  his  other  regular  duties,  the 
factory  inspector  and  the  nurse  shall  be  held  re- 
sponsible for  the  physical  inspection,  follow-up 
work  in  the  homes,  and  for  health  educational 
work,  such  as  moving  pictures,  lectures,  and  the 
distribution  of  literature,  also  vaccinations  and 
immunizations  in  all  counties  not  having  a full- 
time health  department.  The  work  is  to  be  done 
in  co-operation  with  the  part-time  health  officer 
and  factory  physician. 


Associate  Editor. 

6.  In  addition  to  reports  required  by  Chapter 
163,  Laws  of  1914,  the  state  factory  inspector 
shall  make  a monthly  report  of  all  his  public 
health  activities  direct  to  the  state  health  officer 
upon  a form  furnished  him  for  the  purpose.  Tll§ 
public  health  nurse  shall  make  monthly  reports  to 
the  supervisor  of  public  health  nursing  as  the 
other  public  health  nurses  in  the  state.  Her  re- 
port is  to  be  approved  and  signed  by  the  state 
factory  inspector.  The  mouth  hygienists’  reports 
will  be  made  to  the  supervisor  of  mouth  hygiene, 
State  Board  of  Health,  said  reports  to  be  approved 
and  signed  by  the  factory  inspector.  The  inspec- 
tor shall  do  his  own  work  and  in  addition  direct 
the  work  of  the  nurse  and  mouth  hygienists. 

Requests  by  the  factory  inspector  for  specialized 
services  in  work  -with  crippled  children,  in  tuber- 
culosis, nutrition,  and  feebleminded,  and  other 
problems  of  a public  health  nature  will  receive 
immediate  attention  and  everything  possible  done 
to  promptly  supply  the  need.  Institutions  and 
agencies  doing  these  different  phases  of  work  will 
co-operate  in  a splendid  way  to  bring  about  the 
best  results. 

This  program  will  be  put  into  effect  July  1st 
when  a public  health  nurse  and  oral  hygienist 
will  be  assigned  to  the  factory  inspector. 

It  is  the  sense  of  the  Board  that  no  election 
of  factory  inspector  should  be  made  until  the 
October  meeting  of  the  Board,  and  that  the 
present  incumbent.  Dr.  R.  S.  Curry,  continue  to 
serve  until  the  matter  is  finally  disposed  of  by 
the  Board  at  that  time. 


Dr.  E.  W.  Holmes,  who  was  graduated  by 
Tulane  University  in  June,  and  was  licensed  by 
the  State  Board  of  Health  at  its  recent  session, 
is  now  located  in  Winona,  Mississippi.  He  is 
associated  with  his  brother.  Dr.  T.  W.  Holmes, 
who  is  in  charge  of  the  Winona  Infirmary. 


The  Vicksburg  Sanitarium  held  its  staff  meet- 
ing on  July  11,  1928.  Its  scientific  program  was: 

1.  Rupture  of  Right  Ovary  with  Intra-abdom- 
inal Hemorrhage,  Dr.  G.  M.  Street. 

2.  Ulcer  of  the  Duodenum  with  Chronic  Per- 
foration, Dr.  A.  Street. 

3.  Fracture  of  the  Os  Calcis,  with  X-ray 
Studies,  Dr.  J.  A.  K.  Birchett,  Jr. 

4.  Aneurism,  Probably  of  the  Arch  of  the 
Aorta,  Dr.  L.  J.  Clark. 

5.  Tuberculosis  of  the  Maxillary  Sinus,  Dr. 
E.  H.  Jones. 

On  July  12  the  Homochitto  Valley  Medical  So- 
ciety held  its  regular  quarterly  meeting  in  Nat- 
chez. In  the  absence  of  the  president  the  chair 
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Dr.  John  H.  Musser,  professor  of  medicine  at 
was  occupied  by  Vice-President  E.  E.  Benoist. 
Tulane  University,  presented  a paper  on  the  sub- 
ject of  Euphyllin  in  the  Treatment  of  Heart 
Disease. 

Dr.  J.  S.  Ullman  reported  a case  of  varicose 
veins  treated  by  injections  of  sodium  salicylate. 

Another  interesting  feature  of  the  meeting  was 
a round  table  discussion  of  therapeutic  measures. 

The  next  regular  meeting  of  the  Homochitto 
Volley  Medical  Society  will  be  held  in  October  at 
which  time  officers  for  the  ensuing  year  will  be 
elected. 


Dr.  L.  H.  Lamkin  of  Natchez  is  confined  to  his 
bed  on  account  of  an  attack  of  erysipelas. 


Dr.  and  Mrs.  Philip  Beekman  of  Natchez  are 
spending  their  vacation  in  Atlantic  City. 


The  regular  meeting  of  the  Issaquena-Sharkey- 
Warren  Counties  Medical  Society  was  held  in 
Vicksburg  on  July  10,  at  which  time  the  entire 
program  was  devoted  to  the  subject  of  Tuber- 
culosis. 

The  moving  picture  film.  The  Doctor  Decides, 
was  shown.  This  film  was  prepared  by  the 
American  Child  Health  Organization  and  stresses 
the  importance  and  methods  of  early  diagnosis  in 
tuberculosis. 


The  following  physicians  have  recently  settled 
in  Vicksburg:  Dr.  J.  M.  Feder  at  the  Vicksburg 

Infirmary;  Dr.  Hugh  H.  Johnston  at  the  Vicks- 
burg Sanitarium;  Drs.  Frank  E.  Werkheiser,  Rex 
Goodman  and  H.  C.  Dillworth  at  the  Mississippi 
State  Charity  Hospital. 


The  following  compose  the  staff  of  the  South 
Mississippi  Charity  Hospital,  Laurel,  Mississippi: 
Dr.  R.  H.  Foster,  superintendent;  Dr.  C.  J.  Lewis, 
assistant  superintendent;  Drs.  J.  R.  Johnson  and 
E.  S.  Roberts,  house  physicians. 

The  following  medical  students  are  here  attend- 
ing the  clinics  during  the  summer:  J.  W.  Vaughn, 
Emory  University;  Hubert  Flurry,  University  of 
Pennsylvania,  and  W.  B.  Hickman,  Tulane 
University. 


The  correspondence  given  below  shows  again, 
v/ithout  need  of  any  further  comment,  the  harm 
that  the  negro  quack,  Redmon,  is  doing.  This 
seems  to  be  another  instance  of  the  will- 
ingness of  our  courts  to  consider  techni- 
calities in  the  interpretation  of  the  law 
rather  than  consider  the  public  welfare.  During 
the  months  that  the  State  Board  of  Health 
has  been  restrained  from  putting  a stop  to  the 
activities  of  this  charlatan,  many  a poor  sufferer 
from  tuberculosis,  cancer,  or  other  equally  serious 
conditions  is  wasting  valuable  time.  It  is  a ques- 


tion, when  we  consider  the  dilatory  methods  of 
the  courts  in  questions  of  public  health  and  pub- 
lic welfare,  whether  the  harm  done  by  the  loss 
of  time  should  not  be  placed  on  the  shoulders  of 
the  courts  rather  than  on  the  shoulders  of  the 
quack. 

Franklinton,  La. 

June  18,  1928. 

Dr.  F.  J.  Underwood, 

State  Health  Officer, 

Jackson,  Mississippi, 

Dear  Doctor  Underwood: 

Has  your  office  any  information  on  the  matter 
of  Henry  Redmond,  negro,  from  Bogalusa,  La., 
practicing  medicine  in  Mississippi  without  license? 

It  seems  that  this  negro  makes  medicine,  and 
sells  it  in  Mississippi,  a few  miles  off  in  the  coun- 
try from  the  line  of  Louisiana.  We  thought  he 
practiced  also  in  Bogalusa,  but  the  police  say 
they  can  find  no  instance  of  such  practice  here. 
I understand  he  is  doing  a “land  office”  business, 
buying  property  in  Bogalusa  and  seems  to  be 
prosperous.  It  is  said  whites  and  blacks  go  to 
him  for  many  miles  and  it  is  said  that  there  are 
instances  of  long  waits  for  your  turn  to  get  a 
consultation  and  some  of  the  miraculous  medicine. 

If  you  have  any  information  on  this  matter  to 
impart  to  us  we  will  gladly  receive  it  for  con- 
sideration at  our  medical  society.  Our  committee 
presented  names  of  supposed  patients  to  the 
police,  but  they  say  he  does  not  treat  here  but  re- 
quires all  to  go  to  his  rendezvous  in  Mississippi. 

Thanking  you  for  any  information  you  can  let 
me  have  on  this  matter,  I remain,  with  best 
wishes. 

Fraternally  yours, 

John  Schreiber,  Secretary, 
Washington  Parish  Medical  Society. 

Dr.  John  Schreiber,  Secretary,  Jackson,  Miss. 
Washington  Parish  Medical  So-  June  19,  1928. 

ciety,  Franklinton,  La. 

Dear  Doctor  Schreiber: 

The  negro  Redmond  was  tried  before  Chan- 
cellor Dale  last  October  and  perpetually  enjoined 
from  dispensing  his  concoctions.  Messrs.  Sharp 
and  Cassedy,  representing  the  Attorney  General’s 
office,  worked  up  the  case  and  tried  it  with  the 
results  mentioned  above. 

Later,  a member  of  the  Supreme  Court  of 
Mississippi,  Judge  Ethridge,  modified  the  injunc- 
tion, which  in  effect  permitted  the  negro  to  re- 
sume his  luci-aUve  practice.  The  negro  has  ap- 
pealed his  case  to  the  Supreme  Court.  I sincerely 
hope  that  the  case  will  receive  the  attention  of 
said  Court  at  an  early  date  and  that  when  the 
case  is  tried  before  the  Supreme  Court,  the  result 
will  not  justify  Mississippi  in  being  the  laughing 
stock  of  Louisiana,  Alabama,  and-  Tennessee  any 
longer  in  matters  of  this  kind. 
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When  the  case  is  tried,  I shall  send  you  a copy 
of  the  decision  which  you  may  present  to  your 
medical  society. 

Very  truly  yours, 

Felix  J.  Underwoodl 


Hon.  Rush  H.  Knox,  Jackson,  Miss. 

Attorney  General,  June  19, 1928. 

Jackson,  Miss. 

Dear  General  Knox; 

I am  enclosing-  copy  of  letter  from  Dr.  Hchrei- 
ber.  Secretary,  of  the  Washington  Parish  Medi- 
cal Society,  Franklinton,  La.,  which  is  self- 
explanatory. 

You  see  this  negro  knows  better  than  to  at- 
tempt to  practice  in  Louisiana;  he  has  his  Lou- 
isiana patients  come  over  into  Mississippi  where 
he  prescribes  for  them  and  where  he  is,  so  far, 
immune  to  the  law. 

Would  it  not  be  possible  to  get  his  case  before 
the  Supreme  Court  at  an  early  date  in  order  to 
get  him  out  of  Mississippi?  I know  that  your 
office  has  been  doing  everything  possible  and  that 
but  for  that  fact  that  Judge  Ethridge  modified 
the  injunction,  he  would  not  now  be  in  Mississippi 
violating  our  laws  and  obtaining  money  under 
false  pretenses  daily. 

It  will  soon  be  a year  since  Chancellor  Dale 
tried  this  negro  quack.  Right  thinking  people  in 
this  state,  and  there  are  many  of  them  now,  in 
the  territory  in  which  this  negro  operates  think 
that  it  is  an  outrage  to  longer  permit  the  state 
to  place  a premium  on  ignorance  and  superstition. 

He  is  selling  his  concoctions  in  Philadelphia  and 
a number  of  other  places  through  other  negroes 
and  numerous  complaints  are  coming  in  daily 
from  places  where  Redmond  is  operating  through 
other  people. 

Thanking  you  for  your  continued  interest  in 
the  case,  I am,  with  best  wishes. 

Very  truly  yours, 

Felix  J.  Underwood. 

Judge  George  H.  Ethridge,  Jackson,  Miss. 

Jackson,  Miss.  June  19, 1928. 

Dear  Judge  Ethridge: 

I am  enclosing  copy  of  letter  received  from  Dr. 
John  Schreiber,  Secretary  of  the  Washington 
Parish  Medical  Society,  Franklinton,  La.,  which 
is  self-explanatory.  I have  received  numerous  let- 
ters of  this  kind  from  Louisiana  and  Alabama, 
to  say  nothing  of  those  received  from  different 
parts  of  Mississippi. 

I am  not  inclined  to  blame  you  for  undoing  the 
good  work  of  Chancellor  Dale  because,  knowing 
you  as  I do,  I have  absolute  confidence  in  your 
integrity  and  do  not  believe  that  you  would  do 
anything  that  is  not  in  accordance  with  the  law, 
but  I do  think  it  was  most  unfortunate  and  I hope 
that  the  case  will  come  before  the  Supreme  Court 
at  an  early  date  and  that  the  facts  presented  by 


the  Attorney  General’s  Office  and  the  State  Board 
of  Health  from  the  record  may  justify  the  Court 
in  sustaining  Chancellor  Dale’s  decision. 

Again,  I wish  to  express  my  confidence  in  you 
and  to  again  say  that  I am  not  disposed  to  blame 
you,  but  simply  feel  that  it  was  most  unfortu- 
nate that  this  negro  should  be  permitted  to  con- 
tinue his  practice,  not  only  himself,  but  through 
at  least  a dozen  other  negroes  in  different  parts 
of  the  state. 

Very  truly  yours, 

Felix  J.  Underwood. 


PATIENTS  IN  MISSISSIPPI  STATE  HOS- 
PITALS FOR  MENTAL  DISEASE:  1927. 

The  Department  of  Commerce  makes  the  fol- 
lowing announcement  concerning  results  of  the 
1927  census  of  mental  patients  in  the  two  state 
hospitals  of  Mississippi: 

These  hospitals  had  a total  of  1,056  first  ad- 
missions during  the  year  1927,  as  compared  with 
1,008  in  1926,  and  922  in  1922. 

These  first  admissions  represent  patients  re- 
ceived during  the  year,  who  had  not  previously 
been  under  treatment  in  any  hospital  for  mental 
disease.  Such  newly  admitted  patients  afford  the 
best  available  measure  of  the  number  of  new 
cases  of  mental  disease  which  are  brought  under 
hospital  treatment  during  a given  year. 

The  increase  in  the  number  of  first  admissions 
to  state  hospitals  in  Mississippi  between  1922  and 
1927  was  relatively  greater  than  the  growth  in 
the  State  s population  during  the  same  period,  as 
shown  by  the  fact  that  the  first  admissions  in  1927 
numbered  59  per  100,000  of  population  as  com- 
pared with  56.3  in  1926,  and  51.5  in  1922. 

The  extent  to  which  provision  has  been  made 
for  state  treatment  of  mental  patients  is  indi- 
cated by  the  number  of  patients  present  in  the 
state  hospitals  on  a given  date.  In  Mississippi, 
the  number  of  mental  patients  under  treatment  in 
the  state  hospitals  has  increased  steadily  from 
1,978  on  Jan.  1,  1910,  to  2,990  on  Jan.  1,  1928; 
and  the  ratio  of  such  patients  per  100,000  of 
general  population  increased  from  110.1  on  Jan. 
1,  1910,  to  167  on  Jan.  1,  1928. 

Of  the  first  admissions  in  Mississippi  during  the 
year  1927,  633  were  males,  and  423  were  females; 
arid  of  the  patients  present  on  Jan.  1,  1928,  1,393 
were  males,  and  1,597  were  females. 

These  figures  are  based  on  reports  furnished 
by  the  institutions.  The  figures  for  1927  and  1928 
aie  pieliminary  and  subject  to  correction. 


- 2,990  167.0 

1927  1,056  59.0  2,854  159.4 

1928  1,008  56.3  2,727  152.3 

1923  2,537  141.7 

1923  922  51.5  2,510  140.2 

1910  1,978  110.1 
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Gynecology:  By  William  P.  Graves,  A.  B„  M.  D. 

Fourth  edition,  thoroughly  revised.  Phila- 
delphia and  London,  W.  B.  Saunders  Co. 

1928.  pp.  1016,  with  562  illustrations,  128  in 

colors. 

The  amazingly  rapid  progress  of  the  specialty 
of  gynecology  is  in  no  way  better  illustrated  than 
by  the  fact  that  within  five  years  of  the  publica- 
tion of  the  last  edition  of  Graves’  Gynecology,  a 
new  revision  is  necessary,  or  rather  a new  book, 
for  this  edition  is  considerably  more  than  a revi- 
sion. It  is  typical  of  the  lines  along  which  this 
specialty  is  advancing  that  whereas  the  section 
dealing  with  operative  gynecology  is  changed  only 
in  comparatively  unimportant  details,  the  sections 
dealing  with  pelvic  pathology  show  very  extensive 
changes,  and  the  section  dealing  with  physiology 
is  practically  new.  This  corroborates  the  opinion 
of  many  observers,  that  surgery,  in  matters  of 
technique  and  performance,  has  almost  reached  its 
inevitable  limits,  whereas,  thanks  to  the  patient 
work  of  tireless  students  in  the  fields  of  physiol- 
ogy, pathology  and  biochemistry,  the  conception 
of  medical  science  is  still  in  a state  of  flux,  and 
even  more  radical  changes  are  to  be  expected 
than  have  already  occurred. 

The  Gynecology  is  a monumental  reference 
work,  more  complete  in  every  respect  than  any 
similar  text  of  which  the  reviewer  has  knowledge. 
For  such  an  encyclopedia  of  gynecology  there  is, 
of  course,  a very  real  need.  On  the  other  hand, 
the  remarkable  completeness  of  detail  in  a way 
does  the  book  a disservice,  for  in  the  very  multi- 
plicity of  facts  there  is  sometimes  a loss  of  per- 
spective. Then,  as  is  unfortunately  more  and 
more  true  of  medical  works,  the  mere  size  of  the 
volume  deters  the  reader.  More  than  eighty 
pages  have  been  added  to  the  text,  and  the  illus- 
trations—which,  by  the  way,  are  of  a uniform 
standard  of  excellence — have  also  been  added  to, 
so  that  the  bulk  of  the  work  has  been  very  ma- 
terially increased.  Such  a complaint  is,  of  course, 
a trivial  one,  and  of  small  import  in  the  face 
of  the  general  excellence  of  the  presentation, 
but  one  does  wish  that  there  could  be  some  limit 
to  the  increasing  size  and  weight  of  medical  texts. 

One  cannot  fail  to  be  impressed  with  the  tre- 
mendous labor  which  this  revision  has  evidently 
involved.  The  mere  review  of  the  literature, 
v/hich  is  carried  up  to  the  date  of  publication, 
must  have  been  an  enormous  task  in  itself,  quite 
aside  from  the  literary  labor  necessary  to  produce 
a book  of  this  extent.  To  mention  specific  changes, 
the  whole  section  on  the  physiology  of  the  pelvic 
organs  has  been  revrritten,  and  new  material  has 
been  added  relative  to  the  physiology  of  the  va- 
gina and  the  fallopian  tubes.  The  section  on  en- 


docrinology is  practically  new  and  includes  all 
of  the  recent  valuable  work  of  tke  Continental 
investigators,  as  well  as  of  Robert  Frank,  Emil 
Novak  and  their  co-workers.  The  same  review  of 
this  particular  subject  is  especially  refreshing 
in  the  midst  of  the  confused  and  exaggerated 
claims  which  the  very  mention  of  the  glands  of 
internal  secretion  so  often  produces.  Endocervi- 
cites  is  presented  in  a new  and  more  complete 
way,  and  the  reviewer  has  nowhere  seen  a clearer 
presentation  of  the  confused  and  overlapping  sub- 
jects of  kraurosis  and  leukoplakia  of  the  vulva. 
The  classifications  of  vulvitis,  vaginitis  and  endo- 
metritis have  been  improved,  but  one  notes,  with 
regret,  that  oophoritis  is  still  a vague  and  highly 
speculative  subject.  The  sections  on  gynecologic 
tumors  have  been  completely  rewritten,  and  de- 
scriptions of  many  new  and  rare  tumors  have 
been  added.  It  is  unfortunate  that  these  latter 
growths  cannot  be  accorded  a less  striking  pre- 
sentation—possibly  by  some  mechanical  arrange- 
ment of  type — so  that  the  greater  importance  of 
the  more  common  tumors  might  be  emphasized. 
A new  classification  of  ovarian  tumors  is  advanced, 
based  on  new  theories  of  histogenesis,  which  is 
decidedly  clearer  and  more  logical  than  the  old 
Pfannenstiel  grouping,  though,  as  the  author  him- 
self frankly  acknowledges,  it  is  still  far  from  sat- 
isfactory. The  section  on  endometriosis,  which  is 
entirely  new,  is  the  most  comprehensive  and 
valuable  critique  of  this  subject  which  the  re- 
viewer has  seen,  and  the  bibliography  is  very  com- 
plete. The  whole  section  on  sterility  has  been  re- 
written, and  the  etiology  and  treatment  of  this  I 
increasingly  important  subject  have  been  brought 
absolutely  up  to  date.  In  the  line  of  therapy 
all  of  the  new  methods  of  treatment  are  included 
protein  therapy,  diathermy,  irradiation  for  amen- 
orrhea and  sterility,  etc.,  and  the  employment  o'’ 
radium  in  carcinoma  of  the  cervix  according  t< 
the  ideas  of  the  French  School  is  discussed  a 
considerable  length. 


The  inclusion  in  the  text  of  collective  statis 
tical  studies  of  certain  clinical  entities  is  a par 
ticularly  good  departure,  for  it  has  long  been  th' 
reviewer’s  opinion  that  this  method  is  the  mos 
accurate  way,  at  least  from  the  clinical  stand 
point,  to  appraise  any  given  disease  and  its  treat 
ment.  Also  noteworthy  is  the  fairness  of  th 
author’s  presentation.  Naturally  the  entire  sut 
ject  matter  is  colored  by  his  own  vast  clinical  eJ 
perience,  but  he  is  careful  always,  where  mattei 
of  nrincinle  are  involved,  to  quote  the  opinior 


and  practice  of  others  also. 

A very  striking  feature  of  this  new  edition 
the  detailed  consideration  of  cancer,  particular 
from  the  standpoints  of  etiology  and  prophylax) 
Whether  the  author  is  correct  in  assigning  t 
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heredity  the  importance  which  he  apparently  is 
inclined  to  give  to  it  is  still  a matter  of  debate. 
Fut  certainly  there  can  be  no  question  as  to  the 
con’ectness  of  his  emphasis  on  chronic  irritation 
as  a chief  causative  factor,  and  his  correlation 
of  such  various  predisposing  causes  as  lesions  of 
the  vulva  and  vagina,  endocervitis,  uncorrected 
childbirth  injuries,  gynatresia  and  uterine  fibroids 
with  the  later  occurrence  of  malignancy,  is  entirely 
to  be  commended. 

The  arrangement  of  the  subject  matter  is  for 
the  most  part  quite  logical,  but  the  reviewer  won- 
ders, as  he  has  wondered  in  reading  former  edi- 
tions, what  possible  basis  there  is  for  the  chap- 
ter entitled  “Special  gynecologic  diseases.”  The 
place  of  ectopic  pregnancy  is  always  a disputed 
one,  but  amenorrhea,  menorrhagia,  sterility,  even 
dysmenorrhea  in  most  of  its  manifestations  are 
symptoms,  not  diseases,  as  the  author  himself  is 
careful  to  emphasize,  and  for  that  reason  it  js 
misleading  to  deal  with  them  under  the  above 
heading.  Would  not  a section  entitled  “Disorders 
of  function”  be  more  logical?  Moreover,  “Ra- 
dium in  the  treatment  of  non-malignant  gyne- 
cologic disease”  is  a therapeutic  consideration, 
and  as  such  most  emphatically  does  not  belong 
among  “Special  gynecologic  diseases.” 

On  the  whole,  however,  this  book  is  deserving 
only  of  the  highest  praise.  It  is  a complete,  im- 
partial, scholarly  presentation  of  one  of  the  most 
important  divisions  of  medical  science,  and  it  can- 
not fail  to  add  fresh  laurels  to  the  already  con- 
siderable fame  of  its  clinician-author. 

C.  Jeff  Miller,  M.  D. 


A Manual  of  Otology:  By  Gorham  Bacon,  M.  D., 
F.  A.  C.  S.,  and  Truman  Lawrence  Saunders, 
M.  D.,  A.  B.,  F.  A.  C.  S.  Eighth  edition. 

Philadelphia,  Lea  & Febiger.  1928.  pp.  576. 

It  has  been  said  that  it  is  easier  to  write  a big 
text  book  than  a small  one,  the  author  of  the 
small  text  book  having  carefully  to  condense  ma- 
terial while  the  writer  of  the  large  book  is  at 
liberty  to  expand  and  reiterate.  This  book  being 
of  560  pages  falls  in  the  class  of  small  text  books. 
It  was  intended  by  the  author  that  the  book  be 
a compact  book  of  reference  for  the  busy  general 
practitioner  and  a text  book  for  students.  The 
subject  matter  is  condensed,  readable  and  for  the 
size  of  the  book  quite  comprehensive.  Technique 
of  operations  on  the  nose  and  throat  has  been 
omitted  in  this  edition  although  the  discussion  of 
diseases  of  the  nose  and  throat  in  their  relation 
to  ear  troubles  is  of  course,  continued. 

H.  Kearney,  M.  D. 


Brain  and  Mind  or  the  Nervous  System  of  Man: 

By  R.  J.  A.  Berry,  M.  D.,  F.  D.  C.  S.,  F.  R.  S. 

Edin,  New  York,  Macmillan  Company.  1928. 

pp.  608. 

This  volume  represents  the  indefatigable  and 
painstaking  application  of  the  author.  It  is  a 
compilation  of  embryology,  anatomy,  physiology, 
biology  and  neuro-psychiatry.  Much  of  this  is 
given  to  neuro-anatomy  with  explanatory  data  of 
the  brain  and  spinal  cord.  To  a large  extent  it 
is  evolutionary  in  description. 

Chapters  29  and  30  deal  with  problems  most 
instructive.  Chapter  35  elaborates  on  the  signifi- 
cance of  the  nervous  system  in  an  explanatory 
manner  which  is  seldom  met  with  in  writings  of 
this  type.  The  chapter  on  Sleep,  Dreams  and 
Emotions  is  well  written  and  shorn  of  all  pseudo 
interpretations  as  to  their  happenings.  The  para- 
graph therein  concerning  fatigue  and  sleep  is 
well  worth  reading. 

The  remaining  chapters  with  illustrative  clin- 
ical cases  deal  with  amentia,  a matter  of  vital 
interest  to  our  civilization  and  is  markedly 
eugenic  in  character. 

The  author  is  a neuro-psychiatrist  of  note  and 
has  placed  within  a volume  intelligently  written 
the  results  of  his  personal  activities,  investiga- 
tion and  research  as  only  one  who  has  closely 
contacted  the  subject  matter  therein  dealt  with. 

Walter  J.  Otis,  M.  D. 


Strabismus:  Its  Etiology  and  Treatment:  By 
Oscar  Wilkinson,  A.  M.,  M.  D.,  D.  Sc.  St. 
Louis,  C.  V.  Mosby  Co.  1927.  pp.  240. 

Ophthalmology  is  indebted  to  the  author  for  an 
interesting  and  instructive  volume  about  a sub- 
ject which  needs  much  intelligently  understanding 
by  the  oculist,  the  general  physician,  and  the 
public.  Many  popular  conceptions  on  crossed  eyes 
are  hopelessly  incorrect  and  would  be  humorous 
if  they  did  not  result  in  a deformity  which  handi- 
caps a human  being  through  life  and  always  rep- 
resents a souvenir  of  someone’s  ignorance. 

The  reader  is  given  an  unusual  versatility  of 
opinion,  no  previous  volume  having  more  exten- 
sively quoted  the  literature  on  this  subject.  The 
author’s  individual  ideas  and  conceptions  however 
are  very  well  expressed  and  represent  the  ma- 
ture judgment  of  the  experienced  clinician. 

The  first  section  gives  an  entertaining  histori- 
cal review,  showing  that  m"any  of  our  current 
and  supposedly  new  ideas  about  strabismus  are 
in  reality,  a hundred  or  more  years  old.  They 
have  been  re-bom  every  few  years  and  most  of 
the  deliveries  have  been  dry  labors.  Thus,  the 
conceptions  of  correcting  squint  by  glasses,  by 
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operation,  and  of  improving  sight  in  certain 
cases  by  exercise,  are  at  least  a hundred  and 
fifty  years  old — that  we  know  of. 

The  various  theories  of  strabismus  with  their 
proponents  and  opponents  are  elaborately  dis- 
cussed and  cussed.  The  muscular  theory  assumes 
that  strabismus  is  essentially  due  to  a faulty  me- 
chanical alignment  of  one  or  more  parts  of  the 
orbital  contents,  while  the  accommodative  theory 
regards  the  equalization  of  accommodation  and 
convergence  as  the  vital  factor.  The  fusion  the- 
ory assumes  the  inability  of  the  central  visual 
motor  mechanism  to  properly  direct  the  eyes  to- 
gether as  the  essential  cause,  while  the  nervous 
theory  maintains  that  our  nervous  vitality  is  the 
deciding  factor  in  keeping  the  eyes  in  their  nor- 
mal direction.  In  reality,  all  of  these  theories  are 
right;  and  all  are  wrong.  No  single  cause  is 
alone  responsible  for  all  crossed  eyes.  Three 
variable  factors,  individually  or  together,  are  in- 
volved in  all  strabismus.  They  are,— the  eyeball, 
the  mechanical  alignment  of  the  orbital  contents, 
and  the  motor  visual  brain  function.  If  these  do 
not  work  properly  and  together,  keeping  the  eyes 
straight  becomes  more  and  more  difficult.  Finally 
a point  is  reached  when  the  proper  fixation  of  both 
eyes  becomes  impossible;  and,  in,  or  out  usually, 
goes  one  eye  or  the  other.  This  usually  occurs 
during  excessive  fatigue,  or  its  equivalent,  low- 
ered bodily  vitality. 

The  anatomy  of  the  orbit  and  ocular  muscles 
as  well  as  their  physiology,  is  taken  up  at  some 
length,  also  the  types  and  measurements  of  stra- 
bismus, These  sections  are  interestingly  written 
but  do  not  contain  a great  deal  that  is  really  new, 
largely  because  little  worth  while  has  recently 
been  advanced  on  these  subjects. 

The  examination  of  the  patient  with  strabis- 
mus is  then  described,  a chapter  which  will  espe- 
cially appeal  to  those  who  have  not  worked  out 
the  examination  technic  best  adapted  to  their 
individual  needs.  Each  of  us  is  inclined  to  think 
that  our  way  of  doing  things  is  best — and  for 
us  it  often  is. 

About  eventy-five  per  cent  of  persons  with 
squinting  eyes  can  be  practically  cured  of  their 
deformity  without  operation  if  taken  in  charge 
early  enough  by  an  ophthalmologist  who  really 
understand  and  is  interested  in  this  subject — 
incidentally  quite  a few  are  apparently  not.  The 
most  difficult  problem  is  the  constant  adaptation 
of  treatment  to  the  patient’s  individual  and  cur- 
rent needs.  As  the  author  mentions,  orthoptic 
exercises,  which  are  a valuable  adjunct  to  refrac- 
tion, should  not  be  continued  after  they  have 
ceased  to  be  of  practical  benefit.  Only  one  case 
in  about  ten  obtains  permanent  benefit  from  ocu- 
lar exercises  because  the  doctor,  the  patient  and 


the  parent  will  not  continue  their  use  in  a regular, 
systematic  and  intelligent  way. 

All  of  the  accepted  methods  of  operative  treat- 
ment are  decribed  in  detail,  in  fact  it  is  possible 
that  the  author  has  discussed  too  many  rather 
than  too  few  operations.  It  is  so  easy  for  the 
younger  ophthalmologist  to  get  lost  in  a mass  of 
different  operations  and  make  a mistake  in  the 
practical  solution  of  the  individual  problem  be- 
fore him.  Dr.  Wilkinson  has  perfected  the  oper- 
ation of  resection  and  has  invented  several  in- 
genious instruments  which  make  it  the  simplest 
and  most  accurate  of  the  strengthening  types  of 
operation. 

The  volume  closes  with  photographs  and  de- 
scriptions of  illustrated  cases  and  a carefully  il- 
lustrated index. 

The  author  in  this  very  practical  volume  insists 
justly  and  often  that  many  of  the  failures  in 
the  non-operative  treatment  of  strabismus  are 
due  to  negligence  on  the  part  of  the  parents  or 
the  oculist.  He  also  urges  the  use  of  orthoptic 
exercises  after  operation,  an  important  point 
which  is  not  usually  seen  in  print.  His  state- 
ment that  tenotomy  should  never  be  done  on 
children  under  twelve  years  of  age  seems  rather 
dogmatic,  notwithstanding  that  this  operation  has 
been  greatly  abused  in  by-gone  years.  Anyone 
who  is  really  interested  in  this  subject  will  do 
well  to  read  Dr.  Wilkinson’s  book;  and  then  read 
it  again. 

Charles  A.  Bahn,  M.  D. 


The  Diagnosis  and  Treatment  of  Diseases  of  the 
Stomach:  By  Martin  E.  Rehfuss,  M.  D. 

Philadelphia,  W.  B.  Saunders  Company.  1927. 
pp.  1219. 

This  is  a very  excellent  volume,  for  several 
reasons: 

The  subject  matter  is  interesting  and  attrac- 
tively presented. 

A special  chapter  is  devoted  to  “The  study  of 
food  digestion  in  the  stomach.’’  This  chapter 
covers  the  action  of  a large  number  of  food- 
stuffs in  the  stomach,  particularly  with  relation 
to  their  effect  in  stimulating  gastric  secretion 
and  also  the  time  required  for  their  evacuation 
from  the  stomach.  It  is  but  a short  step  to  apply 
the  knowledge,  so  gained,  to  disease  processes 
and  this  Dr.  Rehfuss  does  when  discussing  vari- 
ous gastric  conditions. 

Many  chapters  are  devoted  to  the  relationship 
existing  between  the  stomach  and  other  organs, 
particularly  the  duodenum,  gall-bladder,  pancreas, 
colon  and  appendix.  This,  in  the  opinion  of  the 
reviewer,  is  a very  excellent  plan  as  gastric  func- 
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tions  are  so  intimately  associated  with  the  other 
viscera,  particularly  those  supplied  by  the  vago- 
sympathetic nervous  system. 

While  about  everything  which  can  have  a bear- 
ing upon  gastric  function  has  been  discussed  in 
this  work,  the  reviewer  feels  that  a short  chapter 
devoted  to  a discussion  of  that  common  ailment 
Indigestion  ’ and  its  common  causes,  would  have 
fitted  in  nicely. 

This  volume  is  most  heartily  recommended  for 
its  completeness  and  the  excellent  presentation  of 
the  subject  matter. 

J.  Holmes  Smith,  Jr. 


Nurses,  Patients  and  Pocketbooks:  Report  of  a 
Study  of  the  Economics  of  Nursing  Con- 
ducted by  the  Committee  on  the  Grading  of 
Nursery  Schools:  By  May  Ayres  Burgess, 

Director.  New  York,  N.  Y.  1928.  pp.  618. 

Nurses,  Patients,  and  Pocketbooks  is  a report 
on  more  than  a year’s  nation-wide  study  of  the 
supply  and  demand  in  nursing  service  conducted 
by  the  Grading  Committee  of  Nursing  Schools. 

The  Grading  Committee,  having  been  created 
by  seven  national  organizations,  felt  that  they 
could  not  set  any  standard  of  education  until  they 
thoroughly  understood  conditions.  Thus  a sys- 
tem of  questionaires  sent  to  physicians,  nurses, 
patients,  public  health  supervisors,  institutional 
supervisors  and  registrars  have  been  used  in  com- 
piling statistics  on  the  economic  situation.  Miss 
Burgess  has  endeavored  to  present  these  facts 
not  only  in  the  form  of  percentages  and  diagrams 
but  by  the  actual  words  used  by  many  individuals. 


That  there  is  no  shortage  of  nurses  is  shown  by 
the  fact  that  many  parts  of  the  country  report 
serious  conditions  of  unemployment.  There  are 
more  than  two  nurses  to  every  doctor  now,  and 
It  was  shown  (by  a series  of  computations)  that 
unless  something  is  done,  in  another  thirty  years 
there  will  be  ten  to  one.  Will  the  public  use  this 
many  nurses? 

Of  the  different  branches  of  services,  the  private 
duty  nurses  were  the  most  discontented.  There 
IS  evidence  to  show  that  they  are  the  poorest  paid, 
have  the  longest  hours,  have  less  recreation,  have 
less  social  life,  have  more  sickness,  and  receive 
the  least  sympathy  and  understanding. 

Some  patients  and  many  doctors  complained  of 
the  expense  the  nurse  carried.  About  one  out  of 
every  three,  reported  on  by  physicians,  found  it 
harder  to  pay  the  nurse  than  to  get  a good  one. 
Many  patients  expressed  their  interests  in  hourly 
or  group  nursing  which  would  be  less  expensive 
for  the  patient,  and  necessitate  shorter  hours  for 
the  nurse  than  under  the  present  system. 

Patients  were  more  critical  of  nurses  than  phy- 
sicians, but  it  was  shown  that  the  majority  of 
physicians  and  patients  prefer  trained  nurses;  and 
by  far  the  largest  per  cent  say  they  would  employ 
the  same  nurse  again.  Some  serious  criticisms 
were  made,  most  of  which  were  that  the  nurses 
lack  the  proper  background  of  training  and  edu- 
cation; some  nurses  were  very  thoughtless  of  the 
family  and  existing  conditions.  Statistics  show 
that  half  of  the  graduate  nurses  have  had  four 
years  of  high  school,  and  that  15  per  cent  have 
had  one  year  or  more  of  college.  The  remaining 
35  per  cent  have  had  less  than  four  years  of  high 


The  outstanding  fact  presented  is  that  nursing 
training  schools  are  the  only  schools  conducted 
on  a truly  economic  basis.  They  exist  because  the 
hospital  needs  skillful,  docile  labor  at  the  lowest 
possible  cost.  There  are  a few  exceptions  in  the 
University  Training  Schools,  but  these  are  rare. 
As  the  nursing  service  in  most  hospitals  is  inade- 
quate the  patient  must,  if  he  needs  special  atten- 
tion, employ  a private  nurse.  No  effort  is  made 
to  give  the  public  the  benefit  of  the  trained 
worker.  Even  when  professionals  are  employed 
on  floor  duty,  they  often  supplement  the  student 
rather  than  taking  charge  of  her  training.  Again 
no  special  preparation  is  made  for  the  branch  of 
service  a nurse  expects  to  do  after  graduation, 
and  because  many  hospitals  need  students  they 
admit  girls  who  although  they  may  do  fairly  well 
under  strict  supervision  are  not  desirable  after 
graduation.  Fifty-four  per  cent  of  the  graduate 
nurses  do  private  duty,  23  per  cent  institutional 
work,  19  per  cent  Public  Health,  and  4 per  cent 
other  branches. 


The  majority  of  physicians  lay  stress  on  skill  in 
general  nursing  care  and  making  the  patient  com- 
fortable, first;  then  skill  in  observing  and  report- 
ing symptoms;  care  and  following  medical  orders- 
and  last,  but  not  least,  good  breeding  and  attrac- 
tive personality. 

What  the  majority  of  nurses  want  are:  Reason- 
able hours,  adequate  income,  conservative  leader- 
ship and  opportunity  for  growth. 

No  efforts  were  made  to  solve  the  difficulties 
which  presented  themselves,  as  the  Grading  Com- 
mittee considers  themselves  a judicive  rather  than 
a legislative  body. 

My  own  reaction  to  the  book  was  general  de- 
pression, but  as  Miss  Burgess  brings  out,  nurses 
love  nursing.  Those  that  leave  the  profession 
often  come  back,  and  those  that  do  not  come  back 
often  speak  of  it  as  of  the  happiest  periods  of 
their  lives.  Although  constructive  criticism  is 
good,  I truly  believe  that  no  profession,  national 
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organization,  committee,  or  people  could  stand  the 
inspection  of  a critical  person  without  presenting 
some  startling  facts.  I have  been  associated  with 
college  girls  and  student  nurses.  They  are  not 
strikingly  different.  Nurses  are  under  stricter 
discipline  and  show  more  reaction  when  they  are 
free.  Less  attention  is  paid  to  their  recreation, 
and  they  probably  need  more  than  any  other  class 
of  people.  I know  quite  a few  teachers  inti- 
mately and  I find  that  they  are  often  mechanical 
and  without  definite  vision.  There  will  always  be 
a few  men  in  the  medical  profession  who  do  not 
realize  the  influence  of  their  actions.  Yet!  No 
better  substitute  has  been  found  for  the  present- 
day  college,  and  no  one  would  abolish  the  teaching 
profession,  or  loose  faith  in  one  of  the  highest 
profession,  a man  can  choose,  because  a few 
human  beings  fall  short  of  the  ideal.  Neither 
does  the  nursing  profession  need  an  excuse  for 
its  existence. 

Olive  E.  Wakefield. 


Studies  in  the  Psychology  of  Sex:  By  Havelock 
Ellis.  Vol.  7.  Philadelphia,  F.  A.  Davis  Co. 
1928.  pp.  539. 

This  supplemental  volume  to  a colossal  work  is 
a fitting  close  to  a study  that  is  destined  to  en- 
dure for  centuries.  The  more  one  reads  the 
author,  the  more  one  is  impressed  with  the  great 
learning  of  the  scholar.  His  profound  knowledge 
of  the  subject,  his  skill  in  handling  his  material, 
his  extensive  reading  are  all  imprinted  on  this 
volume  as  in  the  others  and  are  most  essential 
information  to  one  interested  in  this  study. 

I.  L.  Robbins,  M.  D. 


Clinical  Aspects  of  the  Electrocardiogram:  By 

Harold  E.  B.  Pardee,  M.  D.  New  York,  Paul 
B.  Hoeber,  Inc.  1928.  pp.  242. 

This  is  a second  revised  edition  of  a book  that 
has  definitely  established  itself  as  a standard  text. 
For  the  general  practitioner  it  is  an  excellent  ref- 
erence. The  information  presented  is  brief,  clear 
and  concise.  Few  important  changes  were  made 
in  this  volume,  but  the  advances  made  in  electro- 
cardiography and  the  several  new  machines  in  use 
and  the  newer  terminology  employed  are  given 
adequate  attention. 

I.  L.  Robbins,  M.  D. 


Mental  Health  of  the  Child:  By  Douglas  Armour 
Thom,  M.  D.  Cambridge,  Harvard  University 

Press.  1928.  pp.  46. 

An  essay  of  sufficient  merit  to  warrant  pub- 
lishing in  one  of  the  important  series  of  Harvard 
health  talks. 

J.  H.  Musser,  M.  D. 


Anthelmintics  and  Their  Uses:  By  R.  N.  Chopra 

and  Asa  C.  Chandler.  Baltimore,  The  Wil- 
liams & Wilkins  Company.  1928.  pp.  291. 

This  is  a comprehensive  work  on  helminthology. 
It  not  only  describes  minutely  the  parasites,  but 
analyzes  the  specific  drugs,  giving  dosage,  man- 
ner and  administration,  toxicology  and  contrain- 
dications. It  is  complete,  in  that  it  describes 
parasitic  infestations  of  animals  and  the  treat- 
ment, as  well  as  of  man.  It  is,  therefore,  valuable 
to  the  veterinarian  and  to  the  physician  alike.  It 
fills  a long  felt  need  for  a detailed  account  of 
anthelmintics  and  their  uses. 

H.  W.  Butler,  M.  D. 


Mosquito  Surveys-.  By  Malcolm  E.  MacGregor. 

New  York,  William  Wood  & Co.  1928.  pp. 

293. 

This  book  has  been  prepared  for  the  use  of  the 
field  workers  engaged  in  combatting  malaria  and 
mosquitoes.  It  deals  first  with  the  anatomy  of 
the  mosquito  in  general,  and  then  discusses  in  de- 
tail the  differentiation  of  the  more  important 
mosquitoes  capable  of  bearing  disease.  There  is 
a last  section  on  laboratory  and  field  technique, 
which  recounts  methods  of  mounting  mosquitoes, 
a section  on  anatomical  technique,  and  on  the 
breeding  and  the  rearing  of  mosquitoes,  as  well 
as  methods  of  rearing  them  in  captivity.  Borne 
ten  pages  are  devoted  to  field  technique.  The 
book  can  be  heartily  recommended  for  those  en- 
gaged in  mosquito  campaigns. 

J.  H.  Musser,  M.  D. 
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THE  SUGAR-FED  CHILD.* 

SEALE  HARRIS,  M.  D. 

Birmingham,  Ala. 

Sugar  products  are  the  cheapest,  most 
abundant  and  most  palatable  forms  of  food. 
They  have  their  uses  in  that  they  are 
readily  soluble,  and  by  metabolic  processes 
in  the  human  body,  are  converted  into  heat 
and  energy.  The  excessive  use  of  sugar, 
however,  particularly  in  children,  is  the 
most  serious  dietetic  error  of  the  present 
day.  Statistics  shows  that  the  per  capita 
consumption  of  sugar  in  the  United  States 
has  increased  more  than  500  per  cent  in 
the  last  half  century,  from  23  pounds  per 
capita  in  1870  to  120  pounds  in  1926.  In 
other  words,  every  man,  woman  and  child 
in  the  United  States  eats  on  an  average 
one-third  pound,  about  a tea  cup  full,  of 
sugar  a day.  If  this  change  in  our  dietary 
habits  is  a direct,  or  indirect,  cause  of  dis- 
ease, it  is  high  time  that  the  medical  pro- 
fession consider  the  question  seriously ; and 
give  the  laity  the  facts,  because  it  is  only 
through  an  enligthened  public  opinion  that 
the  perverted  appetite  of  a nation  can  be 
corrected. 

Concomitant  with  the  unprecedented 
consumption  of  sugar,  eane  syrup  and  corn 
syrup  has  been  an  enormous  increase  in 
the  use  of  white  flour,  white  meal,  white 
rice,  commercial  breakfast  foods,  white 
potatoes,  margarin  butter,  meats,  and 
coffee,  which  are  devoid  of  vitamins,  while 


*Read  by  invitation  before  the  Mississippi  State 
Medical  Association,  Meridian,  Miss.,  May  9,  1928. 


the  family  garden,  orchard,  dairy  and 
poultry  yard  that  were  formerly  a part  of 
every  farm,  and  which  supplied  the  protec- 
tive foods  required  for  perfect  nutrition, 
are  rapidly  passing.  Sugar  saturated, 
vitamin  starving  America  presents  a prob- 
lem which  may  be  approached  through  a 
study  of  the  sugar-fed  child,  with  the  idea 
that  an  ounce  of  prevention  in  the  infant 
is  worth  more  than  the  proverbial  pound  of 
cure  in  the  adult. 

THE  SUGAR-FED  CHILD. 

To  the  physician,  who  knows  something 
of  the  recent  advances  in  the  science  of 
nutrition,  and  who  studies  cause  and  effect 
in  treating  his  patients,  the  sugar-fed  child 
is  one  of  the  saddest  sights  in  the  world. 
Such  a physician  knows  that  the  petted 
and  pampered  child  who  indulges  in  the 
excessive  use  of  sweets  will  not  drink  a 
sufficient  amount  of  milk,  or  eat  enough 
eggs,  fruits  and  vegetables,  to  provide  the 
needed  fats,  proteins,  minerals  and  vita- 
mins for  perfect  nutrition.  He  therefore 
knows  that  the  sugar-fed  infant  often  be- 
comes rachitic,  and  is  prone  to  colitis  and 
other  infections;  and  that  if  he  survives 
the  diseases  of  infancy  he  becomes  the 
pale,  weak  undernourished  child;  or  the 
fat,  flabby,  indolent  and  self-indulgent 
adolescent.  Likewise,  the  thinking  physi- 
cian knows  that  his  adult  dyspeptic,  dia- 
betic, or  obese  patient  with  heart,  kidney, 
or  vascular  complication,  is  often  the 
grown  up  sugar-fed  child. 

Verily,  the  child  that  is  born  in  sugar- 
saturated  America  is  “of  few  days  and  full 
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of  trouble.”  Soon  after  his  arrival  in  this 
“vale  of  tears”  he  is  fed  sugar  by  his  fond 
parents,  so  that  his  taste  becomes  per- 
verted during  the  first  days  of  his  exist- 
ence. By  the  time  he  is  one  or  two  years 
old  he  is  a confirmed  sugar  habitue,  and 
demands  that  sugar  be  thick  on  his  oat- 
meal and  bread ; and  he  will  not  drink  milk 
unless  it  is  thoroughly  sweetened.  He  has 
syrup  and  cakes  for  breakfast,  and  sugar- 
saturated  desserts  for  dinner  and  supper, 
like  the  rest  of  the  family.  He  is  fed  candy 
and  soft  drinks  between  meals  by  kind 
friends  of  the  family,  until  the  life  of  the 
average  child  consists  of  eating  and  drink- 
ing one  sweet  after  another.  Of  course 
some  parents  recognize  the  harmfulness  of 
giving  their  children  too  much  sweets,  but 
with  a grocery  store  and  soft  drink  stand 
on  every  block,  where  the  boys  and  girls 
of  the  community  congregate,  even  if  chil- 
dren are  properly  fed  and  carefully  trained 
at  home,  they  form  the  sugar  habit  in  their 
early  years. 

“The  man  is  but  the  grown-up  child” 
and  harmful  eating  habits  formed  in  child- 
hood become  fixed  in  early  manhood;  and 
the  average  adult  in  America  consumes 
about  ten  times  more  sugar  than  is  needed 
for  nutrition.  This  excess  of  a soluble 
carbohydrate  ferments  in  the  stomach  and 
intestines,  forming  gas  and  acid  products 
that  not  only  are  responsible  for  many 
functional  digestive  disturbances;  but  pa- 
tients with  ulcer  of  the  stomach  or 
duodenum,  chronic  gastritis,  gall  bladder 
infections  and  other  abdominal  diseases 
give  a history  of  excessive  indulgence  in 
sweets  too  often  for  it  to  be  a mere 
coincidence. 

WHY  IS  THE  EXCESSIVE  USE  OF  SUGAR  HARMFUL? 

Sugar  taken  on  an  empty  stomach  is 
rapidly  digested  and  absorbed  and  is  capa- 
ble of  being  converted  into  energy  very 
quickly  before  fermentation  can  take  place. 
Its  best  use,  therefore,  is  between  meals 
for  athletes  and  laborers  who  need  a rapidly 
assimilable  carbohydrate.  Sugar  in  that 


way  prevents  fatigue,  increases  muscle 
strength  and  spares  tissue  metabolism. 

When  sugar  in  any  form  is  taken  with 
meals  it  remains  for  several  hours  in  the 
stomach,  thus  favoring  fermentation;  and 
the  greater  the  amount  of  sugar  ingested 
the  more  active  the  fermentation  process. 
Cane  or  beet  sugar  in  solution  is  a favorite 
pabulum  for  the  fermentative  bacteria, 
which  produce  gas  and  irritating  organic 
acids  (lactic  and  butyric  acids)  in  the 
stomach  and  intestines. 

Unquestionably  many  of  the  digestive 
disturbances  both  in  children  and  in  adults 
result  from  the  fermentation  of  sugar 
products  in  the  gastro-intestinal  tract. 
This  is  proved  clinically  by  the  fact  that 
many  adult  patients  who  complain  of  gas- 
tric hyperacidity,  flatulency,  constipation, 
or  diarrhea,  give  a history  of  the  inges- 
tion of  excessive  quantities  of  sweets;  and 
in  many  such  patients  all  that  is  needed  to 
relieve  the  symptoms  is  to  eliminate  sugar 
products  from  their  diet. 

SUGAR  IN  INFANT  FEEDING. 

One  of  the  harmful  results  from  the  con- 
sumption of  too  much  sugar  products  is 
that  they  satiate  and  destroy  the  appetite 
for  other  more  wholesome  food.  Pedi- 
atricians have  learned  that  the  best  and 
quickest  method  to  restore  appetite  in  the 
capricious,  irritable,  undernourished  child 
is  to  eliminate  sugar  entirely  from  the  diet; 
and  they  are  realizing  more  and  more  the 
seriousness  of  the  increasing  consumption 
of  sugar  among  children.  Some  pediatri- 
cians, however,  are  not  entirely  blameless 
in  creating  the  craving  for  sweets  in  in- 
fants because  of  their  tendency  to  use  more 
cane  sugar  in  modifying  milk,  particularly 
among  poor  children  whose  mothers  can- 
not provide  them  with  breast  milk.  The 
fact  that  cane  sugar  is  cheap  and  always 
available,  and  that  milk  sugar  is  expensive 
and  more  difficult  to  obtain  makes  it  easy 
for  physicians  to  prescribe  it  as  a milk 
modifier,  without  thinking  of  the  dangers 
of  forming  the  cane  sugar  habit  in  the 
child. 
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Since  milk  sugar  is  less  sweet  and  milk 
modified  with  it  tastes  more  nearly  like 
whole  milk,  thus  accustoming  the  child  to 
use  the  most  nearly  perfect  article  of  food 
that  can  be  found  for  children,  is  sufficient 
reason  to  make  milk  sugar  the  most  desir- 
able soluble  carbohydrate  for  infants ; even 
if  there  is  nothing  in  the  claim  that  lactose 
ferments  less  readily  than  sucrose  or  sac- 
chrose  and  that  the  end  products  derived 
from  the  fermentation  of  milk  sugar  are 
less  harmful  than  those  derived  from  cane 
sugar  fermentative  processes. 

There  is  a growing  tendency  to  use  glu- 
cose (com  syrup)  as  a milk  modifier  in- 
stead of  milk  sugar.  It  would  seem  that 
the  same  objections  which  apply  to  cane 
sugar  would  also  apply  to  Karo  syrup  as  a 
milk  modifier,  though  glucose  is  less  sweet 
than  sucrose.  Milk  sugar  probably  con- 
tains vitamin  B,  while  white  sugar  and  corn 
syrup  have  no  vitamin  content. 

The  use  of  corn  syrup,  or  glucose  derived 
from  any  other  source  in  threatened  or  ac- 
tual acidosis  may  be  justifiable  for  a few 
days  at  a time,  though  pure  honey,  which 
consists  largely  of  levulose  and  glucose  and 
is  a natural  food,  containing  vitamin  B, 
would  seem  to  be  the  best  source  of  carbo- 
hydrate for  use  when  needed  for  combat- 
ting acidosis  in  children.  The  possibility 
of  manufactured  glucose  (corn  syrup,  etc.) 
containing  impurities  should  also  be  consid- 
ered in  using  it  in  infant  feeding.  There 
can  be  no  doubt  but  that  Dr.  Harvey  W. 
Wyley  had  just  reasons  for  his  strenuous 
objections  to  the  use  of  glucose  as  an  adul- 
terant of  candy  and  other  foods. 

Condensed  milk  and  other  proprietary 
milk  products  containing  a large  amount  of 
cane  sugar  will  fatten  an  infant,  but  clini- 
cal experience  has  shown  that  children  fed 
on  condensed  milk  are  less  resistant  to  in- 
fections than  those  fed  on  fresh  cow’s  milk 
modified  with  milk  sugar  or  maltose. 

VITAMIN  DEFICIENCY  PREDISPOSES  TO  INFECTONS. 

Probably  the  harmfulness  of  eating  an 
excess  of  sweets  lies  most  in  the  fact  that 


the  sugar-fed  child,  or  the  adult  sugar 
habitue,  lives  on  a diet  that  is  deficient  in 
vitamins  that  protect  against  various  in- 
fections. He  lives  largely  on  white  bread, 
white  potatoes,  white  rice,  white  sugar 
products,  lean  meats  and  coifee  or  tea.  The 
child  or  the  man  who  consumes  a great  deal 
of  sugar  rarely  eats  enough  vegetables, 
fruits,  or  milk  products  that  are  rich  in 
vitamins  and  which  contain  the  minerals 
needed  for  perfect  nutrition.  In  other 
words,  he  lives  on  what  has  been  called 
“devitalized”  foods,  on  which  laboratory 
animals  will  starve  or  develop  varied  infec- 
tions. 

The  observations  and  experiments  of 
McCarrison  seem  to  offer  an  explanation  of 
why  the  sugar-fed  child  is  more  susceptible 
to  many  infections  that  one  who  lives  on  a 
well  balanced  diet.  It  is  but  just  to  say, 
however,  that  McCarrison’s  investigations 
seem  to  prove  what  Deeks  has  believed  for 
a quarter  of  a century : that  lowered  resist- 
ance from  an  unbalanced  diet  predisposes 
to  many  infections. 

McCarrison,  a British  Army  Surgeon, 
stationed  in  a remote  region  of  the  Hima- 
layas, was  impressed  by  the  rugged  health 
and  longevity  of  the  inhabitants  whom  he 
treated,  though  they  lived  under  most  un- 
sanitary conditions.  He  said : “During  the 
period  of  my  association  with  these  people 
I never  saw  a case  of  asthenic  dyspepsia,  of 
gastric  or  duodenal  ulcer,  or  appendicitis, 
of  mucous  colitis,  or  of  cancer,  though  my 
operating  list  averaged  400  major  opera- 
tions a year.”  In  his  investigations  as  to 
the  cause  of  this  remarkable  freedomi  from 
abdominal  diseases  among  the  primitive 
Himalayans,  he  was  convinced  that  the  use 
of  “natural  foods — milk,  eggs,  grains, 
fruits  and  leafy  vegetables” — protected 
them  against  infection. 

McGARRISON’S  EXPERIMENTS. 

McCarrison’s  classical  experiments  seem 
to  prove  that  foods  of  low  vitamin  value 
and  deficient  in  certain  mineral  substances, 
if  used  over  long  periods  of  time,  predispose 
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to  infections  of  the  gastro-intestinal  tract. 
He  also  called  attention  to  the  effect  of  an 
improper  diet  on  endocrin  function.  He 
placed  36  healthy  monkeys  in  two  separate 
cages — 12  were  fed  on  natural  foods,  and 
24  on  foods  excessive  in  carbohydrate  con- 
tent, deficient  in  vitamins,  and  lacking  in 
various  mineral  substances.  Of  the  first 
group  all  remained  healthy  and  free  from 
intestinal  disease,  while  a majority  of  those 
fed  on  unbalanced  and  deficient  diets  devel- 
oped diarrhoea  and  actual  dysentery. 

McCarrison  is  of  the  opinion  that  vita- 
min B and  C serve  to  protect  the  gastro- 
intestinal tract  from  infections;  and  that 
the  deleterious  effects  of  a deficiency  of 
these  vitamins  is  enhanced  when  the  food 
is  improperly  balanced,  particularly  when 
associated  with  an  excess  of  carbohydrates. 
Again  quoting  from  McCarrison:  “Impair- 
ment of  the  protective  resources  of  the 
gastro-intestinal  mucosa  against  infecting 
agents  may  be  due  to  hemorrhagic  infiltra- 
tion, to  atrophy  of  the  lymphoid  cells,  and 
to  imperfect  production  of  gastro-intestinal 
juices.  This  impairment  not  only  results 
in  infections  of  the  mucous  membrane  it- 
self, but  also  permits  of  the  passage  into 
the  blood  stream  of  micro-organisms  from 
the  bowels.” 

McCarrison  showed,  by  illustrations  of 
sections  of  various  parts  of  the  intestines, 
that  all  these  changes  occur  in  animals 
which  have  been  fed  on  diets  poor  in  vita- 
mins and  with  an  excess  of  carbohydrates. 
He  claims  that  “diarrhea,  dysentery,  dys- 
pepsia and  gastric  dilatation,  gastric  and 
duodenal  ulcer,  colitis,  and  failure  of  colo- 
nic function  can  be  produced  experimen- 
tally by  means  of  feeding  animals  on  faulty 
food.”  He  does  not  claim  that  the  faulty 
diet  is  the  only  cause  of  these  gastro-intes- 
tinal conditions,  but  insists  that  pathogenic 
organisms  are  contributing  factors.  As 
proof  that  a faulty  diet  lowers  resistance 
to  infections,  McCarrison  fed  healthy  mon- 
keys on  entameba  histolytica  and  failed  to 
infect  any  of  them ; while  those  fed  on  a 


deficient  diet  became  readily  infected  when 
given  the  entameba  histolytica  organisms. 

The  pure  carbohydrate  diet  that  McCar- 
rison fed  to  monkeys  which  resulted  in  vari- 
ous abdominal  lesions  due  to  infections  by 
pathogenic  microorganisms  is  only  a little 
less  restricted  than  the  white  bread,  cereal, 
potato,  sugar  diet  that  is  eaten  by  a large 
proportion  of  the  people  of  the  United 
States.  It  is  a significant  fact  that  more 
than  25  per  cent  of  patients  admitted  to 
American  hospitals  suffer  from  medical 
and  surgical  diseases  of  the  abdomen ; and 
no  doubt  the  excessive  use  of  sugar  is  a 
factor  of  importance  in  predisposing  to 
colitis,  appendicitis,  ulcers  of  the  stomach 
and  duodenum,  and  gall  bladder,  liver  and 
pancreatic  infections. 

THE  RELATION  OF  SUGAR  TO  MOUTH  INFCTIONS. 

The  child  with  a “sweet  tooth”  grows  up 
to  become  the  toothless  middle  aged  man  or 
woman.  No  one  who  knows  anything  of 
the  bacteriology  of  dental  caries  can  doubt 
that  the  acid  fermentation  between  the  teeth 
and  at  the  edges  of  the  gums  in  the  mouth 
of  those  who  eat  and  drink  sugar  products 
will  in  time  cause  decayed  teeth.  No  doubt 
pyorrhoea,  Vincent’s  angina  and  other  oral 
diseases  are  likewise  more  frequent  in  the 
sugar  habitue,  not  only  because  of  the  local 
irritating  effects  fromi  carbohydrate  fer- 
mentation ; but  because  the  sugar  saturated 
child  or  man  lives  on  a diet  which  is  defi- 
cient in  the  antiscorbutic  vitamin,  the  pre- 
disposing cause  of  mouth  infections. 

Probably  one  of  the  reasons  why  the 
young  people  of  this  day  have  such  poor 
teeth  and  have  so  many  dental  deformities 
is  that  the  sugar-fed  child’s  diet  is  not  only 
deficient  in  vitamin  D,  but  also  in  calcium 
and  phosphorus,  which  are  necessary  for 
the  ossification  of  the  teeth  and  bones. 
McCollum  in  his  experiments  on  animals 
produced  all  kinds  of  deformities  of  the 
teeth  and  bones  by  depriving  them  of  vita- 
min D and  calcium  and  phosphorus.  In 
other  words  a diet  such  as  the  average 
sugar-fed  child  lives  upon  will  produce 
rickets  with  various  dental  abnormalities. 
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McCollum  has  also  demonstrated  by  feed- 
ing laboratory  animals  on  deficient  diets 
that  the  quality  of  the  teeth  of  the  offspring 
depends  upon  the  mother’s  being  properly 
nourished.  The  infant  of  the  sugar-satu- 
rated human  mother  is  therefore  likely  to 
be  born  with  defective  tooth  buds,  and  the 
teeth  which  are  developed  from  them  are 
further  impaired  by  a deficient  diet  in  the 
growing  child.  We  shall  have  to  change  the 
eating  habits  of  mothers  as  well  as  of  their 
children  if  we  would  save  the  teeth  of  the 
coming  generation. 

DEEKS’  INDICTMENT  OF  SUGAR. 

Deeks,  formerly  Chief  Physician  to 
Ancan  Hospital  on  the  Canal  Zone,  and  who 
has  been  at  the  head  of  the  Medical  De- 
partment of  the  United  Fruit  Company  for 
many  years,  has  written  many  articles  call- 
ing attention  to  the  harmfulness  of  the  ex- 
cessive use  of  sugar  products.  In  a recent 
monograph  entitled,  “Diet  and  Disease,” 
Deeks  gives  a very  plausible  explan- 
ation of  the  deleterious  effects  of  a high 
carbohydrate  diet,  with  particular  refer- 
ence to  the  end  results  from  the  fermenta- 
tion of  cane  sugar  in  the  stomach  and  intes- 
tines. The  following  excerpt  from  his  arti- 
cle is  worthy  of  consideration  by  thinking 
physicians : 

“When  fermentation  takes  place  through 
the  action  of  bacteria,  not  only  gasses  are 
liberated,  but  other  products  are  formed, 
some  of  which  are  toxic  in  character.  The 
nature  of  the  fermentative  process  can  be 
very  well  illustrated  by  a consideration  of 
the  action  of  yeast  upon  grape-sugar.  As 
the  yeast  cells  grow  and  multiply,  the  sugar 
is  converted  into  alcohol  and  carbon  diox- 
ide. Other  organisms  by  means  of  their 
ferments  produce  lactic,  butyric  acids, 
etc.,  from'  sugars.” 

“As  products  of  fermentation  in  the  di- 
gestive tract,  there  is  not  only  the  forma- 
tion of  gas,  but  other  products  as  well, 
which  are  toxic  and  irritating.  The  gasses 
formed  are  eliminated  by  eructations  from 
the  stomach,  or  through  the  rectum ; or  by 


the  lungs  if  obsorbed  into  the  circulation. 
The  other  products,  however,  resulting 
from  the  action  of  bacteria  are  soluble  and 
absorbed  into  the  circulation,  whence  they 
must  be  excreted.  When  these  are  very 
irritating  or  toxic,  they  produce  lesions  in 
tissues,  not  only  where  they  are  locally 
formed  in  the  alimentary  tract,  but  also 
while  circulating  in  the  blood  and  while 
they  are  being  excreted  by  the  kidneys, 
skin  and  lungs.” 

“Some  toxic  products  are  selective  for 
tissues  after  the  manner  of  the  selectivity 
of  toxic  products  of  pathogenic  bacteria. 
Certain  authorities  believe  that  some  of  the 
fermentative  products  are  selective  for 
fibrous  connective  and  other  specialized  tis- 
sues, which  they  irritate.  Irritation  of  tis- 
sue is  frequently  associated  with  pain  and 
usually  means  lowered  resistance  to  the  in- 
vasion of  bacteria,  some  of  which  are  more 
pathogenic  than  others.  As  fibrous  con- 
nective tissue  is  the  supporting  and  bind- 
ing element  of  the  cells  and  is  present  in 
all  tissues,  any  toxin  affecting  it  is  likely 
to  produce  symptoms  which  may  be  re- 
ferred to  any  part  of  the  body.  When  toxic 
products  are  absorbed  into  the  circulation, 
their  concentration  and  effects  will  be  local- 
ized where  there  is  the  greatest  physiologi- 
cal determination  of  blood  or  lowered  re- 
sistance from  any  cause.  In  sufferers  from 
rheumatism,  the  limb  doing  the  most  physi- 
ological work  is  usually  most  affected;  and 
because  of  lowered  resistance  due  to  ex- 
posure, draft,  or  injury,  symptoms  are 
likely  to  follow  in  the  location  exposed. 
From  similar  causative  factors  morbid 
lesions  vary  in  different  individuals,  influ- 
enced by  age  and  idiosyncrasy.  A child  is 
more  likely  to  suffer  from  bronchitis,  irri- 
table bladder,  and  endocarditis;  a grown 
person  from  rheumatic  pains,  lumbago,  ar- 
thritis, neuritis,  pleurisy,  headaches,  etc. 
Personal  idiosyncrasy,  chemotaxis,  and 
selective  bacterial  affinities  generally  deter- 
mine the  location  of  morbid  processes.  In- 
fluenza produces  in  different  individuals 
symptoms  referable  to  the  nervous,  diges- 
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tive,  respiratory  or  excretory  systems  re- 
spectively; so  will  the  products  of  fermen- 
tation.” 

"Of  the  different  forms  of  carbohy- 
drates, saccharose  is  considered  the  most 
fermentable.  It  undergoes  no  change  in 
the  stomach,  as  there  is  no  ferment  to  han- 
dle it  before  it  reaches  the  intestine,  where 
it  is  acted  upon  by  invertase,  converting  it 
into  dextrose  and  levulose.  When  saccha- 
rose is  taken  with  a full  meal  and  the  stom- 
ach is  not  emptied  for  several  hours,  owing 
to  its  proneness  to  be  acted  upon  by  fer- 
mentative bacteria,  it  becomes  converted 
into  irritating  organic  acids  or  toxic  prod- 
ucts, which  are  diffusible  and  absorbable. 
Because  of  their  irritating  properties,  they 
stimulate  locally  over-secretion  of  the  gas- 
tric glands,  and  hyperacidity  results.  If 
this  action  is  continued  over  long  periods 
of  time,  the  gastric  glands  become  exhaust- 
ed from  over-stimulation  and  anacidity  re- 
sults. The  stomach  functions  are  changed 
from  that  of  a digestive  organ  to  that  of  a 
fermentative  food-containing  sac.  Saccha- 
rose is  undoubtedly  a very  useful,  quickly 
available,  muscle  food,  if  taken  on  an  empty 
stomach  or  from  three  to  four  hours  after 
a meal.  If,  however,  it  is  taken  with  a 
bulkly  meal  in  artificially  sweetened  foods 
or  drinks,  fermentative  bacteria  may  at- 
tack it  and  other  carbohydrate  foodstuffs 
before  they  can  leave  the  stomach,  and  the 
effects  are  manifested  in  a variety  of 
ways.” 

“It  may  be  concluded,  therefore,  that  any 
tissue  or  group  of  tissues  in  the  body  can 
be  affected  as  a result  of  excess  carbohy- 
drate consumption  of  (1)  its  proneness  to 
fermentation  with  the  development  of 
gaseous  and  toxic  products,  and  (2)  the 
deficiency  of  inorganic  mineral  salts  and 
vitamins.’” 

“Among  the  symptoms,  symptom-com- 
plexes, and  organic  diseases  which  neces- 
sitate careful  investigation  in  regard  to  the 
quantity  and  nature  of  the  carbohydrate 
content  ingested  may  be  mentioned:  Peri- 


odical headaches  including  migraine,  sto- 
matitis, chronic  pharyngitis,  dental  decay, 
spongy  bleeding  gums,  focal  infections, 
flatulent  and  acid  dyspensia,  gastric  ulcer, 
appendicitis,  constipation,  diarrhea,  skin 
manifestations,  such  a furunculosis,  eczema, 
acne,  psoriasis,  and  alopecia  of  certain 
types ; rheumatic  phenomena,  including 
neuritis,  lumbago,  torticollis,  dysmenor- 
rhea, arthritis,  endocarditis,  etc.,  other 
conditions  of  undetermined  etiology  may 
be  mentioned,  such  as  the  development  of 
gall,  kidney  and  bladder  calculi;  arterios- 
clerosis, chronic  interestitial  nephritis, 
retino-choroiditis,  ulcerative  keratitis,  etc.” 

“In  children,  the  symptoms  of  those 
using  excessive  amounts  of  sweet  and 
starchy  food  are  characteristic.  Fickle  ap- 
petites, irritability,  restlessness,  lustreless 
hair,  eneuresis,  recurring  bronchitis,  hy- 
pertrophic tonsillitis,  eczema,  endocarditis, 
etc.” 

“It  is  not  claimed  that  the  excessive 
use  of  carbohydrates  and  the  absorption 
of  the  fermentative  products  are  the  only 
factors  involved  in  the  above  mentioned 
conditions.  When  people  consume  an  ex- 
cessive quantity  of  acid  ash  producing 
foods,  like  meats  and  the  cereal  deriva- 
tives, which  are  generally  devoid  of  vita- 
mins and  deficient  in  inorganic  salts,  they 
are  taking  insufficient  amounts  of  the 
foods  belonging  to  the  group  of  green 
vegetables  and  fresh  fruits,  which  are  the 
main  supply  of  vitamins  and  alkaline  in- 
organic salts.  The  inadequacy  of  vitamins, 
as  well  as  an  improper  relationship  or 
quantity  of  inorganic  salts,  undoubtedly 
plays  important  roles  in  the  production  of 
morbid  conditions,  either  in  predisposing 
to  acute  infections  or  organic  tissue  de- 
generations. However,  the  consumption 
of  excessive  amounts  of  the  fermentable 
sweet  and  starchy  foods  in  an  important 
dietetic  error  that  has  not  been  sufficiently 
stressed.  Though  dietetic  errors  may  be 
transgressed  without  impunity  over  cer- 
tain limited  periods  of  time,  sooner  or 
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later  morbid  processes  insiduously  ensue. 
Eecurring  headaches,  premature  tooth  de- 
cay and  digestive  disturbances  of  all  kinds 
should  be  warnings  to  an  individual  that 
the  food  he  has  been  in  the  habit  of  in- 
gesting is  not  being  properly  metabolized, 
and  steps  should  be,  taken  to  balance  his 
diet,  restricting  it  to  those  quantities  and 
combinations  of  foods  or  classes  of  foods 
which  he  can  handle  with  impunity.” 

EDUCATION  THE  REMEDY. 

Thomas  Jefferson  said : “The  present 

generation  is  already  lost.  Let  us  educate 
the  youth  of  the  country,”  so  he  founded 
the  University  of  Virginia,  and  he  consid- 
ered his  contribution  to  education  as  his 
life’s  greatest  work.  The  “father  of  de- 
mocracy” was  almost  right;  because  it  is 
difficult  for  adults  who  have  been  eating 
excessively  of  sugar  products  all  their 
lives  to  realize  that  overweight  which  will 
surely  shorten  life,  comes  largely  from 
the  excess  of  sugar  that  is  converted  into 
fat.  The  adult,  however,  can ' be  taught 
that  sugar  in  any  quantity  need  not  be 
given  to  a child  under  one  year  of  age; 
and  that  it  should  be  eaten  sparingly  by 
children  of  all  ages,  because  many  of  the 
ills  of  childhood  have  for  their  direct,  or 
predisposing  cause,  the  unnecessary  sugar 
habit. 

Progress  is  being  made  in  teaching  chil- 
dren the  simple  principles  of  nutrition  both 
by  text  book  instruction  and  by  various 
nutritional  clinics  and  studies  in  the  public 
schools.  For  instance,  it  was  found  that 
20  per  cent  of  the  school  children  of  Massa- 
chusetts are  undernourished.  No  doubt 
the  children  in  other  states  fare  no  better, 
and  often  it  is  the  child  of  wealthy  parents 
who  suffers  most  from  faulty  eating  habits. 

Educators  are  awakening  to  the  fact 
that  the  undernourished  child,  in  whom 
the  excessive  use  of  sugar  is  usually  a con- 
tributing factor,  accomplishes  less  than  his 
well  nourished  deskmate,  and  that,  as  the 
child  becomes  better  nourished,  his  class 
standing  improves.  It  would  be  interest- 


ing to  compare  the  class  standing  of  the 
sugar  saturated  children  of  a school  with 
that  of  those  who  live  on  a well  balanced 
diet. 

The  sugar-fed  child  is  really  a public 
health  problem,  as  much  so  as  the  tuber- 
culous infant,  and  health  officers  and 
welfare  nurses  should  educate  the  public 
regarding  the  harmfulness  of  the  exces- 
sive use  of  sweets,  just  as  they  have  done 
in  their  campaigns  against  the  communi- 
cable diseases  of  childhood.  The  parent- 
teachers’  associations  should  see  to  it  that 
school  children  are  taught  proper  eating 
habits;  and  that  they  are  not  tempted 
every  hour  in  the  day  to  eat  candy  or  drink 
soda  water  and  other  sweet  drinks.  The 
so-called  cola  drinks  are  particularly 
harmful,  not  only  because  they  contain  too 
much  sugar,  but  their  popularity  depends 
upon  the  habit  forming  drug,  caffeine, 
which  it  contains,  that  is  particularly  de- 
leterious to  the  health  of  children.  The 
health  officer  of  one  of  the  rural  counties 
of  Alabama  informed  me  recently  that  60 
per  cent  of  the  children  in  one  of  the 
schools  admitted  the  more  or  less  regular 
use  of  the  most  popular  of  the  cola  drinks. 

Likewise,  the  medical  profession  should 
study  the  harmful  effects  of  the  excessive 
consumption  of  sugar  by  person  of  all  ages 
and  physicians  everywhere  should  do  their 
part  in  teaching  the  public  the  facts  that 
they  know  regarding  diet  and  nutrition. 

The  most  important  problem  in  this 
land  of  sweets  is  to  teach  all  people  of  all 
ages  the  dictum  of  McCollum’s  perfect 
nutritional  day,  i.  e.,  that  each  normal 
person  from  childhood  to  old  age  should 
drink  from  a pint  to  a quart  of  milk,  and 
eat  one  raw  fruit,  one  raw  vegetable  and 
two  cooked  leafy  green  vegetables  each 
day.  After  that  he  may  eat  a reasonable 
amount  of  meat  once  a day,  one  or  two 
slices  of  bread,  preferably  made  of  whole 
wheat  flour  or  country-ground  corn  meal, 
with  butter  at  each  meal,  and  then  a light 
dessert — ice  cream,  sherbet,  or  fruit  at 
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one  meal.  When  the  known  facts  regard- 
ing- nutrition  are  learned  and  practiced  by 
all  the  people,  in  a few  generations  we 
shall  have  a race  of  super  men  and  women 
in  fortune-favored  America. 

DISCUSSION. 

Dr.  W.  A.  Dearman  (Gulfport) : I was  un- 

fortunate in  getting  in  too  late  to  hear  the  cap- 
tion of  Dr.  Harris’  paper,  but  his  papers  are 
always  pregnant  with  ideas  that  are  fundamental 
and  worth  while. 

The  health  departments  are  directing  attention 
to  the  teeth  of  the  sugar-fed  child  who  is  inducted 
into  the  habit  by  its  parents.  I am  afraid  we 
do  not  take  into  consideration  the  value  of  the 
fundamentals  that  have  been  laid  before  us  by 
dentists  who  understand  this  condition,  nor  do  we 
put  them  into  practical  relationship  with  de- 
ficiency diseases. 

In  days  past  and  gone,  with  reference  to 
typhoid,  the  patient  was  instructed  to  live  on 
chicken  broth  and  nothing  else.  He  came  out  a 
human  wreck,  emaciated,  pale,  and  weak,  and  his 
chances  for  recovery  very  much  embarrassed. 
We  find  now  that  since  we  have  acquired  ideas 
that  have  been  worked  out  on  a scientific  basis, 
we  can  bring  the  patient  through  the  entire 
course  of  typhoid  from  the  incipiency  to  the  end 
of  convalescence  with  practically  the  same  weight 
that  he  had  at  the  time  he  went  to  bed.  That  is 
a capital  achievement  in  the  treatment  of  this 
treacherous  and  most  formidable  condition  that 
once  was  a scourge  to  our  people  of  the  United 
iStates.  I have  always  been  afraid  to  advise  as 
to  diet.  I am  afraid  we  find  too  many  of  our 
physicians  who  know  very  little  of  diet  and  the 
food  values.  I used  a diet,  long,  long  ago,  figured 
out  on  the  basis  that  there  was  starch  in  pota- 
toes— that  they  contained  100  per  cent  starch — 
that  it  was  in  rice,  and  in  turnip  greens.  That 
isn’t  true.  Diabetics  are  big  sugar  eaters,  starch 
eaters,  and  their  lives  are  cut  short.  Too  many 
doctors  find  patients  who  are  too  stout,  and  some 
under-nourished.  Some  of  my  patients  were  in- 
sulted when  I said  they  were  under-nourished.  I 
practiced  medicine  before  I had  any  scales  in  my 
office.  We  paid  no  attention  to  over  and  under 
weight,  but  now  it  is  the  most  important  thing, 
and  it  is  a very  easy  matter  for  any  doctor  in 
a practical  way  to  treat  a profound  diabetic  in 
a small  town  or  rural  district  by  paying  close 
attention  at  least  to  some  of  the  fundamental 
principles  of  food  values. 

Dr.  Seale  Harris  (closing)  : I appreciate  Dr. 

Dearman’s  discussion.  He  always  says  something 
that  you  can  carry  home  with  you  and  put  to 
profit.  He  is  one  of  the  most  practical  men  I 
know  of.  He  spoke  of  the  question  of  bad  teeth, 
particularly  in  children.  The  deficiency  of  teeth 


is  due  very  largely  to  a deficiency  diet — bad  teeth 
in  infected  mouths  and  gums.  McCollum  by  diet- 
ing rats  was  able  to  produce  almost  any  defor- 
mities in  teeth,  and  of  course  various  other 
deformities,  by  simply  giving  them  a diet  with- 
out vitamin  D,  contained  in  milk  and  eggs.  That 
diet  is  also  deficient  in  calcium  and  phosphorous. 
If  you  will  study  the  diet  of  the  average  child — 
the  infant — you  will  see  »that  when  the  child  is 
given  a little  sweet  he  won’t  drink  enough  milk — 
he  won’t  eat  vegtables,  and  many  of  them  will 
not  take  eggs.  Therefore,  their  diet  is  deficient 
in  vitamin  D,  in  calcium  and  phosphate,  and 
it  is  almost  as  certain  as  the  sun  rises,  that 
the  child  that  is  fed  on  a diet  deficient  in  vitamin 
D,  unless  given  a good  deal  of  sunlight  is  going 
to  have  bad  teeth,  and  he  is  going  to  have  the 
rickets — he  is  going  to  have  other  troubles. 
McCullum  says  that  95  per  cent  have  rickets  before 
they  are  a year  old.  Don’t  misunderstand  me — I 
don’t  mean  to  say  that  sugar  is  poisonous  or  is 
harmful  in  itself,  but,  on  the  contrary,  it  is  an 
excellent  form  of  good.  Its  principal  use  as  a 
food  lies  not  in  eating  between  meals  when  the 
stomach  is  empty,  when  it  is  probably  absorbed 
and  immediately  utilized,  for  instance,  after  a 
long,  hard  day,  a few  chocolates  or  a glass  of  soda 
water  is  helpful.  It  tides  one  over  fatigue  and  it 
is  really  needed. 

When  much  sugar  is  taken  into  the  stomach 
with  meals  it  stays  there  for  hours  and  sometimes 
longer.  It  ferments  and  is  productive  of  organic 
acids  irritating  to  the  stomach. 

Doctors  should  be  teachers.  That  is  a 
thing  that,  personally,  I am  doing  nine-tenths 
of  my  time,  and  I consider  following  the  diagnosis 
the  most  important  thing  is  to  teach  the  patient 
how  to  live.  Teach  the  patient  the  harmfulness  of 
the  excessive  use  of  sweets..  Nutrition  is  being 
taken  up  now  by  the  public  health  authorities  in  a 
practical  way,  and  it  is  doing  a great  deal  of  good. 


PREVENTION  AND  MODIFICATION  OF  MEASLES  BY 
MEASLES  AN-nOIPLOCOCCUS  GOAT  SERUM. — Louis  J. 
Halpern,  Chicago,  reports  that  fifty  patients  who  gave  a 
definite  history  of  never  having  had  measles  were  given 
measles  antidiplococcus  goat  serum  as  a protection  against 
measles.  Five  patients  in  this  series  died  from  three  to 
ten  days  after  receiving  serum.  Their  deaths,  however, 
were  due  to  th*  illnesses  for  which  they  were  originally 
admitted  to  the  hospital;  they  did  not  develop  measles  nor 
did  any  serum  sickness  occur  before  death.  Of  the  re- 
maining forty-five  patients  in  this  series,  twenty-eight 
patients,  or  63  per  cent,  were  successfully  protected. 
While  seventeen  developed  the  disease,  the  majority  of  the 
latter  experienced  it  in  attenuated  form.  In  spite  of  the 
fact  that  eight  patients  received  serum  after  the  fourth 
day  of  exposure,  three  of  these,  or  38  per  cent,  were  pro- 
tected. It  is  especially  noteworthy  that  not  a single  com- 
plication occurred  in  any  of  the  patients  treated  with  serum 
who  developed  measles,  nor  was  there  any  instance  of  a 
serum  reaction  in  the  entire  series.  He  concludes  that 
measles  antidiplococcus  serum  apparently  effected  immuni- 
zation against  measles  in  a large  percentage  of  cases. — 
J.  A.  M.  A.,  April  17,  1928. 
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MALARIA  THERAPY  IN  PARESIS.* 
H.  R.  UNSWORTH,  M.  D. 

New  Orleans. 

INTRODUCTION. 

In  'February,  1927,  this  patient  was  in- 
oculated intravenously  with  5 cc.  of  ter- 
tian malaria.  In  June  of  the  same  year  he 
reported  back  to  work,  since  which  time  he 
has  been  re-engaged  in  his  former  occupa- 
tion. He  is  married,  has  a wife  and  five 
children  and,  as  far  as  we  can  see,  is  per- 
fectly well. 

Dr.  Johns,  I believe,  is  quite  familiar 
with  the  patient  with  his  acute  outbreak 
and  would  possibly  have  something  to  say 
on  the  subject.  As  far  as  we  know,  psy- 
chically and  neurologically,  the  man  is  as 
he  was  before  his  infection  or  acute  clini- 
cal symptomatology. 

We  might  have  presented  many  cases 
demonstrating  the  benefit  derived  from 
malaria  treatment  in  paresis,  but  chose 
this  patient  because  his  treatment  ante- 
dates the  others,  which  has  the  advantage 
of  a longer  period  of  observation  of  re- 
sults. We  have  had  the  some  success  in 
the  other  cases. 

Anticipating  any  therapy  in  diseases  of 
the  cerebro-spinal  axis,  it  is  most  import- 
ant to  recall  its  anatomical  structures,  the 
units  (of  which  you  are  familiar)  being 
exquisitely  sensitive  to  any  trauma,  be  it 
physical,  chemical,  or  psychic,  and  to  dis- 
regard this  bit  of  caution  will  invariably 
discredit  any  therapy  undertaken,  some- 
times with  unexpected  fatalities. 

There  is  little  doubt  that  paresis,  without 
going  into  any  statistics,  has  increased 
within  the  past  fifteen  years.  The  distress- 
ing realization  that  its  onset  has  become 
more  rapid  and  that  the  average  paretic  is 
of  an  earlier  age,  suggests  that  the  viru- 
lence of  the  organism  is  not  alone  to  blame, 
or  that  there  is  any  particular  neuro- 
trophic spirochete,  but  instead,  the  ex- 

*Read before  the  Orleans  Parish  Medical 
Society,  March  12,  1928. 


planation  lies  in  my  mind  in  too  vigorous 
an  attempt  to  combat  the  disease  with  mod- 
ern intravenous  therapies,  disregarding 
superimposing  a chemical  enarteritis  upon 
an  already  specific  one.  The  attention  of 
some  authorities,  such  as  White  and  Free- 
man at  St.  Elizabeth’s  Hospital  in  Wash- 
ington, has  been  attracted  to  this  possi- 
bility and  will  no  doubt  be  more  vigorously 
stated  as  their  observations  and  research 
progress.  Is  it  not  reasonable  to  suppose, 
when  one  stops  to  consider  the  pathology 
in  paresis,  that  such  is  a distinct  factor 
and  not  an  ultra  scientific  thought? 

Paresis,  briefly,  is  a meningo-encepha- 
litis.  The  cortex  of  the  cerebrum  is 
composed  of  nerve  cells,  a network  of 
nerve  fibers  and  processes,  neurologic 
tissues  with  a superimposed  vascular 
mem'brane^ — the  pia  mater.  In  paresis, 
the  outstanding  pathological  feature  is  the 
active  formation  of  new  vessels  in  the 
cortex  with  dilated  capillaries  and  widened 
adventitial  lymph  spaces.  These  lymph 
spaces  are  filled  with  lymphocytic  and 
plasma  cells.  Throughout  the  brain  there 
is  focal,  diffuse  and  tract  degeneration. 
The  very  nature  of  the  pathology  suggests 
the  hopelessness  of  'improvement  with 
chemical  therapy : it  is  merely  another 
source  of  irritation  and  encourages  pro- 
liferation changes. 

It  is  with  this  impression  that  I feel 
we  are  justified  in  attempting  any  reason- 
able measures  which  appear  to  offer,  if  not 
a cure,  a more  pronounced  improvement — 
that  is,  longer  remissions.  Malarial  in- 
oculation, however,  is  not  to  be  recklessly 
or  unintelligently  used.  Giving  one  dis- 
ease to  combat  another  is  a serious  matter, 
and  on  all  occasions  to  be  used  only  in 
selected  cases  with  due  consideration  of 
the  physical  status  of  the  individual.  There 
are  to  my  mind,  certain  definite  contrain- 
dications, viz : cardio-vascular  involve- 

ments, syphilitic  hepatitis,  pronounced 
renal  involvements  and  general  physical 
deterioration.  And,  is  not  reasonable  to 
assume  that  too  vigorous  arsenical  therapy 
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hastens  the  pathologic  process  and  there- 
fore may  be  classed  as  a contra-indicative? 

As  early  as  1887  the  idea  that  the  bene- 
ficial results  from  the  induction  of  fever 
in  certain  cases  appeared  to  give  good 
results,  was  expressed  by  Wagner  von 
Jauregge,  chief  of  the  Psychiatric  Clinic  at 
Vienna,  in  an  article  on  “Influence  of 
Febrile  Diseases  in  Psychoses.”  He  began 
by  using  Koch’s  old  tuberculin  in  the 
treatment  of  general  paresis,  giving  his 
patients  increasing  doses,  subcutaneously, 
three  times  a week.  He  allowed  eight  to 
twelve  elevations  of  temperature.  This 
was  followed  by  mercury.  In  comparing 
the  treated  paretics  with  an  equal  number 
of  untreated  ones,  he  found  that  the  lives 
of  those  treated  were  longer  and  the  re- 
missions more  pronounced  and  lasting.  In 
cases  of  general  paresis  where  tuberculin 
was  contraindicated,  Bedreska  used  ty- 
phoid vaccine.  This  he  gave  intraven- 
ously every  other  day  and  received  very 
satisfactory  results.  He  also  used  staphy- 
lococcus and  streptococcus  vaccines,  but 
abandoned  these  because  the  remissions 
were  of  short  duration.  Donath  of  Vienna 
and  Fisher  of  Prague  treated  cases  by  in- 
tramuscular injections  of  sodium  nuclein- 
ate,  but  because  of  pain  and  suppuration, 
this  had  to  be  abandoned.  Wagner  von 
Jauregge  concluded  that  his  best  results 
were  obtained  in  cases  where  he  used 
intercurrent  febrile  diseases.  So,  in  1917, 
he  inoculated  nine  paretics  with  malaria 
(tertian).  His  original  technique,  as  re- 
ported in  the  Journal  of  Nervous  and 
Mental  Diseases,  Vol.  55,  No.  5,  May, 
1922,  was  as  follows : He  injected  from 

one  to  four  c.c.’s  of  malarial  blood  ob- 
tained during  an  attack  of  fever  and 
inoculated  the  patient  subcutaneously. 
Occasionally  he  would  rub  malarial  in- 
fected blood  on  scarifications  in  the  upper 
arm  as  in  small  pox  vaccinations.  He 
sometimes  used  the  specimens  of  blood 
between  the  paroxysms  of  fever  and  chills. 
Usually  the  malaria  developed  from  six  to 
thirty-six  days  after  the  inoculation.  He 
allowed  from  eight  to  nine,  sometimes  as 


many  as  twelve,  elevations  of  temperature 
when  the  patient  could  stand  it.  Wagner 
Von  Jauregge  concluded  that  remissions 
occurred  in  50  per  cent  of  his  cases,  the 
patients  actually  returning  to  their  former 
occupations.  He  observed,  especially,  that 
speech  defects  and  epileptiform  attacks, 
were  benefited  following  malarial  therapy. 
He  also  concluded  that  the  sera  of  these 
patients  were  only  negligibly  influenced. 
Therefore,  he  regarded  his  serological 
findings  as  of  diagnostic  import  but  not  of 
any  prognostic  significance.  He  also  con- 
cluded that  the  earlier  a paretic  was  in- 
oculated the  more  pronounced  the  im- 
provement. 

O’Leary  of  Rochester,  Minn.,  in  an  ar- 
ticle in  the  A.  M.  A.  Journal  reported  the 
results  in  one  hundred  cases  treated  with 
malaria  between  June,  1924,  and  February, 
1926.  He  gave  particular  attention  to  the 
resistant  parenchymatous  forms  of  neuro- 
syphilis, including  incapacitating  gastric 
crises,  lightning  pains  in  the  legs  and 
optic  atrophy  in  tabes  dorsalis.  Fifty- 
seven  of  these  100  cases  were  cases  of 
general  paresis,  49  per  cent  of  which  were 
Still  in  remission  as  measured  by  the 
economical  status  of  the  patient.  Thirteen 
patients,  presenting  the  syndrome  of  pare- 
sis, sine  paresis  or  asymptomatic  general 
paresis  showed  material  improvemet ; in 
four  the  blood  and  spinal  fluid  were 
normal.  The  evidence  supported  the 
assertion  that  in  the  serologically  negative 
cases  of  tabes  with  persistent  lightning 
pains  or  gastric  crises,  malarial  inoculation 
had  been  beneficial.  In  cases  of  optic 
therapy,  benefit  resulted.  Four  of  nine 
treated  cases  showed  the  loss  of  vision  had 
app-arently  been  arrested.  He  reported  a 
mortality  of  5 per  cent  in  those  cases  in 
which  malaria  was  considered  as  a factor. 
Clinical  results  were  more  pronounced 
when  the  fever  treatment  was  instituted 
early  in  the  course  of  the  disease.  Striking 
results  were,  however,  seen  in  cases  where 
clinical  signs  of  general  paresis  were 
present  two,  three  or  four  years  before 
inoculation.  It  is  to  be  borne  in  mind  that 
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the  serological  changes  are  not  always 
paralleled  by  clinical  improvement.  This 
was  confirmed  by  observation  of  cases  in 
complete  remission,  some  of  which  mani- 
fested no  serological  changes.  On  the 
other  hand,  cases  with  complete  change  in 
all  the  factors  in  the  spinal  fluid  and  blood 
might  terminate  in  sudden  death.  O’Leary 
concluded  that  malarial  therapy  offered  the 
most  valuable  method  of  treatment  in 
paresis,  and  that  his  best  results  were 
obtained  with  anti-syphilitic  treatment  fol- 
lowing a course  of  malaria. 

Watson  W.  Aldridge,  Jr.,  of  St.  Eliza- 
beth’s Hospital,  Washington,  D.  C.,  was 
the  first  to  undertake,  in  this  country,  the 
malarial  treatment  in  general  paresis.  He 
inoculated  the  first  patients  in  December, 
1922.  In  a general  survey  of  these  cases, 
some  of  more  than  five  years’  standing,  he 
found  that  remissions  had  occurred  in  61 
per  cent  of  the  cases,  complete  remissions 
running  about  40  per  cent  or  a little  less. 
From  recent  correspondence  with  Dr. 
Walter  Freeman  of  St.  Elizabeth’s  Hospi- 
tal, I quote  the  following:  “In  regard  to 

the  malarial  proposition  we  are  still  as 
enthusiastic  as  ever  although  we  do  not 
say  it  is  the  only  treatment.  We  do  be- 
lieve, however,  that  some  form  of  fever 
treatment  is  superior  to  all  other  forms. 
We  have  recently  been  surveying  our  five 
year  cases  and  find  that  the  percentages 
found  after  three  years  have  remained 
practically  constant.  In  other  words,  that 
there  have  been  no  recrudesences  in  the 
satisfactorily  treated  cases.  Some  30  per 
cent  are  considerably  improved,  many  of 
them  holding  jobs  on  the  outside,  about  30 
per  cent  or  so  are  rested  but  showing 
psychic  scars  from  which  there  is  little  ex- 
pectation of  recovery,  a scattering  deteri- 
orating still,  and  a somewhat  larger  per- 
centage dead.  Of  course,  in  comparison 
of  the  usual  run  of  life  in  paretics,  the 
statistics  are  outstanding,  for  scarcely  one 
in  a hundred  ordinary  paretics  would  be 
alive  at  the  present  time,  five  years  after 
remission. 


“I  am  still  impressed  with  the  effect 
upon  the  anatomical  picture,  having  just 
recently  had  occasion  to  examine  a brain 
from  a paretic  treated  who  died  fourteen 
months  later.  Paresis  is  not  recognizable 
in  the  slides  from  the  brain.  I am  sending 
you  a reprint  of  my  article  on  the  anato- 
mical changes  and  refer  you  to  last  year’s 
Medical  Journal  and  Record,  Ferrarros’ 
contribution  detailing  the  three  years’  re- 
sults from  a clinical  and  serological  stand- 
point. The  latter  are  exceptionally  impor- 
tant in  administrating  the  long  time 
necessary  before  evaluating  the  results. 

“At  the  beginning  of  our  sixth  year,  we 
have  inoculated  recently  another  batch  of 
65  paretics  which  the  malaria  is  working 
well.  I hope  you  can  introduce  this  form 
of  treatment  successfully  for  as  I see  it  it 
offers  far  more  hope  than  any  other  form 
devised. 

“We  are  beginning  to  think  here  that 
arsenical  treatment  is  an  important  predis- 
posing cause  in  the  development  of  paresis 
in  a syphilitic,  but  we  have  not  yet  mar- 
shalled our  figures.” 

In  the  few  cases  I treated  with  Dr.  C.  V. 
Unsworth  in  the  Louisiana  Retreat,  New 
Orleans,  this  past  year,  the  results  ob- 
tained appear  almost  miraculous.  It  is  of 
particular  interest  that  these  cases  had 
received  no  previous  specific  therapy  and 
that  they  were  of  the  ideal  type  in  that 
they  were  recognized  early,  and  of  vigor- 
ous physical  make-up.  Briefly,  these  cases 
presented  typical  serological  findings  with 
delapidation  in  the  psychic  field.  Neuro- 
logically  they  were  organically  negative 
except  for  pupillary  abnormalities  with 
slight  exaggerations  of  knee  jerks.  They 
were  brought  to  us  with  the  personality 
changes — ^the  outstanding  feature  of  which 
was  grandiosity.  One  case,  our  only 
fatality,  had  previously  received  intensive 
intravenous  therapies  with  definite  so- 
matic disease.  Contrary  to  general  impres- 
sion, our  best  results  have  been  obtained 
by  subcutaneous  inoculations;  our  failures 
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were  100  per  cent  intravenously.  In  our 
series,  symptomatic  malaria  appeared  from 
ten  to  fourteen  days  after  inoculation.  The 
quantity  of  malarial  blood  injected  varied 
from  3-10  cc.  In  three  cases  it  was  free 
from  syphilitic  infection — vi^hich  we  be- 
lieve is  more  desirable;  the  pure  malaria 
plasmodia  seeming  to  be  of  a more  viru- 
lent type.  In  all  instances,  these  patients 
were  allowed  to  defeat  the  malaria,  being 
alert  for  any  sign  of  symptom  which 
might  call  for  immediate  malarial  therapy. 
The  outstanding  features  of  which  we  are 
particularly  apprehensive  being  acute 
jaundice  or  an  extreme  hyperpyrexia  with 
convulsions.  A hypernutrition  diet  with 
elimination  were  considered  essential  in 
sustaining  the  patients  during  the  acute 
illness. 

SUMMARY. 

Malaria  therapy  in  paresis  is  particu- 
larly indicated  in  the  early  untreated  cases 
and  in  those  of  vigorous  physical  make-up. 
The  earlier  a paretic  is  inoculated,  the 
more  favorable  the  prognosis.  Best  results 
are  in  those  patients  who  are  allowed  to 
defeat  their  ovm  infection.  In  my  hands, 
subcutaneous  inoculation  has  been  the 
method  of  choice  and  has  resulted  in  a 
greater  number  of  '“takes.”  Somatic  dis- 
ease, general  physical  debility  are  definite 
contraindications.  The  most  pronounced 
improvements  have  been  in  the  psychic 
sphere.  In  our  unsuccessful  inoculations 
we  have  concluded  either  our  technique 
was  at  fault,  the  organism  of  an  atten- 
uated character — ^that  is,  weakened — or 
the  patient  possessed  a natural  immunity. 

DISCUSSION. 

Dr.  C.  S.  Holbrook  (New  Orleans)  : The  pic- 

ture presented  by  paresis  has  been  so  discourag- 
ing that  anything  that  points  to  improvement  is 
well  worth  while.  These  cases,  up  to  the  pres- 
en'' time,  have  practically  always  died  within 
three  years  after  the  infection,  or  rather  after 
the  disease  has  become  w'ell  recognized.  In  the 
hospital  one  does  not  find  very  many  general 
paretics;  dementia  praecox  constitutes  about  fifty 
per  cent  of  the  hospital  population  with  a com- 
paratively small  percentage  of  paretics,  not  that 
the  disease  is  rare,  but  because  death  occurs 
v/ithin  three  years — at  least  that  has  been  the 


experience  until  quite  recently.  Now  we  feel 
more  hopeful  about  it  and  believe  that  inocula- 
tion with  malaria  will  give  results  that  cannot 
be  equalled  by  any  other  treatment.  Just  why 
malaria  should  be  of  greater  value  than  other 
forms  of  hyperpyrexia  is  not  understood.  There 
apparently  is  some  metabolism  deficiency  in  the 
paretic.  It  has  been  noticed  for  years  that  the 
patients  who  develop  paresis,  about  four  to  five 
per  cent  of  those  who  contract  syphilis,  have  little 
systemic  effect  and  no  skin  reaction.  It  has  b»en 
held  that  the  metabolic  resources  of  the  body 
were  at  fault.  Bringing  about  high  temperature 
by  vaccine  or  milk,  has  not  given  as  good  re- 
sultes  as  the  malaria  treatment  and  it  is  thought 
that  the  introduction  of  this  disease  in  some  way 
increases  or  overcomes  the  existing  deficiency.  It 
is  rather  interesting  to  note  the  report  on  several 
of  these  cases  treated  by  this  method. 

Report  No.  1.  Markowitz  in  1925  reported  a 
case.  The  patient  developed  a gumma  of  the 
skin  of  the  forehead  just  two  months  after  being 
cured  with  malaria,  that  is,  “cure”  as  the  word 
is  used. 

Report  No.  2.  F.  0.  Schulze,  in  another  arti- 
cle, reported  tertiary  syphilis  of  the  skin  in  three 
cases  of  paresis  subsequent  to  treatment  with  ma- 
laria. 

Report  No.  3.  Wagner  von  Jauregg  also 
showed  in  a typical  paretic  one  year  after  treat- 
ment and  restoration  the  patient  developed  apha- 
sia, agraphia  and  Jacksonian  attacks,  but  no 
psychic  disturbance.  Treatment  with  mercury 
and  salvarsan  cleared  up  the  slighter  symptoms. 

They  attempt  to  show  that  the  specific  reac- 
tion was  taken  care  of  by  changing  the  resistance 
of  the  body  through  the  inoculation  of  this  dis- 
ease, malaria.  It  may  be  true.  The  best  results 
are  achieved  where  malaria  is  brought  about  with 
some  other  treatment;  as  Dr.  Unsworth  has  indi- 
cated, salvarsan,  mercury,  bismuth  salicylate  and 
some  of  these  drugs. 

My  experience  with  malaria  has  not  been  very 
extensive;  the  opportunity  to  handle  these  cases 
in  private  practice  does  not  occur  as  often  as 
one  might  hope.  I have  twelve  cases  that  have 
gone  back  to  work;  I have  two  others  that  are 
demented.  On  the  whole,  the  results  are  en- 
couraging. The  remissions  are  brought  about  in 
25  to  60  per  cent,  depending  on  the  criteria  that 
the  various  men  hold  as  cure  or  remission.  This 
malaria  treatment,  of  course,  carries  -with  it  a 
rather  dangerous  mortality  or  morbidity.  One 
patient  gave  me  a great  deal  of  worry.  He  devel- 
oped fever  107°  and  every  red  cell  contained 
malaria  plasmodia.  I was  terrifically  upset  about 
it.  The  patient  did  very  well  under  anti-malarial 
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treatment.  I think  some  of  these  cases  do  not 
respond  to  malarial  treatment.  Some  will  not 
contract  the  disease.  Recently  I had  a patient 
who  was  given  malaria  and  after  a short  time, 
four  to  five  days,  he  spontaneously  recovered 
from  his  malaria,  so  in  that  case  this  form  of 
treatment  had  to  be  discarded.  He  might  have 
been  treated  with  milk  or  Koch’s  vaccine  and 
possibly  gotten  good  results. 

There  is  one  warning  that  might  well  be 
sounded,  viz:  that  malarial  treatment  should  not 
be  given  in  any  cases  of  syphilis  of  the  nervous 
system  except  the  patient  has  paresis  or  tabes. 
There  has  been  a great  deal  of  publicity  about 
this  treatment  and  it  has  been  suggested  that  all 
types  of  cerebro-spinal  lues  should  be  treated 
with  malaria.  It  was  only  recently  that  I had 
a comparatively  simple  case  of  cerebrospinal  sy- 
philis sent  from  Texas  with  the  request  that 
this  patient  be  given  malarial  treatment.  This 
would  have  been  dangerous  and  unwarranted. 
Results  can  be  brought  about  in  these  cases  with 
simple  anti-luetic  measures.  Only  the  parenchy- 
matous syphilis  (paresis  and  tabes)  should  be 
treated  by  inducing  malaria. 

Up  to  the  present  this  treatent,  as  outlined  by 
Dr.  Unsworth,  has  given  most  satisfactory  results. 
It  will  require  observation  over  a long  period  of 
years  before  the  benefits  from  the  malarial  treat- 
ment of  paresis  can  be  evaluated. 

Dr.  F.  M.  Johns  (New  Orleans)  : Before  the 

malarial  treatment  of  paresis  was  instituted,  I do 
not  believe  that  there  was  a more  hopeless  picture 
with  regard  to  the  treatment  of  syphilitic  patients 
as  seen  by  the  laboratory  man  than  that  shown 
by  the  average  patient  developing  paresis.  Be- 
ginning at  the  diagnosis  made  by  the  positive 
spinal  fiuid  findings,  practically  every  case  that 
I have  seen  over  any  period  of  time  has  shown 
a gradual  increase  in  the  positive  findings  in  the 
spinal  fluid,  together  with  an  apparent  progres- 
sion of  the  mental  deterioration  of  the  patient. 
Occasionally  an  early  case  would  yield  to  very 
intensive  arsenical  and  mercurial  treatment  and 
I have  seen  a very  few  cases  only  with  central 
nervous  involvement  in  which  the  laboratory  find- 
ings in  the  spinal  fluid  were  negative.  We  have 
just  seen  a case  presented  by  Dr.  Unsworth  who 
has  been  apparently  completely  restored  to  nor- 
mal. I had  the  pleasure  of  examining  this  patient 
at  the  time  the  malaria  treatment  was  instituted 
and  I can  assure  you  that  his  recovery  from  a 
condition  of  actual  mania  to  the  perfectly  normal, 
co-ordinating,  intelligent  human  being  of  tonight 
is  little  short  of  marvelous.  I have  seen  several 
other  instances  in  which  the  results  were  just  as 
striking  and  in  several  of  whom  the  spinal  fluid 
findings  are  gradually  returning  to  normal. 


In  Philadelphia  last  spring  I had  the  pleasure 
of  seeing  a number  of  patients  treated  by  Dr. 
Frank  Schamberg,  Director  of  the  Dermatological 
Research  Laboratory,  during  which  time  quite  a 
number  of  cases  of  apparently  cured  paresis  were 
presented.  Dr.  Schamberg  remarked  that  it  was 
the  consensus  of  opinion  among  many  neurolo- 
gists who  had  been  following  these  cases  that 
nothing  in  the  annals  of  treatment  of  paresis  so 
far  had  produced  anything  like  the  favorable 
results  obtained  by  the  malaria  form  of  treatment. 

While  the  treatment  itself  is  rather  severe,  I 
believe  that  in  well  selected  cases  of  otherwise 
physically  healthy  individuals  this  form  of  treat- 
ment is  undoubtedly  the  method  of  choice  at  pres- 
ent and  certainly  offers  the  only  hope  of  a clini- 
cal cure. 

Dr.  C.  V.  Unsworth  (New  Orleans)  : I have 

been  doing  psychiatry  for  about  sixteen  years  and 
before  the  advent  of  malaria  therapy  whenever  a 
patient  had  paresis  we  considered  it  hopeless. 
When  anyone  made  a statement  that  he  had  cured 
a case  of  paresis  he  had  to  do  some  talking  to 
convince  the  listener.  I cannot  see  the  danger 
of  malaria  therapy  nor  do  I believe  all  this  bug- 
bear about  patients  dying  from  this  treatment. 
Down  here  we  know  more  about  the  treatment  of 
malaria,  which  probably  accounts  for  our  lower 
mortality  rate.  I never  lost  a case  of  tertian 
malaria  in  my  life  and  before  inoculating  with 
malaria  never  had  a case  of  paresis  get  well. 
Of  course,  if  you  take  the  late  cases  where  there 
has  been  a great  deal  of  destruction  and  give 
them  high  temperatures,  they  will  probably  die. 
It  is  the  selected  early  case  that  gives  the  best 
results.  I was  visiting  St.  Elizabeth’s,  in  Wash- 
ington, D.  C.,  and  had  a talk  on  this  subject  with 
Dr.  White.  He  has  inoculated  probably  50  to  75 
cases  with  good  results. 

Just  a few  words  about  the  patient  Dr.  Uns- 
worth presented  tonight.  When  I first  saw  him 
he  was  much  excited,  busily  engaged  in  buying 
up  rice  mills  and  building  homes — expansive  ideas 
and  exalted.  Laboratory  study  showed  increased 
globulin,  a paretic  curve  and  a four  plus  Was- 
sermann.  You  now  see  him  as  an  apparently 
perfectly  normal  individual,  supporting  a wife  and 
five  children.  What  difference  does  it  make  what 
you  have  in  your  spinal  fluid  if  you  can  make 
a living?  I have  never  seen  a paretic  adjust 
himself,  economically  and  socially,  as  this  man. 
In  other  treatments  the  gain  is  not  so  marked, 
either  economically  or  socially.  I believe  in  these 
cases  where  the  treatment  is  properly  carried  out 
we  are  going  to  have  a great  future.  I have 
had  but  ten  or  twelve  patients.  One  Dr.  Johns 
inoculated  had  teperature  of  104°.  We  will  pre- 
sent him  in  a couple  of  weeks  greatly  improved. 
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Dr.  Connely  (New  Orleans)  : Dr.  Unsworth 

is  to  be  con^atulated  on  his  work.  Any  treat- 
ment that  will  help  paresis  is  to  be  grasped  at 
and  tried  out.  Some  two  and  a half  years  ago 
I had  occasion  to  look  over  cases  at  St.  Eliza- 
beth’s in  Washington  and  some  of  their  results 
were  sensational.  At  that  time  the  attitude  of 
the  men  doing  the  work  was  hopefully  skeptical 
— some  still  maintain  that  attitude.  I think  that 
probably  it  is  best,  for  while  at  present  it  is 
probably  the  most  hopeful  treatment  that  we 
have,  nevertheless,  I am  inclined  to  agree  with 
Dr.  Kimball,  that  we  may  be  a little  too  enthusi- 
astic over  it. 

Dr.  Holbrook’s  caution  in  regard  to  being  sure 
that  we  are  treating  paresis  is  well  taken.  It 
is  a common  idea  that  almost  any  type  of  cere- 
bro-spinal  syphilis  should  be  treated  with  malaria. 
I do  not  know  if  Dr.  Kimball  has  had  cases  of  all 
sorts  coming  from  long  distances  for  this  treat- 
ment. I had  one  from  Los  Angeles,  a typical 
case  of  cerebro-spinal  syphilis. 

Dr.  Kimball  has  placed  his  finger  on  the  main 
trouble  in  judging  accurately  the  value  of  this 
therapy  in  paresis,  viz:  lack  of  accurate  statistics 
and  the  length  of  time  necessary  to  find  out 
whether  the  benefit  is  transitory  or  permanent. 

Dr.  W.  H.  Seeman  (New  Orleans)  : I saw  this 
young  man  in  an  attack  and  had  to  use  all  the 
influence  I could  to  induce  him  to  let  me  do  a 
spinal  puncture.  He  was  anxious  at  the  time  to 
purchase  the  whole  of  New  Orleans.  It  happened 
I had  treated  his  family,  so  I succeeded  in  get- 
ting him  to  postpone  the  big  deal  long  enough 
to  allow  me  sufficient  time  to  do  a spinal  punc- 
ture. 

We  know  that  in  paresis  the  mortality  has 
been  100  per  cent,  so  granting  on  the  one  hand 
that  we  take  a chance  by  inoculating  a patient 
with  tertian  malaria,  on  the  other  hand  we  are 
giving  him  an  opportunity  to  get  well.  I was 
very  much  impressed  with  an  article  in  the  A. 
M.  A.  Journal  giving  the  mortality  in  treated 
and  untreated  paresis:  in  the  untreated  cases  the 
death  rate  was  58  per  cent  in  one  year;  in  those 
where  malaria  therapy  was  employed  the  mortal- 
ity rate  was  10  per  cent. 

It  would  seem,  therefore,  that  this  method  of 
treatment  does  not  add  much  danger  or  gravity 
to  the  situation. 

Dr.  Isham  Kimbell  (U.  S.  Veterans’  Hospital, 
Gulfport,  Miss.) : I have  been  studying  the  treat- 
ment of  paresis  by  inoculation  with  malarial  blood 
for  several  years  (about  four  years)  and  I am 
not  quite  as  enthusiastic  about  it  now  as  when 
I first  began.  It  has  its  advantages  and  disad- 
vantages. I have  seen  some  very  remarkable  re- 


sults in  the  treatment  of  paresis  by  this  method, 
but  I do  think  that  we  should  be  conservative 
about  this  method  of  treatment  and  keep  accur- 
ate records  of  our  cases,  tabulating  all  our  find- 
ings, details  of  treatment,  outcome,  etc.,  so  that 
we  may  have  some  reliable  information. 

In  studying  these  patients  we  have  outlined  a 
system  for  recording  the  data  in  each  case.  We 
like  to  know  the  length  of  time  the  patient  has 
been  under  observation,  the  preliminary  treat- 
ment, if  any;  the  amount  of  malarial  blood  inoc- 
ulated and  whether  administered  intravenously, 
subcutaneously,  or  intramuscularly;  the  reaction, 
if  any;  the  incubation  period;  further  observa- 
tions and  any  complications;  the  effect  of  treat- 
ment on  the  serology,  including  the  cell  count, 
its  effect  on  the  globulin  content  and  colloidal 
gold,  and  the  ultimate  result  of  this  treatment. 
In  the  event  of  death,  if  the  body  is  autopsied, 
the  accurate  necropsy  findings  should  be  reported. 
If  we  standardize  our  work  to  show  what  we 
have  done  and  compare  it  with  the  work  of  other 
investigators,  we  will  derive  some  information 
which  will  prove  of  assistance  to  us  in  ultimately 
determining  the  value  of  this  form  of  treatment. 
I have  three  groups  of  cases  which  are  interest- 
ing. The  first  group  consists  of  7 patients  who 
have  been  under  observation  for  a period  of 
three  years;  the  second  group,  27  patients  who 
have  been  under  observation  sixteen  months,  and 
the  third  group,  38  patients,  six  months.  In  the 
first  group,  all  the  patients  were  advanced  pare- 
tics. The  second  group  were  showing  consider- 
able dementia.  Of  the  third  group,  4 were  de- 
mented, 12  were  actively  psychotic  (six  mildly 
so),  16  were  early  cases,  and  6 late  cases  with 
some  euphoria. 

Of  the  first  group,  none  died  during  treatment 
and  none  have  died  following  its  completion. 
Three  are  slightly  improved,  four  much  improved 
— all  are  living  at  this  time.  All  of  these  patients 
were  at  some  time  disturbed,  necessitating  con- 
finement on  locked  wards.  There  were  some 
complications  in  these  groups;  nausea,  vomiting 
and  hyper-pyrexia  were  later  serious  complica- 
tions and  because  of  persistent  nausea  one  pa- 
tient could  not  take  quinine  by  mouth.  Seven 
patients  were  inoculated  by  the  subcutaneous 
method,  the  others  intravenously.  The  period  of 
inoculation  was  from  six  to  twelve  days,  the 
paroxysms  ranged  from  five  to  sixteen.  An  atyp- 
ical or  irregular  course  of  temperature  was  the 
rule.  One  patient  had  a chill  and  a rise  of  tem- 
perature every  24  hours  throughout  the  attack; 
there  were  free  intervals  ranging  from  five  to 
ten  days,  but  these  were  no.t  succeeded  by  parox- 
ysms of  greater  intensity,  neither  could  plasmodia 
be  demonstrated  in  the  blood  at  all  times.  Fre- 
quent examinations  of  the  blood  were  made  and 
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the  number  of  parasites  per  100  fields  noted. 
Some  investigators  have  reported  that  the  in- 
tensity of  the  paroxysms  is  not  dependent  on 
the  number  of  parasites  per  field,  but  it  v/as  in 
our  cases.  In  one  case  there  was  improvement 
for  three  months  after  inoculation,  then  the  pa- 
tient began  losing  weight  and  he  became  worse 
mentally.  A second  inoculation  was  then  done 
and  following  this  patient  gained  weight,  his  gen- 
eral condition  improved  and  it  was  not  necessary 
to  retain  him  on  the  locked  ward.  This  patient 
was  also  given  intensive  anti-syphilitic  treatment. 
All  of  the  original  7 cases  were  inoculated  twice, 
some  of  them  three  times;  the  last  two  attempts 
to  inoculate  the  original  7 cases  failed.  Four 
of  these  cases  in  the  first  group  are  on  an  open 
ward,  two  are  on  closed  wards  and  one  has  re- 
turned home  to  his  work.  Twelve  of  the  patients 
in  these  groups  who  received  the  inoculation  ma- 
laria treatment  are  now  maintained  on  closed 
wprds.  Of  these  twelve  cases,  one  is  disturbed 
but  his  physical  condition  is  good,  seven  are  very 
much  deteriorated,  three  are  improving  and  may 
become  open  ward  cases.  Of  those  on  locked 
wards,  three  are  of  the  original  7 under  observa- 
tion; five  are  of  the  third  group  under  observa- 
tion six  months,  and  the  others  are  from  group 
No.  2 who  have  been  under  observation  sixteen 
months.  Eighteen  patients  have  returned  home 
and  have  resumed  gainful  occupations.  Twenty- 
two  are  engaged  in  active  out-door  work  on  the 
farm  and  they  may  eventually  return  to  their 
homes.  Nine  have  travelled  a long  way  “on  the 
road  to  dementia”  and  one  seems  hopeless  and 
will  probably  die  of  paresis.  Two  cases  died  dur- 
ing the  treatment,  one  from  pneumonia,  and  the 
other  following  an  epileptiform  seizure.  It  has 
been  our  observation  that  demented  types  show- 
ing decided  mental  deterioration  do  not  improve 
and  that  the  manic  or  expansive  types  do  im- 
prove. One  patient  who  had  been  treated  by 
inoculation  with  malaria  blood  and  had  been  un- 
der observation  several  months  developed  acute 
mastoiditis  which  required  mastoidectomy.  This 
patient  was  one  of  the  worst  cases  you  could 
possibly  see,  he  was  filthy  in  his  habits,  would 
chew  up  his  bed  clothing,  tear  up  his  pajamas, 
and  had  to  be  kept  in  restaint  at  times.  He  im- 
proved very  rapidly  after  he  recovered  from  his 
mastoid  infection  and  has  returned  home  and 
has  resumed  his  former  occupation.  One  patient 
under  our  observation  had  a remission  following 
an  attack  of  pneumonia. 

As  to  the  changes  in  serology. 

In  the  first  group,  all  have  negative  Wasser- 
mann  reactions  on  the  blood  and  spinal  fiuid, 
the  gold  curve  is  negative,  in  5,  modified  in  1, 
and  unchanged  in  1.  In  the  second  group,  the 


blood  and  spinal  fluid  is  negative  in  7,  the  blood 
is  negative  in  15  cases,  and  the  spinal  fiuid  is 
strongly  positive  in  5,  and  weakly  positive  in  10 
cases.  In  the  third  group,  the  blood  Wassermann 
is  definitely  negative  in  all  execept  6 cases,  re- 
maining strongly  positive  in  these. 

The  study  of  the  spinal  fluid  has  not  been  com- 
pleted in  the  last  group. 

Just  exactly  what  the  histo-pathology  is  in  each 
one  of  these  cases  which  we  have  diagnosed  as 
paresis  we  are  unable  to  state.  The  pathology  of 
general  paralysis  of  the  insane  has  been  clearly 
outlined  by  competent  pathologists  and  we  can 
now  accept  this  outline  as  definite  and  indispu- 
table. Do  we  sometimes  report  cases  of  diffuse 
interstitial  cerebral  syphilis  as  cases  of  paresis? 
Do  we  sometimes  confuse  other  forms  of  neuro- 
syphilis with  paresis?.  There  is  food  for  thought 
here.  Let  us  get  as  many  complete  and  accurate 
necropsy  reports  as  possible  before  we  make  our 
final  conclusions  as  to  the  efficacy  of  this  form  of 
treatment. 

I thank  you. 

Dr.  H.  R.  Unsworth  (closing)  : Personally,  I 

have  had  no  mortality.  My  conclusions  have  been 
drawn  mostly  from  observation  and  contact  with 
the  literature.  You  have  to  believe  what  you 
see.  You  saw  tonight.  I do  not  think  there  is 
any  better  proof  that  malaria  is  worth  while  than 
this  one  case  brought  here  to  demonstrate  its 
value. 

There  is  a very  definite  thing  everyone  knows, 
that  is,  that  clinical  symptomatology  does  not  run 
to  the  serological  reactions  will  all  be  negative. 
It  is  a year,  or  longer,  before  you  can  expect 
any  change  in  your  serology.  I personally  have 
hertofore  always  accepted  paresis  as  the  terminal 
stage  in  cerebro-spinal  lues.  In  microscopic  exam- 
ination of  the  paretic  brain  following  malaria 
therapy  they  are  unable  to  demonstrate  any  pa- 
thology; it  seems  to  me  that  the  same  thing  must 
hold  good  in  cerebro-spinal  lues.  I have  seen 
some  very  definite,  purely  psychic,  results  in  pa- 
tients who  were  paretics;  I believe  your  improve- 
ment is  definitly  psychic,  that  your  result  is  in 
the  psychic  field  and  not  organic.  Your  man 
who  was  not  oriented,  under  malaria  treatment 
becomes  oriented. 

I am  perfectly  enthusiastic  about  this  therapy 
and  to  my  mind  it  is  certainly  the  treatment  to 
employ  in  paresis.  The  earlier  it  is  given  the  bet- 
ter the  result.  It  is  quite  obvious  that  if  you 
take  an  individual  with  deterioration  and  inocu- 
late him  with  an  acute  disease  you  are  going  to 
kill  him  occasionally. 
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THE  PROBLEMS  OF  UREMIA.* 

J.  H.  MUSSER,  M.  D.,t 
New  Orleans. 

Before  undertaking  to  discuss  with  you 
the  clinical  and  the  etiologic  problems  of 
this  disease,  not  to  mention  the  unusual 
findings  that  we  get  from  the  study  of 
blood  chemistry  and  the  urine,  I think  it 
might  be  well  to  define  just  what  is  under- 
stood by  uremia.  The  general  conception 
of  this  term  is  that  it  is  a peculiar  psycho- 
motor disturbance  characterized  by  certain 
symptoms  which  are  toxic  in  origin.  This 
definition  applies  to  the  type  of  uremia 
which  we  usually  picture  in  our  minds  as 
being  uremia,  but  I should  prefer  to  make 
my  definition  even  more  broad  than  this 
and  include  in  it  types  of  response  of  the 
human  organism  to  any  failure  of  the 
kidney  function.  This  certainly  is  a most 
inclusive  definition  and  will  allow  and 
permit  of  a rather  broad  discussion. 

If  I then  define  uremia  as  an  intoxica- 
tion caused  by  renal  dysfunction,  it  might 
be  well  to  mention  the  functions  of  the 
kidney  which  are  disturbed  as  a result  of 
nephritis,  in  the  majority  of  cases,  but 
which  may  be  disarranged  by  some  condi- 
tion which  has  no  bearing  whatsoever  upon 
inflammatory  or  proliferative  changes  in 
the  kidney  such  as  we  see  when  we  have 
urinary  suppression  secondary  to  prostatic 
obstruction. 

The  primary  functions  of  the  kidney  are 
five  in  number : 

1.  Secretion  of  water. 

2.  Elimination  of  waste  products  by 
nitrogen  metabolism. 

3.  The  maintenance  of  optimum  con- 
centration of  salts  in  fluids  and 
tissues. 


*Read  by  invitation  before  the  Mississippi 
State  Medical  Association,  Meridian,  Miss.,  May 
9,  1928. 

t(From  the  Department  of  Medicine,  Tulane 
University  School  of  Medicine.) 


4.  The  elimination  of  acids. 

5.  The  excretion  of  toxic  materials  ar- 
tificially introduced. 

The  simplest  of  these  functions  is  the 
excretion  of  water,  the  normal  individual 
passing  from  1,000  to  11,500  cc.  in  24  hours. 
The  waste  products  of  nitrogen  metabo- 
lism include  those  substances — urea,  uric 
acid,  creatinin,  which  we  find  of  value  in 
determining,  by  blood  chemical  methods, 
their  percentage  quantities  in  a given 
amount  of  blood.  The  kidney  is  able  to 
excrete  in  the  urine  by  a process  of  con- 
centration enormous  quantities  of  urea 
and  other  waste  products.  The  concentra- 
tion in  the  urine  may  be  seventy-two  times 
that  of  the  blood.  However,  if  this  ability 
to  concentrate  is  lost,  as  it  is  in  many  cases 
of  nephritis,  we  find  a piling  up  of  these 
waste  products  in  the  blood,  recognized  by 
certain  clinical  symptoms  which  are  often 
very  hazy  and  indefinite,  as  well  as  by  an 
examination  of  the  blood.  The  third  func- 
tion of  the  kidney  has  to  do  with  the 
proper  balance  of  salts,  of  which  sodium 
chloride  is  by  far  the  most  important. 
Normally  the  kidney  is  well  able  to  do 
this,  excreting  an  excess  of  chloride  and 
maintaining  in  the  blood  a uniform  con- 
centration of  this  salt.  If  this  particular 
function  of  the  kidney  fails,  however,  we 
have  salt  accumulating  in  the  tissues,  as 
the  concentration  of  the  blood  is  remark- 
ably stable,  and  to  maintain  the  proper 
osmotic  pressure  fluid  goes  into  the  tissues, 
producing  edema.  The  fourth  function  of 
the  kidney  is  an  important  one.  Acids  are 
formed  during  the  process  of  metabolism. 
By  its  action  with  buffer  salts,  the  kidney 
is  able  to  excrete  large  quantities  of  acids 
in  the  course  of  a day — 60  to  70  cc.,  or 
expressed  somewhat  differently,  from  3 to 
31/2  grams  of  sulphuric  acid  each  day 
passes  through  the  normal  kidney.  If  this 
does  not  happen,  we  have  a condition  of 
acidosis  which,  however,  never  attains  the 
degree  of  severity  which  characterizes  the 
acidosis  of  diabetes,  for  example,  in  which 
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condition  abnormal  acids  are  formed  in  the 
body.  The  last  function  of  the  kidney  is, 
of  course,  an  extremely  important  one  and 
yet  it  is  one  which  does  not  manifest  itself 
very  frequently  clinically.  One  of  the 
misfortunes  of  this  organ  is  that  this  par- 
ticular function  may  often  be  very  harm- 
ful and  dangerous  to  it.  The  elimination 
of  streptococci  and  other  products  pro- 
duces inflammatory  changes.  The  excre- 
tion of  mercury  will  cause  a severe 
nephritis  and  often  death. 

In  uremia  these  various  functions  of  the 
kidney  are  disturbed  and  disturbed  in 
many  and  numerous  ways.  Just  why  the 
various  symptoms  should  appear  we  can- 
not always  say,  nor  can  we  attempt  to 
prognosticate  just  when  such  symptoms 
may  appear.  Furthermore,  it  is  impossible 
in  the  majority  of  cases  to  correlate  the  clin- 
ical syndrome  with  the  pathologic  picture 
and,  lastly,  we  are  unable  to  state  just 
what  is  the  ultimate  and  basic  cause  of 
uremia.  Various  theories  have  been  ad- 
vanced, the  earliest  one,  of  course,  being 
that  urea  is  retained  in  the  blood,  but  we 
know  that  urea  alone  is  not  capable  of  pro- 
ducing the  symptoms  of  uremia  and  we 
know  also  that  uremia  occurs  without 
marked  nitrogen  retention.  While  it  is 
true  that  urea  in  excess  does  not  produce 
the  symptoms  of  uremia,  nevertheless  it  is 
quite  possible  that  there  might  be  increased 
concentration  of  the  other  nitrogen  waste 
products,  such  as  creatinin  and  uric  acid. 
There  is  also  the  further  possibility  that 
there  may  be  more  complex  fractions  of 
the  non-protein  nitrogen  in  the  blood 
which  may  be  responsible  for  the  condition. 
The  possibility  of  decomposition  products 
of  these  nitrogenous  retention  materials 
has  been  suggested,  but,  on  the  other  hand, 
these  have  never  been  shown  to  be  toxic. 
It  is  possible  that  uremia  may  be  due  to 
disturbance  of  internal  secretion  of  the 
kidney  or  to  the  sending  into  the  circula- 
tion of  toxic  material  from  disintegrated 
kidney  cells.  Phenol  derivatives  have  also 
been  suggested.  In  certain  types  of  uremia. 


spoken  of  as  the  moist  type,  very 
frequently  the  symptoms  may  be  due  to 
cerebral  edema,  as  is  seen  in  the  so-called 
moist  type  of  uremia.  The  one  definite 
positive  information  that  we  have  has  come 
from  the  researches  of  Nellis  Foster,  who 
has  been  able  to  isolate  from  the  blood  of 
uremic  patients  who  had  the  convulsive 
type  of  uremia,  a crystalline  substance 
which  when  injected  into  animals  could 
reproduce  the  psychoneuromotor  syn- 
drome of  uremia.  This  certainly  repre- 
sents a type  of  uremia  which  is  due  to 
some  abnormal  product  of  metabolism. 

From  the  clinical  point  of  view  we  are 
accustomed  to  divide  uremia  into  three 
main  types  — the  one  associated  with 
marked  nitrogen  retention  associated  with 
psychoneuromotor  symptoms  and  often 
spoken  of  as  the  dry  type  of  uremia;  and 
the  moist  type  without  marked  nitrogen 
retention  but  with  a retention  of  chlorides. 
Lastly,  we  have  the  type  in  which  the 
toxic  substance  of  Foster  has  been  found. 
This  manifests  itself  chiefly  in  epilepti- 
form-hke  convulsions.  The  first  two  types 
are  just  as  much  uremic  in  their  origin 
and  manifestation  as  is  this  third  type 
which  presents  the  classic  picture  of 
uremia.  The  type  with  nitrogen  retention, 
seen  probably  more  beautifully  in  mercury 
poisoning  than  in  any  other  one  condition, 
presents  none  of  the  outstanding  features 
of  uremia.  These  patients  frequently  go 
off  into  a quiet  sleep  after  becoming  more 
and  more  comatose  and  at  no  time  have 
any  unusual  complaints.  This  is  illustrated 
very  well  by  a patient,  J.  P.,  a young 
woman,  aged  27,  who  took  three  one-half 
gram  tablets  of  bichloride  of  mercury. 
The  patient,  after  the  preliminary  vomit- 
ing and  purging,  apathetically  lay  in  bed, 
was  quiet,  but  talked  until  the  eleventh 
day  of  her  disease,  when  she  sank  into  a 
coma  from  which  she  could  not  be  aroused, 
and  she  died  within  two  hours.  The  moist 
type  of  uremia,  likewise,  does  not  show 
any  very  unusual  symptoms  suggestive  of 
renal  insufficiency  in  a sense  that  we  have 
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psychic  and  nervous  manifestations. 
Extreme  edema  of  the  brain  produces 
somnolence  and  then  sleep.  Illustrative  of 
this  type  is  the  case  of  Mrs.  M.  M.,  an  old 
lady  of  65  years  of  age,  who  was  admitted 
to  the  hospital  during  a period  of  uncon- 
sciousness, which  when  she  was  aroused 
from  was  not  accompanied  by  any  prelim- 
inary signs  or  symptoms.  Blood  pressure 
was  not  unduly  raised,  non-protein  nitrogen 
was  not  unduly  high,  phthalein  elimination 
was  good.  Urine  showed  a considerable 
amount  of  albumin,  fairly  high  specific 
gravity,  numerous  casts.  Another  case  is 
that  of  Mrs.  P.  T.,  who  came  into  the  hos- 
pital with  rather  pronounced  anasarca. 
This  patient  also  had  marked  increase  in 
her  blood  pressure,  some  cardiac  enlarge- 
ment, stupor,  fairly  high  non-protein 
nitrogen,  in  the  urine  a large  amount  of 
casts  and  great  quantities  of  albumin,  to- 
gether with  a phthalein  elimination  which 
varied  between  15  and  25.  While  in  the 
hospital  she  several  times  became  ex- 
tremely stuporous  and  had  numerous 
attacks  of  paroxysmal  dyspnea.  She  repre- 
sents the  moist  type  and  shows  quite 
clearly  that  there  can  be  no  absolute  and 
definite,  clearcut  delimitation  of  the  one 
type  from  the  other.  J.  M.  S.,  on  the  other 
hand,  45  years  of  age,  was  admitted  to  the 
hospital  with  convulsions  which  came  on 
suddenly.  This  patient  had  failure  of 
vision,  blood  pressure  of  210/160,  a low 
non-protein  nitrogen,  never  above  normal 
figures,  specific  gravity  which  was  inva- 
riably low,  a fair  degree  of  albumin  and  a 
low  phthalein  elimination,  which  increased 
from  18  per  cent  on  admission  to  55  per 
cent  at  the  time  of  his  discharge.  This 
patient  was  the  convulsive  type  of  uremia, 
yet  she  had  physical  examination  and 
urinary  findings  which  were  rather  un- 
usual for  a condition  with  outstanding 
manifestations  such  as  this  convulsive 
type. 

The  Manifestations  of  Uremia.  I have 
given  three  histories  briefly  rather  from 
the  point  of  view  of  illustrating  severe 


types  of  uremia  rather  than  to  call  atten- 
tion to  the  manifestations  of  the  condition. 
These  are  so  obvious  that  they  would  not 
be  likely  to  occasion  much  difficulty  in 
diagnosis.  On  the  other  hand,  employing 
the  broad  definition  that  we  have  given  for 
uremia,  a tremendous  number  of  patients 
are  observed  with  symptoms  which  are  un- 
doubtedly due  to  the  effects  of  kidney 
insufficiency  and  for  that  reason  are  really 
manifestations  of  uremia. 

Urinary  Symptoms.  Given  a patient 
with  indefinite,  irregular,  vague  and  atypi- 
cal symptoms,  it  is  wise  always  to  suspect 
uremia.  The  first  study  that  is  made  after 
the  history  has  been  taken  and  physical 
examination  has  been  completed  would  be 
the  examination  of  the  urine.  Here  we 
find  tremendous  discrepancies  which  are 
often  puzzling  and  indefinite.  Albumin 
may  be  present  in  large  quantities  or  it 
may  be  absent.  Casts  may  or  may  not  be 
present.  I have  seen  patients  with  marked 
edema  give  a normal  phthalein  output. 
Why  we  should  get  these  marked  varia- 
tions in  the  urinary  symptoms  is  one  of 
the  puzzles  of  this  condition. 

Psychoneuromotor  Symptoms.  The  psy- 
choneuromotor symptoms  are  of  great 
importance  in  the  diagnosis  of  uremia. 
The  psychic  syndrome  is  on  the  whole  de- 
cidedly more  important  than  is  the 
neuromotor.  The  psychic  symptoms  may 
range  from  a low  grade  delirium  to  pro- 
nounced excitable  states.  At  times  the 
patient  suffers  from  hallucinations.  At 
other  times  they  may  be  stuperous  or  even 
comatose.  Delirium  at  night  is  fairly 
common  and  insomnia  is  a distressing 
symptom  even  in  those  patients  who  are 
most  stuperous.  The  nervous  manifesta- 
tions include  attacks  of  paraplegia  or 
hemiplegia,  asphasia,  neuralgias  and  head- 
ache. Of  these  neuromotor  symptoms, 
most  interesting  are  those  associated  with 
transient  loss  of  power  in  the  extremities 
or  with  aphasia.  Oftentimes  this  phenom- 
enon is  extremely  short  and  may  disappear 
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in  an  hour  or  two.  At  other  times  it  may 
last  for  twenty-four  hours.  Headache  is 
one  of  the  annoying  symptoms.  This  is 
almost  invariably  present  and  at  times 
reaches  a high  degree,  causing  intense 
suffering  of  the  patient.  The  uremic  neu- 
ralgias are  fairly  common.  I have  seen 
pain  in  various  parts  of  the  body  explicable 
only  upon  this  basis. 

Respiratory  Symptoms.  Cheyne-Stokes’ 
respiration  is  extremely  frequent,  but  it  is 
found  in  a good  many  other  conditions. 
Paroxysmal  dyspnea  seen  at  night  is  in  the 
same  category,  but  true  pumonary  edema 
may  be  said  in  many  cases  to  depend 
entirely  upon  impairment  of  kidney 
function. 

Cardiovascular  Manifestations.  Hyper- 
trophy of  the  heart  and  high  blood  pres- 
sure are  a constant  finding  in  the  most 
frequent  type  of  nephritis — namely,  the 
chronic  nephritis  without  edema.  In  other 
types  of  nephritis  these  findings  are  not 
always  observed,  but  because  of  the  fact 
that  the  chronic  type  without  edema  is  so 
common,  we  are  accustomed  to  associate 
the  high  pressure  and  hypertrophy  of  the 
heart  with  uremia.  It  is  quite  compatible 
with  having  true  uremia  to  have  a low 
blood  pressure.  Riesman*  reports  a case  in 
which  the  systolic  pressure  was  only  84. 

Ocular  Symptoms.  In  many  cases  our 
diagnosis  of  uremia  can  be  made  only  upon 
correlation  of  the  whole  symptom  complex. 
One  of  the  most  important  examinations 
to  be  made  is  the  use  of  the  ophthalmo- 
scope which  may  show  many  changes 
which  are  essential  in  building  up  the 
clinical  picture.  The  occurrence  of  choked 
discs,  neuroretinitis  and  exudates  on  the 
retina  may  be  findings  which  will  finally 
determine  the  nature  of  the  condition. 

The  Prognosis.  It  is  impossible  to  tell 
what  the  ultimate  outcome  will  be  in 
patients  who  present  the  subjective  and 
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objective  phenomena  of  uremia.  The  in- 
dividual who  develops  uremia  as  a result 
of  urinary  suppression  from  a large  pros- 
tate, for  example,  may  live  on  for  years 
after  the  condition  which  caused  the  sup- 
pression has  been  removed.  The  patient 
with  symptoms  of  uremia  following  scarlet 
fever  may  entirely  recover  and  never  have 
a sign  or  symptom  afterward  indicative  of. 
renal  insufficiency.  Even  in  fairly  ad- 
vanced and  well  marked  cases  of  nephritis, 
the  patient  may  live  for  years.  I have  in 
mind  a far  advanced  cases  which  I have 
followed  for  three  years.  E.  B.  came  under 
my  observation  early  in  1925  when  he  was 
brought  into  the  hospital  because  of  sud- 
den unconsciousness.  He  had  a blood 
pressure  of  230/150.  He  was  in  coma  for 
forty-eight  hours  and  then  came  out  of  it. 
His  non-protein  nitrogen  was  high,  albu- 
min was  9 per  cent,  phthalein  elimination 
20.  On  and  off  for  the  next  three  years 
he  came  into  the  hospital  for  a short  time 
on  account  of  headache  or  because  he  had 
been  picked  up  unconscious.  His  eye  were 
almost  blind  and  he  had  extremely  high 
pressure,  yet,  except  for  these  annoying 
attacks  of  unconsciousness  he  was  able  to 
carry  on  and  make  his  living.  When  he 
was  finally  brought  into  the  hospital  a few 
weeks  ago  he  developed  urinary  suppres- 
sion from  a large  prostate  and  died  in  the 
course  of  a few  days. 

Treatment.  It  hardly  seems  advisable 
to  go  into  a detailed  discussion  of  the 
treatment  of  uremia.  It  boils  down  to  two 
main  features.  First,  remove  the  cause,  if 
possible.  If,  unfortunately,  it  is  not  pos- 
sible to  remove  the  cause,  then  encourage 
elimination  by  the  drinking  of  large  quan- 
tities of  water,  free  purgation  and  some- 
times sweating.  There  are  one  or  two 
features  in  the  treatment  that  I would 
suggest  should  not  be  overlooked:  First, 
diet;  second,  venesection;  third,  diuretics. 
The  diet  should  be  plain  and  non-irritating. 
Milk  is  the  food  that  can  best  be  taken 
and  its  value  may  be  enhanced,  when  the 
patient’s  stomach  is  extremely  irritable,  by 
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adding  carbonated  water.  Cereals  are  of 
value  and  they  should  be  well  sweetened  in 
order  to  get  the  caloric  effect  of  the  sugar. 
Well  sweetened  fruit  juices  are  also  advis- 
able to  give  the  patient  and  sometimes  can 
be  retained  when  milk  cannot.  Under  any 
circumstances,  as  soon  as  the  patient  has 
recovered  from  his  acute  manifestations  of 
uremia,  do  not  be  afraid  to  give  him 
plenty  of  food  and  always  give  a sufficient 
amount  of  protein  food  without  fear. 
Nitrogen  equilibrium  may  he  obtained  with 
approximately  a gram  of  protein  per  kilo 
of  body  weight. 

Venesection.  In  active  uremia,  venesec- 
tion is  incomparable.  For  the  patients 
with  the  severe  headaches  without  any 
other  psycho-motor  symptoms,  venesection 
is  also  of  value.  That  same  thing  applies 
to  the  individual  with  high  blood  pressure. 
In  these  cases  rather  frequently  repeated 
small  venesections  are  best  adapted.  For 
the  extremely  severe  headaches  which  does 
not  respond  to  the  ordinary  forms  of  treat- 
ment, I have  found  lumbar  puncture  ex- 
tremely valuable. 

Diuretics.  A word  about  these  much 
abused  preparations.  Keep  away  from 
them.  Their  action  on  the  kidney  in  the 
great  majority  of  cases  is  primarily  a 
stimulation  followed  by  secondary  ex- 
haustion. Their  beneficial  effect  is  ex- 
tremely temporary  and  their  after  effect 
is  usually  markedly  deleterious.  Under 
no  circumstance  would  I recommend  their 
employment. 

DISCUSSION. 

Dr.  W.  A.  Dearman  (Gulfport) : I deem  it  a 

privilege  to  have  an  opportunity  to  discuss  this 
classical  paper  of  Dr.  Musser’s.  He  has  very 
clearly  enunciated  the  etiology  of  types  of  uremia 
that  may  come  under  our  vision,  and  the  blood 
changes  as  well  as  the  urinary  findings.  There 
is  no  question  but  what  many  a man  has  died 
of  uremic  coma  with  a normal  blood  history  and 
a normal  urinalysis.  It  is  puzzling  and  baffling 
sometimes  to  have  to  think  of  this.  I am  glad 
to  hear  Dr.  Musser  condemn  diuretics  in  uremic 
cases  of  any  kind.  I have  a patient  who,  before 
I saw  him,  had  been  to  a neurologist.  He  was 
completely  blind  because  of  retinal  edema.  Dr. 


Musser  brought  out,  I remember,  clearly  the 
cerebral  symptoms.  However,  a few  nights  ago 
a patient  was  in  rather  a comatose  state,  violent 
headache  and  occasionally  some  nausea  and  vom- 
iting, and  a Cheyne-Stokes  respiration.  I found 
him  nervous,  under  the  influence  of  morphin,  and 
I suggested  to  the  doctor  with  whom  I was  in 
consultation,  that  he  discontinue  the  opiate  and 
his  respiration  cleared  up  promptly.  I saw  that 
also  in  a child.  Dr.  Musser  also  condemned,  as 
I say,  the  diuretic  treatment.  It  will  not  do  to 
stimulate  and  inflame  the  kidneys,  for  they  are 
not  functioning  well  any  way.  They  are  doing 
all  the  work  they  can  possibly  do.  To  stimulate 
them  further  is  not  unlike  whipping  a horse  after 
it  had  fallen  in  the  road  completely  exhausted. 
I have  a patient  now  who  had  been  taking  15 
grains  of  pmorphin  for  sometime,  and  enough 
poison  was  being  eliminated  into  his  kidneys  to 
set  up  an  exacerbation  of  a pre-existing  nephritis. 
They  had  given  him  30  minims  or  about  2 cc.  of 
spirits  of  nitre  every  hour  and  a half,  and  they 
added  to  that,  which  was  about  the  last  straw  to 
break  the  camel’s  back,  15  drops  of  spirits  of 
turpentine  every  four  hours,  and  were  doing  that 
for  four  days.  He  was  as  blind  as  a bat.  I pre- 
sume he  is  dead  now,  I don’t  know. 

The  uremic  state  will  offer  a complex  occa- 
sionally. They  are  usually  well  delineated  or 
clear  in  the  minds  of  men  from  investigation. 
Dr.  Musser  brought  out  the  importance  of  the 
eye  being  carefully  examined.  This  is  very  im- 
portant, indeed,  and  will  even  give  you  a clue  to 
what  is  going  on  when  other  symptoms  are  in 
doubt.  There  are  certain  defined  conditions  in  the 
fundi  which  will  lead  us  to  an  accurate  diagnosis. 
I see  much  cerebral  arteriosclerosis,  sometimes 
with  retinal  changes  closely  similating  those  of 
the  uremic  state.  I think  this  paper  very  illum- 
inating and  one  that  is  timely. 

Dr.  W.  W.  Crawford  (Hattiesburg) : Mr. 

Chairman  and  Gentlemen:  We  have  not  gotten 

away  from  our  appreciation  and  veneration  for 
our  professors.  When  I was  a student  in  Phila- 
delphia I used  to  hear  Dr.  Musser  at  the  Univer- 
sity of  Pennsylvania  on  rare  occasions,  and  I was 
quite  impressed  with  his  astuteness  as  a teacher 
of  medicine,  and  today  it  is  my  privilege  to  stand 
up  and  discuss  a paper  by  his  honored  son.  We 
are  very  glad  indeed  to  number  among  the 
teachers  of  medicine  in  the  South,  Dr.  J.  H. 
Musser.  It  goes  without  saying  that  his  contri- 
bution to  this  program  today  is  replete  with 
valuable  information.  It  is  further  apparent  that 
any  discussion  on  my  part  would  lend  nothing  to 
the  information  to  be  acquired  from  this  paper. 

I was  very  glad  to  hear  Dr.  Musser  say  that 
uremia  is  a rather  will-o-the- wisp-sort  of  thing. 
You  can’t  put  your  finger  on  it.  You  see  things 


Musser — The  Problems  of  Uremia 


ITd 


that  it  does  to  the  body,  but  you  are  not  so  sure 
from  what  particular  chemical  source  they  are. 
Dr.  Bourchard,  you  will  remember  years  ago, 
demonstrated  that  a patient  might  have  uremia 
for  several  days  and  yet  not  develop  uremic 
symptoms,  certainly  not  uremic  coma,  which  means 
of  course  that  that  thing  we  denominate  uremia 
did  not  operate  in  that  particular  patient’s  ex- 
perience. Of  these  cases  of  uremia  that  we 
constantly  see,  cases  in  which  the  uremia  is  a 
chronic  manifestation,  particularly  those  compli- 
cated by  hypertension  associated  with  nephritis, 
we  may  say  that  we  have  a condition  that  can- 
not be  rectified,  and  therefore  we  must  be  ever 
on  guard  to  keep  our  patient  in  the  best  possible 
condition  if  he  is  to  live  for  a number  of  years. 

Speaking  of  the  surgical  aspects  of  uremia,  a 
great  many  patients  come  into  serious  trouble  in 
the  surgeon’s  hands,  if  the  surgeon  fails  to  recog- 
nize the  necessity  of  estimating  the  functional 
capacity  of  the  kidney  before  operating.  Time 
and  again  we  have  seen  patients  who  were  secret- 
ing an  adequate  supply  of  negative  urine,  and  yet, 
when  we  made  a real  functional  test,  we  would 
be  apprised  of  the  fact  that  the  kidney  wa?  totally 
incompetent,  and  that  if  an  operation  of  any 
special  moment  with  ether  anesthesia  was  done 
on  such  a patient,  we  should  have  regretted  it. 

We  are  coming  to  appreciate  in  surgery  more 
and  more  the  importance  of  a pre-operative  prep- 
aration of  our  patients,  and  there  is  no  factor 
that  is  so  significant  as  the  recognition  of  this 
question  that  leads  to  the  condition  that  you  call 
uremia.  Just  so  surely  as  we  operate  on  a patient 
with  a low  renal  function  test,  just  so  surely  shall 
we  get  into  trouble.  Unfortunately,  when  you 
recognize  the  fact  that  the  kidney  is  incompe- 
tent, however  urgent  the  operation  may  be,  it  is 
best  to  let  it  along.  Time  and  again  have  we 
had  occasion  to  say  to  a patient  who  should  have 
surgery,  that  we  can  not  afford  to  operate  because 
of  the  fact  that  there  is  an  incompetent  kidney. 
I enjoyed  the  doctor’s  paper  very  much  and  want 
to  congratulate  the  Mississippi  State  Medical 
Association  on  having  him  as  its  guest. 

Dr.  L.  iS.  Lippincott  (Vicksburg) : I have  en- 

joyed this  paper  very  much.  Nephritis  in  general 
is  one  of  the  most  important  subjects  and  I would 
like  to  ask  Dr.  Musser,  if  I may,  what  signifi- 
cance he  puts  on  the  retention  or  non-retention  of 
uric  acid  in  kidney  disease,  particularly  in  uremia. 
We  were  taught  at  one  time  that  uric  acid  was 
the  first  of  these  products  to  be  retained,  and  at 
that  time  we  thought  it  was  very  important  that 
we  get  back  at  early  kidney  disease.  It  has  not 
worked  out  so.  It  is  not  an  early  product  and 
it  isn’t  always  a later  product.  I would  appre- 
ciate very  much  the  doctor’s  opinion  on  that. 

Dr.  J.  H.  Musser  (closing) : First,  I want  to 

express  my  appreciation  to  you  for  inviting  me 


here  today,  and  giving  me  an  opportunity  of 
talking  to  this  splendid  body  of  men.  I thank 
Drs.  Dearman,  Crawford,  and  Dr.  Lippincott  also, 
for  their  points  of  discussion.  In  regard  to  the 
question  Dr.  Lippincott  asked,  I think  that  uric 
acid  is  to  a certain  extent  a sign  of  some  value. 
You  can  not  say  definitely  and  positively  about 
it.  The  test  of  uric  acid  is  somewhat  a bad 
prognostic  import,  I think,  of  kidney  insufficiency, 
but  it  is  not  absolute. 

The  question  of  protein  is  rather  important. 
It  is  necessary  to  maintain  the  equilibrium,  and 
to  do  that,  you  have  to  give  nitrogen  a certain 
quantity  of  protein.  The  protein  should  be 
given  by  the  mouth  and  should  be  sufficient  to 
keep  a normal  equilibrium  between  the  intake  and 
the  output,  so  don’t  be  afraid  to  give  a certain 
amount  of  protein  in  your  therapy.  It  is  quite 
essential.  I wanted  to  call  attention  to  the  fact 
that  a few  years  ago  efforts  were  made  exten- 
sively to  classify  types  of  nephritis  according  to 
the  different  types  of  anatomic  lesions  in  the 
kidney.  I have  been  following  Dr.  Henry  Chris- 
tian’s classification  of  nephritis  rather  exten- 
sively, and  that  is  a classification  which  is  based 
entirely  on  clinical  symptoms,  chronic  nephritis 
with  edema  or  without  it.  It  is  a very  simple 
classification  and  one  which  I think  is  of  great 
value  because  it  does  not  attempt  to  make  this 
differentiation  between  different  portions  of  the 
kidney  which  are  involved.  It  gives  us  rather  a 
clear  cut  easily  recognized  clinical  picture.  Again 
want  to  thank  you  very  much. 


USE  OF  MERCUROCHROME  AS  VAGINAL  ANTISEP- 
TIC IN  INDUCTION  OF  LABOR. — Evidence  is  presented 
by  Harry  Welday  Mayes,  New  York,  to  show  that  when  4 
per  cent  mercurochrome-220  soluble  is  used'  as  a vaginal 
antiseptic  prior  to  the  induction  of  labor,  the  safety  of  the 
hydrostatic  hag  is  greatly  enhanced.  For  two  and  a half  years 
the  use  of  mercurochrome  as  a vaginal  antiseptic  has  been 
adopted  as  a routine  procedure  at  the  Methodist  Episcopal 
Hospital,  and  there  have  been  3,500  deliveries  with  an  uncor- 
rected morbidity  of  8.6  per  cent.  In  a series  of  ninety-three 
induced  deliveries  in  the  period  from  1917  to  1924  there  was 
a morbidity  of  29  per  cent,  with  an  average  of  2.08  days 
of  morbidity  for  each  patient.  In  this  series  there  were 
eight  maternal  deaths,  a mortality  rate  of  8.6  per  cent. 
For  the  years  1917  and  1919  the  morbidity  rate  was  40  per 
cent.  Since  the  routine  use  of  mercurochrome  for  all  de- 
liveries was  instituted,  seventy-eight  patients  have  been  de- 
livered after  the  induction  of  labor  by  means  of  the  hydro- 
static bag.  During  that  time,  the  morbidity  has  been  11.5 
percent  as  compared  with  that  of  29  per  cent  in  the  earlier 
series;  that  is,  60  per  cent  less  as  compared  with  the  mor- 
bidity without  mercurochrome.  At  the  same  time,  the  mater- 
nal mortality  has  been  reduced  from  8.6  per  cent  to  1.3 
per  cent,  and  the  average  period  of  morbidity  from  2.08 
days  to  0.57  days. — J.  A.  M.  A.,  Nov.  12,  1927,  p. 
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THE  COMPLICATIONS  OF  CANCER.* 
GEORGE  T.  PACK,  M.  D.f 
Birmingham,  Ala. 

The  complications  of  cancer  are  of 
timely  interest  because:  (a)  The  initial 

symptoms  of  certain  cancers  are  heralded 
by  the  onset  of  complications,  (b)  most 
cancerous  individuals  die  from  complica- 
tions, rather  than  the  natural  progress  of 
the  disease,  (c)  complications  form  the 
most  important  barrier  to  the  successful 
treatment  of  malignancies.  In  this  short 
resume,  no  attempt  will  be  made  to  discuss 
the  signs  and  symptoms  of  cancer  of  any 
particular  organ,  nor  will  the  nature  and 
distribution  of  metastases  be  considered. 

THE  LOCAL  COMPLICATIONS. 

MECHANICAL  CONSEQUENCES  OF  THE 
PRESENCE  OF  CANCER. 

The  mechanical  disorders  induced  by 
volumetric  increase  of  a malignant  neo- 
plasm are  no  different  than  those  produced 
by  benign  tumors.  Epitheliomas  and 
gliomas  of  the  brain  give  the  same  syn- 
dromes of  intra-cranial  hypertension  as 
do  cysts  and  fibromas;  cancer  of  the  pros- 
tate provokes  the  same  troubles  as  simple 
adenomatous  hypertrophy,  plus  the  subse- 
quent effect  of  infiltration. 

By  the  time  a cancer  has  caused  stenosis 
sufficient  to  evoke  symptoms,  it  is  very 
late  in  its  course.  It  is  only  rarely  that 
absolute  stenosis  with  complete  obstruction 
of  a visceral  lumen  is  seen,  as  in  the 
esophagus,  pylorus  and  Vaterian  ampulla. 
As  a rule  the  lumen  of  any  canal,  which  is 
infiltrated  by  neoplastic  tissue,  is  a patent, 
rigid,  inextensib'le  ulcerated  tube.  The 
perverted  functioning  of  the  part,  ex- 
pressed as  recognizable  symptoms,  is 
usually  due  to  immobility  and  an  accom- 
panying spasticity. 

*Read  before  the  Alabama  State  Medical  Asso- 
ciation, Birmingham,  Ala.,  April  18,  1928. 

fFrom  the  department  of  Pathology,  School  of 
Medicine,  University  of  Alabama,  Tuscaloosa, 
and  The  Seale  Harris  Clinic,  Birmingham. 


The  orificial  stenoses  are  more  commonly 
caused  by  infilitrative  growths  than  by 
enormous  and  occluding  vegetations.  For 
instance,  scirrhous  growths  of  the  recto- 
sigmoidal  junction  cause  obstruction 
earlier  than  the  bulky,  exophytic,  vege- 
tating tumors  of  the  rectal  ampulla. 

TROUBLES  OF  DEFICIT. 

Troubles  of  true  deficit  due  to  loss  of 
function,  because  of  massive  destruction 
of  organs  by  cancer,  are  infrequent.  Only 
a very  small  portion  of  liver,  kidney 
(1/10),  thyroid  and  pancreatic  (1/8)  sub- 
stance suffices  for  the  maintenance  of  nor- 
mal function.  This  offers  the  explana- 
tion why  myxedema  is  uncommon  in 
thyroid  cancer  and  why  diabetes  practi- 
cally never  occurs  as  a result  of  pancreatic 
malignancies. 

ULCERATION. 

The  appearance  of  an  ulceration  is  a 
critical  event  in  the  history  of  any  cancer. 
The  ulcerated  cancer  is  then  no  longer  a 
latent  affection.  A new  phase  begins, 
which  is  rich  in  the  possibilities  of  acci- 
dents and  symptom-provoking  events.  This 
is  the  opportune  moment  to  issue  an  ad- 
monishment against  biopsy  of  a tumor, 
when  the  superficial  mucous  membrane  is 
unbroken,  as  in  such  locations  as  the  rec- 
tum and  bronchus. 

Ischemic  necrosis  and  infection  are  the 
two  chief  factors  which  concur  in  the  for- 
mation and  in  the  incipiency  of  neoplastic 
ulcerations.  The  neoplastic  tissues  are 
frequently  fragile;  they  are  more  vulner- 
able to  nutritional  impairment  and  irrita- 
tions than  normal  tissues.  When  tumors 
acquire  certain  sizes,  foci  of  degeneration 
appear  in  edematous  and  hemorrhagic 
zones. 

The  inflammatory  lesions  which  accom- 
pany the  neoplasia  are  generally  greatest 
at  the  periphery.  In  mucosal  cancers  of 
the  digestive  tube  in  particular,  the  inflam- 
mation of  the  mucosal  wall  is  infinitely 
more  extensive  than  the  tumor  itself.  The 
inflammatory  infiltrations  are  subacute; 
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at  the  periphery,  the  reaction  is  prolifera- 
tive and  sclerotic,  but  on  the  surface  it  is 
necrotic,  degenerative  and  suppurative. 
The  ulceration  is,  properly  speaking,  an 
ulceration  of  tissue  invaded  by  a cancer. 
This  submucosal  extension  of  cancer  and 
inflammation  together  is  especially  noticed 
among  cancers  of  the  stomach,  esopliagus 
and  large  intestine. 

Cancers  which  begin  on  the  surface,  as 
the  carcinomas  of  the  skin  and  mucous 
membrane,  commonly  ulcerate  early.  For- 
tunately malignant  skin  ulcers  have  usually 
a torpid  growth.  The  ulceration  is 
frequently  contemporary  with  their  initial 
appearance.  However,  some  deep  neo- 
plasms of  the  skin  may  propagate  early 
by  metastasis  and  remain  covered  by  intact 
epidermis  for  a long  time. 

The  simple  chronic  ulcers  and  cancerous 
ulcers  of  the  stomach  resemMe  each  other 
so  much  at  times,  that  they  are  frequently 
the  cause  of  regrettable  confusion.  In  cecal 
disease,  the  eye  of  the  surgeon  can  dis- 
tinguish the  thick  infiltration  and  blanch- 
ing of  the  obvious  cancer,  and  the  tuber- 
cles, peritoneal  nodosities  and  irregularly 
ulcerated  mucosa  of  advanced  tuberculous 
cecitis.  But  in  other  instances,  a histo- 
logical study  alone  demonstrates  with 
certitude  the  true  nature  of  the  process. 
Analagous  difficulties  exist  in  the  interpre- 
tation of  rectal  ulcers.  Ulceration  of 
tumors  of  the  breast,  tongue,  floor  of 
mouth  and  cervix  uteri  merit  weighty  con- 
sideration and  concern. 

THE  INFECTION  OF  CANCERS. 

Ulceration  opens  the  portal  of  entry  for 
organisms.  This  is  unfortunate.  Ewing 
has  observed  that  tumor  cell  mitoses  are 
much  more  numerous  in  an  infected  part 
of  a tumor  than  in  a non-infected  part  of 
jthe  same  tumor.  Pyogens  and  saprophytes 
jof  all  orders  complicate  the  ulcerative 
; lesions  of  the  skin,  mouth,  stomach,  intes- 
j tines,  rectum,  cervix  uteri  and  bronchus. 
iThe  resultant  inflammation  in  the  tumor 


has  the  same  characteristics  as  infection 
elsewhere. 

Acute  phlegmonous  or  suppurative  infec- 
tions are  but  transient  episodes  in  the 
history  of  any  cancer;  the  majority  of 
infections  are  subacute  or  chronic.  A pre- 
dominance of  polynuclear  neutrophils,  red 
blood  cells,  macrophages,  eosinophils,  and 
infant  connective  tissue  cells  indicates  the 
acuteness  of  the  infection ; the  accumu- 
lation of  small  mononuclear  cells,  the 
abundance  of  fusiform  cells  and  colla- 
genous fibers  indicate  a tendency  to 
sclerosing  proliferation.  Sclerosis  is  pro- 
tective as  well  as  inflammatory.  The 
proteolytic  digestion  of  enormous  necrotic 
and  suppurative  cancer  areas,  contributes 
to  the  fever  induced  by  the  infection. 
Microbic  infection  may  occur  not  only  in 
the  primary  tumor,  but  may  accompany 
the  metastatic  tumor  deposits  in  the  re- 
gional lymph  glands. 

Erysipelas  with  diffuse  and  tubular 
lymphangitis  occasionally  attends  cancers 
of  the  skin  and  mucous  membrane.  W.  B. 
Coley  observed  spontaneous  regression  of 
a skin  sarcoma  following  erysipelas  infec- 
tion, and  from  this  occurrence,  conceived 
of  the  preparation  of  a bacterial  toxin  for 
the  treatment  of  sarcomas  (the  well-known 
Coley’s  toxin).  I have  observed  the  heal- 
ing of  an  ulcerative  endothelioma  of  the 
parotid  gland  after  the  complication  of 
facial  wound  erysipelas. 

Ulcerative  cancers  of  the  floor  of  the 
mouth  are  frequently  followed  by  large 
adeno-phlegmons  of  the  neck.  A contrib- 
uting cause  for  this  is  the  common 
extension  of  the  sublingual  glands  through 
the  muscles  forming  the  floor  of  the  mouth. 
Diffuse  phlegmons  of  the  pelvis  minor  are 
not  uncommon  in  the  presence  of  cancers 
of  the  rectum  and  prostate. 

The  most  dangerous  cancerous  fistulas 
are  those  which  communicate  the  trachea 
and  esophagus.  The  most  frequent  can- 
cerous fistulas  are  those  which  open  be- 
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tween  the  vagina  and  urinary  bladder,  or 
between  the  vagina  and  rectum,  or  in  the 
male  between  the  urethra  and  rectum. 

HEMORRHAGE. 

The  blood  vessels  of  the  cancer,  the  same 
as  those  which  supply  normal  tissue,  are 
sensitive  to  vasomotor  influences,  so  in  cer- 
tain cases  can  become  passively  or  actively 
congested.  Under  such  circumstances  an 
important  hemorrhage  can  issue  from  an 
insignificant  vascular  lesion.  In  sarcomas 
and  large  carcinomas  of  the  kidney,  testi- 
cle, and  ovary,  infactions  frequently  re- 
sult in  extensive  interstitial  hemorrhages. 
The  friability  of  tumor  tissue,  the  mechan- 
ics of  slight  traumas,  the  changes  in  tem- 
perature and  inflammatory  congestion  and 
necrosis  by  bacterial  action,  are  the  con- 
tributing causes  to  hemorrhage. 

Infection  provokes  the  development  of  a 
richly  vascular  granulation  tissue.  As  a 
rule  the  hemorrhage  occurs  from  the  tumor 
proper  and  not  by  contact  with  the  tissues 
which  it  invades.  The  separation  of  large 
sloughs,  produced  by  necrosis  and  infec- 
tion, often  causes  violent  hemorrhage, 
when  the  necrosis  is  too  rapid  to  permit 
the  included  blood  vessels  to  become  pro- 
tectively closed  against  hemorrhage  by 
obliterative  endarteritis. 

Oftentimes  it  is  a sudden  and  unexpected 
large  hemorrhage,  which  reveals  to  the 
patient  the  existence  of  a cancer  of  the 
stomach  or  of  the  uterus.  The  direct  hem- 
orrhage from  cancers  of  the  tongue,  the 
blood  in  the  vagina  from  uterine  cancer, 
the  melena  in  cancer  of  the  rectum,  and 
hematemesis  in  cancer  of  the  stomach  are 
of  diagnostic  and  prognostic  significance. 
One  occasionally  sees  in  a cancer  of  the 
cervix,  an  arteriole  of  large  calibre,  giving 
rhythmic  jets  of  blood,  so  as  to  necessitate 
ligation.  Rupture  of  a great  vessel  as 
jugular  vein  or  lingual  artery,  may  result 
from  cancerous  infiltration  of  its  wall  and 
lead  to  profuse  hemorrhage  and  death. 


THE  SPECIFIC  VISCERAL  COMPLICATIONS  OF  CANCER. 

THE  BLOOD. 

Researchers  have  sought  for  a definite, 
unique  hematologic  form  of  cell  or  plasma 
constituent,  which  would  give  a specific 
sign  of  cancer,  or  serve  as  a prognostic 
evaluator,  but  these  efforts  have  been 
futile.  In  addition  to  hemorrhage,  most 
authors  concede  a direct  influence  of  the 
cancerous  process  on  the  hematopoietic 
system.  They  have  said  that  the  habitual 
cancer  anemia  is  established  as  the  result 
of  a sort  of  equilibrium  between  the  hema- 
toxic  and  myelotoxic  action  of  the  cancer, 
on  the  one  hand,  and  hematopoiesis  on  the 
other.  The  hematologic  syndromes  are 
those  of  either  a simple  or  a pernicious 
anemia,  i.  e.,  orthoplastic  or  dysplastic. 

When  anemia  appears  in  the  cancerous 
person,  it  is  usually  a simple,  secondary 
form.  The  red  blood  cells  have  their  nor- 
mal form;  their  response  to  hypotonic 
fragility  tests  is  normal.  The  sedimenta- 
tion time  is  normal.  The  coagulation  time 
and  bleeding  time  are  normal,  therefore 
the  accidental  profuse  hemorrhages  are 
strictly  local  phenomena  and  are  not  ex- 
pressions of  a generalized  blood  dyscrasia. 

Nucleated  red  blood  cells  are  .rarely 
found  in  the  simple  secondary  anemias. 
If  the  red  blood  count  is  fairly  high  and 
yet  normoblasts  occur,  it  may  suggest 
metastasis  to  the  bone  marrow.  Such  a 
condition  is  termed  myelophthisiccanemia. 
Data  from  the  Mayo  Clinic  indicate  that 
anemia  is  quite  common  in  cancers  of  the 
ascending  colon  and  cecum,  less  so  in  those 
of  the  transverse  colon  and  progressively 
less  common  as  the  rectum  is  approached. 

One  is  occasionally  surprised  to  observe 
an  erythrocyte  count  of  4,500,000  with  80 
per  cent  hemoglobin  in  a cancerous  patient, 
who  appears  very  pale  and  anemic.  This 
pallor  is  different  from  the  ochrodermia 
of  chlorosis  and  the  pallor  of  simple 
secondary  anemia. 
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In  the  very  rare  pernicious  form  of 
anemia  in  the  cancerous  patient,  the  hemo- 
globin percentage  is  below  50  per  cent; 
there  is  an  increased  fragility  of  the  ery- 
throcytes, a diminished  coagulability  of  the 
blood  and  a progressive  course.  The  bleed- 
ing time  is  as  high  as  25  minutes.  Normo- 
blasts abound  and  poikilocytosis  exists. 

There  are  no  specific  changes  in  the 
white  blood  counts  in  cancer;  infection 
of  the  cancerous  area  elicits  the  usual 
response. 

THE  DIGESTIVE  TUBE. 

Of  all  the  accidents  which  accompany 
the  development  of  malignancies  of  the 
digestive  tube,  the  mechanical  troubles  are 
the  most  common.  In  the  early  siege  of 
cancer  of  esophagus,  pylorus  or  intestine, 
it  is  some  interference  with  passage  of  the 
bolus,  which  often  reveals  the  tumor. 

Cancer  of  the  pharynx  and  esophagus  do 
not  cause  stomach  troubles  if  the  patient 
can  be  made  to  eat.  The  appearance  of 
the  signs  and  symptoms  of  gastro-intes- 
tinal  dysfunction  indicates  always  that  the 
patient  has  entered  into  the  period  of  com- 
plications. In  fact,  during  the  course  of 
evolution  of  gastric  cancer,  the  digestive 
symptoms  are  usually  slight  and  are 
ignored. 

The  complications  of  gastric  cancer  are 
stenosis,  anemia,  cachexia,  hemorrhage, 
uremia  and  hepatic  insufficiency  due  to  in- 
direct action  on  the  kidneys  and  liver.  The 
gastric  functions  remain  excellent  for  a 
long  time  in  patients  having  cancer  of  the 
rectum  or  large  intestine. 

Carcinoma  of  the  esophagus  is  some- 
times complicated  by  lung  abscess.  Papil- 
lary, pedunculated  and  polypoid  tumors  of 
the  small  intestine  occasionally  become  in- 
corporated in  intussusceptions  because  of 
peristaltic  traction  on  the  exposed  body  of 
the  tumor. 

THE  LIVER. 

Metastasis  into  the  center  of  the  liver  is 
^^ten  silent  and  is  discovered  only  at 


necropsy.  Cancers  of  the  ampulla  of 
Vater,  of  the  head  of  the  pancreas,  of  the 
gall-bladder  and  of  the  stomach  with 
malignant  lymphadenopathies,  produce 
alarming  symptoms  which  attract  the  at- 
tention of  the  patient.  Even  incomplete 
obstruction  of  the  bile  ducts  will  occasion 
dilatation  of  the  biliary  canals,  bile  stasis, 
augmentation  in  liver  volume,  icterus,  sup- 
pressions of  biliary  function  and  digestive 
disturbances. 

Courvoisier’s  law  owns  many  exceptions, 
but  it  is  generally  true:  In  jaundice  due 
to  pressure  on  the  common  bile  duct  from 
without,  as  from  cancer  of  the  head  of  the 
pancreas,  the  gall-bladder  is  distended, 
whereas  in  jaundice  due  to  impaction  of  a 
stone  in  the  common  duct  the  gall-bladder 
is  usually  contracted.  The  icterus  of  can- 
cer is  further  distinguished  from  the 
icterus  of  lithiasis  by  the  fact  that  the 
former  is  followed  usually  by  fever  and 
disorders  of  hepatic  insufficiency.  It  is 
very  important  to  realize  that  infection  of 
the  biliary  passages  is  the  rule,  in  those 
cases  where  obstruction  is  caused  by  a 
neoplasm. 

Oftentimes  the  icterus  is  the  only  symp- 
tom or  the  only  clinical  expression  of  the 
disease,  and  the  cause  of  it  may  be  prob- 
lematical, requiring  roentgenological  ex- 
plorations, fecal  examinations  and  re- 
searches into  pancreatic  insufficiency.  This 
icterus  is  a grave,  mortal  condition. 

THE  PERITONEUM. 

The  most  banal  of  all  peritoneal  re- 
sponses to  adjacent  cancers  is  a localized 
inflammation  or  peritonitis  in  the  neigh- 
borhood of  the  neoplasm,  which  causes 
adhesions  and  enclosed  spaces  containing 
serous  exudate.  A plastic  inflammatory 
reaction  always  accompanies  cancerous  in- 
filtration of  the  peritoneum.  Cancers  of 
the  rectum,  prostate,  uterus,  intestine, 
kidney  and  pylorus  produce  this  type  of 
peritoneal  condition. 

It  is  remarkable  that  most  of  the  cancers 
of  the  rectum,  uterus,  sigmoid  colon,  cecum 
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and  urinary  bladder  do  not  provoke  ascites 
frequently,  whereas  it  is  very  common 
after  metastases  from  stomach  and  testis. 
The  ascites  of  cancer  is  never  comparable 
in  volume  with  that  accompanying  portal 
cirrhosis  of  the  liver.  The  ascitic  fluid  is 
a lemon  yellow,  clear,  slightly  fibrinous, 
occasionally  hemorrhagic  exudate,  which 
may  show  the  cell-groups  of  Foulis,  on 
microscopical  examination  of  the  centrif- 
uged sediment. 

Chylous  or  milky  non-inflammatory  as- 
cites may  follow  occlusion  of  the  thoracic 
duct. 

The  classic  type  of  fulminating  gen- 
eral peritonitis  is  exceptional  in  cancerous 
individuals.  It  occurs  as  a terminal  in- 
fection, in  consequence  of  a precocious 
perforation  of  a cancer  or  of  an  intestinal 
obstruction,  especially  of  the  large  intes- 
tine. However,  malignant  ulcers  of  the 
gastro-intestinal  tract  seldom  perforate. 
The  suppurative  peritonitides  accompany- 
ing secondary  peritoneal  cancers,  are 
always  localized,  blockaded  pockets  of  pus; 
for  example,  one  seldom  observes  sub- 
diaphragmatic  abscess  complicating  ab- 
dominal cancer. 

THE  LUNG. 

The  tolerance  of  the  pulmonary  pa- 
renchyma to  the  development  of  neoplas- 
tic growths  is  remarkable.  Tuberculous 
infection  of  a comparative  degree  causes 
considerable  anatomical  and  functional 
disorders,  but  the  more  important  neo- 
plasms propagate  in  silence.  The  evolution 
of  pleuro-pulmonary  cancers  is  usually 
insiduous.  Dyspnea  and  expectoration  do 
not  appear  in  the  majority  of  cases  until 
after  bronchial  ulceration  occurs. 

Obstruction  of  a bronchus  by  an  invad- 
ing cancer  causes  atelectasis  of  the  adja- 
cent lung,  accumulation  of  secretion  within 
the  bronchioles  and  the  development  of 
broncho-pneumonic  foci.  Broncho  - pneu- 
monia is  also  a terminal  infection,  fre- 
quently occurring  by  aspiration  in  cancers 
of  the  mouth,  pharynx  and  larynx. 


The  invasion  of  the  pleura  by  cancer 
often  produces  no  inflammatory  reactions. 
The  pleura  is  not  as  sensitive  to  neoplastic 
infiltration  as  is  the  peritoneum.  Some- 
times a clear,  greenish-yellow,  fibrin-poor, 
pleural  effusion  will  appear,  but  possibly 
a concomitant  infection  is  necessary  to  in- 
duce this  transudation.  The  presence  of 
a sanguinous  liquid  in  the  pleural  sac, 
which  is  insisted  upon  by  some  authors,  is 
the  exceptional  rather  than  the  usual 
finding.  Such  a fluid  indicates  a special 
kind  of  pleuritis,  or  possibly  the  degenera- 
tion of  a pleural  tumor,  such  as  the  vege- 
tating endothelioma  of  the  pleura. 

Pulmonary  gangrene  and  pleural  em- 
pyema are  very  rare  complications.  Cancer 
of  the  pharynx  may  cause  stertorous 
breathing  or  snoring.  Cancer  of  the 
larynx  may  cause  stridulous  breathing  or 
stridor.  Cancer  of  the  trachea  or  pres- 
sure against  the  trachea  by  extra-tracheal 
tumors  may  obstruct  it  to  produce  the 
peculiar  leopard  growl. 

THE  MEDIASTINUM. 

The  disturbances  produced  by  medias- 
tinal tumors  are  variable  and  depend  on 
the  tissues  compressed  and  the  location  of 
the  enlargements.  The  symptoms  are 
directly  due  to  irritation  and  compression 
of  such  structures  as  nerves,  bronchi,  heart 
and  blood  vessels.  The  two  functions  most 
interfered  with  are  respiration  and 
circulation. 

Dyspnea  is  the  first  and  often  the  only 
sign  of  mediastinal  neoplasm;  the  follow- 
ing types  occur — effort  dyspnea,  dolorous 
dyspnea  and  dyspnea  in  the  form  of  noc- 
turnal asthma.  The  cardiac  difficulties  are 
due  to  displacement  of  the  heart  resulting 
in  tachycardia,  ar^rthmias  and  the  syn- 
drdmo  of  myocardial  asthenia. 

Stoke’s  sign  is  an  edema  and  cyanosis 
of  the  neck,  face  and  upper  extremities 
following  partial  obstruction  to  venous  re- 
turn through  the  superior  vena  cava. 
Death  may  be  due  to  broncho-pneumonia, 
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embolism,  myocardial  failure  or  cardiac 
thrombosis. 

Dysphagia  from  esophageal  obstruction 
is  uncommon.  Involvement  of  a phrenic 
nerve  has  resulted  in  persistent  hiccough. 
Malignant  tumors  of  the  upper  medias- 
tinum may  press  against  or  irritate  or 
destroy  the  recurrent  laryngeal  nerves, 
causing  the  brassy  or  “goose”  cough,  or 
may  result  in  the  asphyxia  of  bilateral 
abductor  paralysis. 

THE  CARDIO-VASCULAR  SYSTEM. 

The  capillaries  of  the  host  are  inti- 
mately associated  with  the  parasitic  cancer. 
Sarcomas  and  some  epitheliomas  may  per- 
forate into  the  lumen  of  the  vessel  to  form 
vegetating  masses,  which  frequently  are 
the  source  of  emboli.  Some  of  the  blood 
vessels  of  the  cancer  are  converted  into 
hyaline  cords  by  a sclerosing  inflammation 
in  their  walls.  Inflammation  is  more  de- 
structive of  large  blood  vessels,  than  is  the 
neoplastic  process.  Obliteration  of  the 
nutritive  vessels  in  the  pedicle  of  a pedunc- 
ulated tumor  results  in  immediate  necrosis. 

Lymphedema  of  an  upper  extremity, 
either  subsequent  or  unrelated  to  axillary 
dissection  for  cancer  is  of  unknown  cause. 
Handley  states  that  interference  with 
lymphatic  drainage  following  removal  of 
the  axillary  lymph  nodes  is  insufficient 
cause.  Although  the  clinical  aspect  of  the 
condition  is  that  of  a thrombosis,  necropsy 
reveals  that  all  the  large  veins  from  the 
arm  are  permeable.  Infection  or  cancerous 
infiltration  may  induce  cicatrical  contrac- 
tion which  exerts  external  pressure  on 
these  large  veins  resulting  in  this  peculiar 
condition. 

Phlebitis-phlegmasia  alba  dolens  occurs 
in  some  vessels  as  a complication  of  an  in- 
fected cancer.  A rather  sudden  and  deep 
pain  followed  by  edema  is  the  usual  course 
of  events.  After  an  interval  of  three  to 
four  months,  the  edema  is  resorbed  and 
the  arm  or  leg  regains  its  former  function. 
As  in  other  types  of  phlebitis,  embolism  is 
always  a possible  danger.  Massive  gan- 


grene may  follow  embolism  in  an  artery 
of  an  extremity. 

The  endocarditis  of  cancer  is  a local  ex- 
pression of  a diffusion  of  an  infectious 
process.  From  a practical  point  of  view, 
this  is  certainly  one  of  the  more  important 
systemic  complications  of  cancer.  The  en- 
docarditis of  cancer  is  not  frequently 
recognized  by  cardiologist  or  cancerologist, 
who  incorrectly  consider  it  as  a terminal 
or  coincidental  infection.  Endocarditis  de- 
velops frequently  in  patients  having  greatly 
ulcerated  cancers  of  the  rectum,  uterus  or 
face.  The  primary  endocardial  lesion  is  an 
ulcer  upon  which  a thrombus  develops 
secondarily.  It  is  a subacute  affair  and 
resembles  the  endocarditis  lenta  produced 
by  the  streptococcus  viridans.  From  this 
thrombotic  lesions,  secondary  embolic  foci 
occur  in  liver,  kidney,  etc.,  but  produce 
only  subacute  lesions. 

THE  KIDNEYS. 

At  necropsies  performed  upon  individu- 
als who  died  of  cancer,  definite  evidence  of 
more  or  less  important  renal  lesions  are 
discovered  but  clinical  examinations  upon 
many  of  these  same  patients  find  incon- 
stant renal  dysfunction.  Of  course,  cancer 
can  occur  in  a person  who  has  had  chronic 
nephritis  for  years.  Nor  is  the  nephritis 
occurring  in  a cancerous  patient,  neces- 
sarily dependent  on  the  neoplasm. 

The  rather  common  toxic-infectious 
nephritis  is  a true  complication  and  part 
of  the  secondary  infectious  syndrome 
which  follows  ulceration  and  infection  of 
the  cancer.  It  sometimes  occurs  concom- 
itantly with  the  subacute  thrombotic  endo- 
carditis, previously  mentioned.  The  glo- 
meruli are  dilated  and  engorged  with  blood 
and  the  capsule  is  distended  with  sero- 
fibrinous exudate.  Between  the  tubules 
and  in  the  interstitial  spaces  are  found 
accumulations  of  mononuclear  and  polynu- 
clear cells.  There  is  a relative  obliguria — 
400-800  cc.  and  never  a hematuria.  Renal 
tests  inform  one  about  this  condition  far 
sooner  than  physical  examination  does. 
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The  knowledge  of  this  nephritis  is  of  con- 
siderable prognostic  importance. 

Death  from  kidney  disease  is  the  rule 
four  times  out  of  five  in  cancer  of  the 
uterus.  With  a few  exceptions,  this  is  the 
usual  method  of  termination  for  persons 
having  cancer  of  the  bladder  or  prostate. 
Renal  insufficiency  is  a frequent  cause  of 
death  in  cases  of  rectal  cancer. 

Urinalysis  demonstrates  that  nephritis 
always  precedes  cachexia  and  indeed  may 
be  the  chief  cause  of  it.  One  must  discard 
the  opinion  that  cachexia  results  from  the 
absorption  of  products  from  tumor  tissue, 
because  of  the  absence  of  signs  and  symp- 
toms of  toxemia  following  acute  regression 
of  enormous  myelogenous  spleens  and 
mediastinal  lymphosarcomas  after  roent- 
gentherapy. 

Compressions  of  the  ureter  or  ureters  is 
not  only  caused  by  enormous  neoplasms 
which  transform  the  pelvis  into  a cancer 
en  bloc  (frozen  pelvis),  but  also  by  small 
tumors  so  placed  as  to  obstruct  the  ureter 
(uretero-cystic  orifice).  Sometimes  this 
constitutes  the  first  sign  of  parametrial  in- 
vasion of  uterine  cancer.  The  conse- 
quences are  well  known,  viz.,  hydronephro- 
sis, pyelitis  and  uremia.  The  distention  of 
the  kidney  pelvis  is  slowly  progressive,  due 
to  the  persistent  function  of  the  glomeruli. 
The  hydro-nephrosis  may  occur  in  a kidney 
that  is  already  the  seat  of  a toxic-infec- 
tious nephritis.  If  cystitis  is  present,  the 
hydronephrosis  may  be  transformed  into 
a pyelonephritis,  which  in  turn  occasionally 
leads  to  a perirenal  abscess. 

SUMMARY. 

Most  cancerous  individuals  die  from 
complications  rather  than  from  the  natu- 
ral progress  of  the  disease. 

By  the  time  a cancer  has  caused  stenosis 
of  a visceral  lumen  sufficient  to  evake 
symptoms,  it  is  very  late  in  its  course. 

Ulceration  and  hemorrhage  are  critical 
local  events  in  the  history  of  ay  cancer. 


Infection  usually  hastens  growth  of  the 
cancer  and  handicaps  therapeutic  meas- 
ures. 

Polypoid  tumors  of  the  small  intestine 
occasionally  become  incorporated  in  intus- 
susceptions. 

The  complications  of  gastric  cancer  are 
stenosis,  anemia,  cachexia,  hemorrhage, 
uremia  and  hepatic  insufficiency. 

The  hematologic  syndromes  of  cancer 
are  those  of  either  a frequent  secondary 
anemia  or  a very  infrequent  pernicious 
anemia.  If  the  red  blood  count  is  fairly 
high  and  yet  normoblasts  occur  in  some 
abundance,  it  may  suggest  metastasis  to 
the  bone  marrow. 

The  obstructive  icterus  of  cancer  is  dis- 
tinguished from  the  icterus  of  lithiasis  by 
the  flexible  application  of  CourvoisieUs 
law  and  by  the  fact  that  the  former  jaun- 
dice is  followed  usually  by  fever  and  dis- 
orders of  hepatic  insufficiency  due  to  re- 
sultant infection  of  the  biliary  passages. 

It  is  remarkable  that  most  of  the  can- 
cers of  the  rectum,  uterus,  sigmoid  colon, 
cecum  and  urinary  bladder  do  not  provoke 
ascites  frequently,  whereas  it  is  very  com- 
mon after  metastases  from  stomach  and 
testis. 

The  pleura  is  not  as  sensitive  to  neoplas- 
tic infiltration  as  ns  the  peritoneum. 

Dyspnea  is  the  first  and  often  the  only 
sign  of  mediastinal  neoplasm,  the  follow- 
ing types  occur — effort  dyspnea,  dolorous 
dyspnea  and  dyspnea  in  the  form  of  noc- 
turnal asthma. 

Stoke’s  sign  is  an  edema  and  cyanosis  of 
the  neck,  face  and  upper  extremities  fol- 
lowing partial  obstruction  to  venous  re- 
turn through  the  superior  vena  cava.  It 
is  frequently  observed  late  in  the  history 
of  a mediastinal  tumor. 

Lymphedema  of  the  arm  following  pri- 
mary or  secondary  auxilliary  tumors,  be- 
fore or  after  operation  is  due  to  infection 
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or  cancerous  infiltration  with,  cicatricial 
contraction,  which  exerts  external  press- 
ure on  the  large  veins  draining  the  limb. 

The  endocarditis  of  cancer  is  frequent  in 
patients  having  greatly  ulcerated  cancers 
of  the  rectum,  uterus  or  face.  It  is  sub- 
acute in  course  and  resembles  the  endocar- 
ditis lenta  produced  by  the  streptococcus 
viridans. 

Toxic  infections  nephritis  and  obstruc- 
tive urinary  lesions  are  very  common  com- 
plications of  cancer.  The  majority  of 
patients  having  cancer  of  the  uterus,  pros- 
tate or  urinary  bladder,  and  a large  num- 
ber of  those  having  rectal  cancer  die  from 
secondary  kidney  disease. 


GLANDULAR  FEVER  WITH  REPORT 
OF  A SMALL  EPIDEMIC  IN  A 
LOCAL  ORPHANAGE.* 

I.  I.  LEMANN,  M.  D.,f 
New  Orleans. 

Ten  boys  ranging  in  age  from  eleven  to 
seventeen  from  Hope  Haven,  a local  or- 
phanage located  in  the  open  country  di- 
rectly across  the  river  from  New  Orleans, 
were  admitted  to  the  wards  of  Touro  In- 
firmary in  the  period  from  June  3 to  July 
21,  1927.  The  total  population  of  the  or- 
phanage was  only  sixty-five.  The  com- 
plaints of  the  patients,  the  course  of  their 
disease,  the  findings  on  physical  examina- 
tion and  the  results  of  laboratory  investiga- 
tions were  so  closely  parallel  in  all  ten 
cases  as  to  leave  no  doubt  that  we  were 
dealing  with  an  epidemic  of  some  sort. 
The  disease  was  very  mild  and  none  of  the 
boys  were  very  sick.  About  six  of  these 
patients  I saw,  the  other  four  were  seen  by 
my  colleagues  Drs.  C.  L.  Eshleman  and  J. 
C.  Cole. 


*Read  at  the  meeting  of  the  Orleans  Parish 
Medical  Society,  April  23,  1928. 

fFi’on'i  the  Medical  Service  of  Touro  Infirmary 
and  the  Department  of  Medicine,  Tulane  School  of 
Medicine. 


The  illness  was  characterised  by  a sud- 
den onset,  usually  with  headache.  One 
boy  had  a chill,  two  had  abdominal  pain, 
two  vomited  at  the  onset,  one  complained 
of  burning  eyes,  none  had  sore  throat.  The 
fever  rose  usually  to  103°  or  104°  and  in 
one  case  as  high  as  106°.  Even  the  last 
patient  was  not  very  ill  at  the  height  of 
his  fever.  The  fever  lasted  four  or  five 
days  and  terminated  by  crisis.  In  only 
one  case  did  the  fever  last  more  than  five 
days;  here  it  lasted  eight  days.  Aside 
from  the  headache  there  was  litle  discom- 
fort— not  even  as  much  malaise  as  one  or- 
dinarily expects  with  fever  to  these  levels. 
There  was  not  even  the  usual  anorexia. 
As  soon  as  the  fever  was  gone  the  boys 
were  eager  to  be  up. 

All  the  boys  were  well  nourished.  The 
heart  and  the  lungs  were  normal  in  all 
but  one  case ; here  it  is  recorded  that  a 
loud  systolic  murmur  was  heard.  Every 
boy  except  the  first  one  admitted  showed 
a definite  enlargement  of  the  lymph  nodes. 
It  is  possible  (and  probable)  that  this  first 
boy  also  had  an  adenopathy  which  was 
overlooked.  In  the  other  nine  patients  the 
cervical  glands  were  enlarged  in  4 cases, 
the  submental  in  1 case,  the  epitrochlears 
in  6 cases,  the  axillary  in  1 case  and  the 
inguinal  in  6 cases.  The  spleen  was  en- 
larged in  4 instances.  The  spleen  was 
found  enlarged  in  a fifth  case  where  the 
boy  was  re-admitted  a second  time  a month 
after  his  first  admission.  Reference  will 
be  made  again  to  this  later  on.  I noted 
in  four  cases  a fine,  discrete  papular  rash, 
like  the  rose  colored  spots  of  typhoid  on  the 
chest  and  abdomen.  These  spots  would 
fade  on  pressure,  promptly  to  return.  In- 
deed the  occurrence  of  this  rash  and  the 
enlargement  of  the  spleen  at  first  aroused 
the  suspicion  of  typhoid,  particularly  when 
it  was  evident  that  we  were  dealing  with 
some  epidemic  disease.  The  course  of  the 
illness,  however,  soon  made  this  diagnosis 
untenable.  The  blood  cultures  were  all 
negative.  The  agglutination  test  of  the 
blood  with  B.  typhosus  in  dilutions  of  1 to 
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60  were  negative.  The  rash  aroused  too 
the  suspicion  of  typhus  (or  Brill’s  disease) 
and  of  dengue.  As  to  the  former,  there 
was  no  prostration  nor  any  clouding  of  the 
sensorium.  As  to  the  latter,  there  were 
lacking  entirely  the  severe  pain  of  “break 
bone”  fever.  The  constant  adenopathy 
could  not  be  explained  by  any  of  these 
hypotheses.  At  the  time  no  diagnosis 
was  set  and  the  histories  were  recorded  as 
of  “fever  of  unknown  origin.”  Recently 
I have  again  reviewed  these  histories  and 
feel  that  we  are  justified  in  regarding  this 
small  epidemic  as  one  of  glandular  fever. 


or  identical  conditions  variously  named.” 
Since  their  report,  the  Quarterly  Cumula- 
tive Index  shows  fourteen  articles  listed 
under  the  title  of  glandular  fever  or  infec- 
tious mononucleosis.  Definite  clear  cut 
epidemics  have  been  reported  in  England, 
on  the  continent  and  in  this  country.  The 
largest  of  these  was  by  Guthrie  and  Pes- 
sel<2)  in  1925.  They  observed  an  outbreak 
of  three  hundred  cases  in  the  student  body 
of  about  five  hundred  boys  ranging  in  age 
from  thirteen  to  eighteen  in  the  Lawrence- 
ville  School,  Lawrenceville,  N.  J.  The 
next  largest  epidemic  is  that  reported  by 


TABLE  I. 


Case 

Mode  of 
Onset 

Termination 

Max.  Temp. 

Pulse 

Spleen 

Lymph  Nodes 
Enlarged 

Eruption 

1. 

Vomiting 

Fever 

Headache 

5 

da.  crisis 

104.6° 

80-125 

None  1 

-f 

2. 

Vomiting 

Headache 

Fever 

4 

da.  crisis 

105° 

80-110 

+ 

Epitrochlear 

Inguinal 

3. 

Headache 

Fever 

2 

da.  crisis 

103° 

100-105 

? 

Submaxillary 

Axillary 

4. 

Headache 
Pains  in 
abdomen 

5 

da.  crisis 

102.6° 

80-122 

Epitrochlear 

Inguinal 

-h 

5. 

Burning 
of  Eyes 

8 

da.  crisis 

104° 

86-118 

+ 

Epitrochlear 

Inguinal 

6. 

Headache 

Fever 

4 

da.  crisis 

104.4° 

80-115 

Cervical 

7. 

Headache 

3 

da.  crisis 

102.6° 

80-112 

Cervical 

Inguinal 

-h 

8. 

Fever 

5 

da.  crisis 

102.6° 

95-100 

+ 

Epitrochlear 

Inguinal 



9. 

Chill 

5 

da.  crisis 

104.2° 

100-120 

Inguinal 

-1- 

10. 

Headache 
Pains  in 
abdomen 

3 

da.  crisis 

103.4° 

90-110 

Epitrochlear  j 
Cervical 

11. 

Headache 

Fever 

8 

da.  crisis 

100.2° 

80 

_ 

Inguinal 

Cervical 

12. 

Spells  of 
■weakness 
for  8 Mos. 

Irregular 

Curve 

104°  j 

1 

80-125  1 

+ 

Inguinal  | 

Cervical  | 

-t- 

Although  it  is  now  forty  years  since 
Filatow  in  1885  and  E.  Pfeiffer  in  1889 
first  described  a fever  characterised  by  an 
adenopathy,  practically  no  progress  has 
been  made  in  establishing  this  as  a dis- 
tinct clinical  entity.  Baldridge,  Rhoner 
and  Hansmann<i>  in  1926  report:  “There 
have  been  more  than  one  hundred  and  ten 
articles  published  on  glandular  fever  and 
about  half  as  many  articles  on  similar 


J.  Park  West<®\  96  cases  in  a small  town 
in  Eastern  Ohio.  Baldridge,  Rhoner  and 
Hansmann<i)  saw  32  cases  in  the  first  six 
months  of  1925  at  Iowa  City,  Iowa.  Be- 
sides the  definite  epidemics  varying  in 
size,  many  sporadic  cases  have  been  re- 
ported; thus  Baldridge  and  his  associates 
had  seen  18  cases  scattered  from  1914  to 
1924  and  Longcope^^)  in  New  York  had 
observed  10  cases  from  1909  to  1922. 
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ETIOLOGY 

In  spite  of  well  planned  investigations 
such  as  cultures  from  the  throat,  blood, 
and  extirpated  glands,  hematological  stu- 
dies and  histological  studies  of  extirpated 
glands,  no  one  has  been  able  to  discover 
the  cause  of  the  disease.  Streptococci, 
staphylococci,  organisms  of  Vincent’s  an- 
gina, diphtheroid  organisms  have  at  times 
been  found  and  suggested  as  the  etiologi- 
cal factor  but  no  definite  basis  for  the  as- 
sumption of  any  of  these  has  been  adequate 
ly  established.  Our  knowledge  of  the  dis- 
ease is  practically  entirely  clinical  since 
there  is  no  mortality.  A few  deaths  have 
been  reported  but  in  none  of  these  is  it 
well  established  that  the  case  by  right  be- 
longs in  the  group  which  we  are  now  dis- 
cussing. 

EPIDEMIOLOGY 

I have  already  indicated  the  wide  dis- 
tribution of  the  disease.  The  present 
epidemic  is  as  far  as  I know  the  first  to  be 
reported  from  this  stection.  Dr.  Chaille 
Jamison^®)  read  a paper  in  1923  before 
the  Louisiana  State  Medical  Society  on 
glandular  fever  but  he  made  no  reference 
to  cases  seen  by  him.  Evidently  children 
and  young  adults  are  more  susceptible 
than  older  people.  The  definite  epidemics 
have  broken  out  practically  entirely  among 
children  and  adolescents.  Byers’ 33 
cases  ranged  in  age  from  thirteen  months 
to  twenty-five  years.  Longcope’s  10  cases 
(non-epidemic)  ranged  in  age  from  twelve 
to  thirty.  In  the  series  of  Baldridge, 
Rhomer  and  Hansmann,  the  youngest  was 
six  and  a half  years  and  the  oldest  forty. 
The  incubation  period  is  said  to  be  be- 
tween five  and  nine  days. 

SEASONAL  DISTRIBUTION. 

The  time  covered  by  the  epidemic  re- 
ported by  Guthrie  and  PesseB^^  was  from 
the  latter  part  of  September  to  the  third 
week  in  November,  1922.  In  J.  Park 
West’s^®'  series,  1 case  occurred  in  Sep- 
tember, 1 in  October,  13  in  March,  12  in 
February,  12  in  November,  11  in  January, 
10  in  May,  8 in  December  and  6 in  April, 


1896.  No  cases  occurred  in  June,  July 
and  August.  Baldridge,  Rhoner  and 
Hansmann^^^  report  that  their  epidemic 
began  in  December,  reached  its  height  in 
March  and  extended  through  the  first  six 
months  of  1925.  It  will  be  noted  that  the 
present  epidemic  occurred  in  the  summer, 
at  the  very  time  when  West  had  no  cases. 
It  would  appear  that  the  disease  may  oc- 
cur at  any  time  of  the  year. 

SYMPTOMATOLOGY 

In  addition  to  the  enlargement  of  the 
glands  and  the  fever,  the  following  have 
been  noted  in  a large  percentage  of  the 
cases : general  malaise,  headache,  chills, 
sore  throat,  enlarged  tonsils,  enlarged 
spleen,  enlarged  liver.  In  some  cases  ad- 
dominal  pain  and  tenderness  have  been 
noted.  Longcope  observed  a macular 
eruption  of  small,  dull  red  spots  in  some  of 
his  cases.  Baldridge  and  his  associates 
have  compiled  a long  list  of  various  symp- 
toms and  physicial  observations,  some  of 
which  perhaps  stood  in  no  special  relation 
to  the  specific  disease.  Guthrie  aind  Pessel 
believe  that  although  one  hundred  and 
twelve  boys  were  actually  admitted  to  the 
infirmary,  a very  much  larger  number  ac- 
tually had  the  disease  in  so  mild  a form 
that  they  were  treated  as  ambulatory  pati- 
ents. Because  at  a subsequent  physical 
examination  of  all  the  boys  in  the  school 
a surprisingly  high  incidence  of  marked 
general  glandular  enlargement  was  found, 
they  believed  that  there  has  been  over 
three  hundred  cases  in  the  school.  Others 
have  also  referred  to  the  exceedingly  mild 
character  of  the  attacks  in  other  epidemics. 
This  corresponds  to  our  experience  here 
for  we  believe  that  the  ten  patients  whom 
we  received  in  Touro  Infirmary  by  no 
means  represent  the  total  incidence  at 
Hope  Haven.  Dr.  D.  D.  Warren,  who  went 
out  to  inspect  Hope  Haven  and  to  look  at 
the  other  boys  during  the  time  we  were  re- 
ceiving sick  ones  at  Touro,  tells  me  that 
other  boys,  probably  as  many  as  fifteen, 
were  sick  at  this  time  but  in  so  mild  a 
fashion,  that  it  was  not  considered  neces- 


190  Lemann — Glandular  F ever  With  Report  of  Epidemic  in  Local  Orphanage 


sary  to  send  them  in  to  the  hospital.  Dr. 
Warren  and  I recently  inspected  fifty- 
seven  of  the  boys  at  Hope  Haven  (April 
6,  1928)  nine  months  after  the  epidemic 
and  found  in  all  very  definite  enlargement 
of  the  lymph  nodes.  The  nodes  varied  in 
size  from  that  of  a pea  to  that  of  the  distal 
phalanx  of  an  adult  thumb.  Many  of  the 
boys  had  a general  adenopathy,  the  cer- 
vical, epitrochlear  and  inguinal  glands  be- 
ing involved;  others  exhibited  enlarge- 
ment of  ony  one  group.  Practically  all  of 
them  had  inguinal  gland  enlargement. 
Although  the  epidemic  is  usually  repre- 
sented "by  a febrile  attack  of  from  two  to 
five  days,  there  have  been  cases  in  which 
the  glands  re-enlarge  and  become  tender 
at  variable  periods  after  the  initial  attack. 
“Such  recurrences  are  often  associated 
with  some  fever  and  many  of  the  symp- 
toms of  the  original  infection.  We  have 
followed  one  patient  through  four  such 
attacks  in  the  last  three  years.  The  spleen 
is  usually  enlarged  only  a few  days  but  we 
have  one  patient  in  whom  the  spleen  was 
much  enlarged  at  the  onset  and  has  re- 
mained palpable  for  seven  years  without 
known  cause.” Two  of  our  patients 
from  Hope  Haven  were  re-admitted  a few 
weeks  after  their  first  admission.  E.  J., 
was  admitted  June  13,  1927,  on  the  first 
day  of  his  illness  and  had  a crisis  on  the 
fourth  day,  his  temperature  having  risen 
to  105°.  His  spleen  was  palpable  and  he 
had  enlarged  epitrochlear  and  inguinal 
glands.  The  tonsils  were  greatly  en- 
larged. He  was  re-admitted  September 
2,  with  the  story  that  he  had  felt  perfectly 
well  until  that  morning  when  he  awoke 
with  a severe  frontal  headache.  His  ton- 
sils had  been  removed  six  weeks  before, 
that  is  to  say  July  23,  1927.  On  this  sec- 
ond admission  the  temperature  rose  to 
103°  and  fell  by  crisis  after  two  days.  The 
spleen  was  palpable.  The  submental  and 
axillary  glands  were  enlarged. 

C.  0.  was  admitted  July  29,  1927  with 
headache,  fever  and  abdominal  pain.  The 
illness  had  begun  one  week  before  with 


headache  and  fever.  In  the  hospital  his 
temperature  did  not  rise  over  100.2°  and 
fell  to  normal  the  day  after  his  admission. 
His  cervical  and  inguinal  glands  were  en- 
larged. The  spleen  was  not  palpable.  His 
tonsils  had  been  removed  three  weeks  pre- 
viously. He  was  re-admitted  on  August 
29,  1927,  with  a fever  of  100°  which  ran  an 
irregular  course,  rising  as  high  as  104.2° 
on  September  2,  1927.  His  spleen  was  large 
and  hard.  He  had  marked  enlargement  of 
the  cervical  and  inguinal  glands.  On 
September  5 when  his  temperature  was 
100.8°,  having  previously  fallen  to  normal, 
quinine  was  begun  and  he  received  seventy 
grains  from  8 P.  M.  September  5 to  8 P. 
M.  September  8.  The  termperature  did 
not  rise  until  September  10.  From  the 
eleventh  to  the  thirteenth  it  rose  to  99.4°. 
There  is,  of  course,  a question  as  to 
whether  the  quinine  caused  a decline  of  the 
temperature.  No  plasmodia  had  been 
found  in  the  blood. 

HEMATOLOGY 

Guthrie  and  PesseP^^  found  early  in  the 
disease  a moderate  polymorphonuclear 
leukoc3rtosis  and  later  counts  showed  in 
many  instances  normal  or  slightly  sub- 
normal total  count  with  an  increase  in  the 
lymphocytes.  Baldridge  antj  his  asso- 
ciates (d  found  a total  leukocyte  count  usu- 
ally above  normal  at  the  onset  and  below 
normal  in  the  convalescence:  "A  poly- 
morphonuclear leukoc}d;osis  may  occur  at 
the  onset,  especially  in  cases  with  marked 
febrile  reactions.  Sometime  during  the 
course  the  blood  shows  a rather  marked  in- 
crease in  mononuclear  cells.”  Longcope<'‘> 
found  during  the  first  week  of  the  dis- 
ease ; An  absolute  and  relative  increase 
in  the  mononuclear  cells  of  the  blood  with  a 
slight  but  distinct  decrease  in  the  total 
number  of  granular  cells.  Total  leukocyte 
count  at  the  onset  from  9,800  to  26,200. 
This  high  leukoc3rte  count  lasted  only  a few 
days.  There  was  a steady  increase  in  the 
non-granular  mononuclear  cells  definitely 
from  the  seventh  day,  reaching  its  height 
usually  about  the  tenth  or  fourteenth  day. 
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Following  this  there  with  a decrease  in  the 
total  leukocyte  count  was  a gradual  reduc- 
tion in  the  mononuclear  cells”.  Many  ob- 
servers have  called  attention  to  the  abnor- 
mal character  of  the  mononuclear  cells  oc- 
curring sometime  during  the  course  of  the 
disease.  Guthrie,  however,  comments  that 
“In  no  instance  was  a blood  picture  en- 
countered that  was  nearly  so  striking,  par- 
ticularly in  regard  to  the  increase  of  im- 
mature lymphocytic  cells,  as  that  presented 
in  the  case  we  have  seen  of  “infectious 
mononucleosis”  in  young  adults.  It  is  en- 
tirely probable  that  such  conditions  were 
present  but  escaped  recognition  as  we  did 
not  make  daily  examinations  of  the  blood 
over  a long  period  in  any  of  the  patients.” 
This  unfortunately  was  also  the  case  with 
us.  An  average  of  only  one  blood  count 
was  made  on  each  patient  in  our  series. 
Reference  to  the  accompanying  table  will 
show  that  most  of  the  patients  had  normal 
or  subnormal  leuckoyte  counts.  There  are 
three  counts  of  4,000  or  less  and  only  four 
above  6,000.  The  highest  was  12,000.  This 
variation  may  have  been  due  to  the  fact  that 

TABLE  n. 


BLOOD  PICTURE 


Case 

Leukocytes 

Neutro- 
phils 
Per  Cent 

Small 
Mononu- 
clears 
Per  Cent 

Day 

. 1 

3,500 

60 

33 

3 

2. 

8,000 

60 

27 

2 

3. 

4. 

6,500 

59 

26 

5 

5. 

12,000 

85 

13 

5 

6. 

5,000 

44 

52 

4 

7. 

8,600 

60 

40 

3 

8. 

4,000 

26 

54 

6 

9. 

5,500 

70 

28 

3 

10. 

9,500 

74 

20 

1 

11. 

8,000 

50 

46 

9 

12. 

5,100 

55 

43 

4 

some  of  the  counts  were  made  early 
in  the  attack,  others  relatively  later.  I 
have  indicated  on  the  chart  the  day  on 
which  the  counts  were  made.  It  will  be 
noted  that  a few  of  them  showed  abnorm- 
ally large  percentage  of  mononuclear  cells. 
No  detailed  study  was  made  of  these  cells. 

RELATION  OF  GLANDULAR  FEVER  TO  INFECTIOUS 
MONONUCLEOSIS 

Guthrie  says:  “If  as  has  been  suggested, 
infectious  mononucleosis  represents  mere- 
ly the  picture  produced  by  sporadic  inci- 
dences of  glandular  fever  in  young  adults, 
it  may  be  that  the  effect  on  the  blood  is  ac- 
tually somewhat  different  from  that  pro- 
duced by  milder  attacks  occurring  in  epi- 
demic form  among  young  people.”  Bald- 
ridge and  his  associates  also  comment  on 
“the  fact  that  the  percentage  of  mononu- 
clear cells  averages  much  higher  in  sporadic 
cases  than  in  epidemic  cases.”  I,  too,  have 
the  same  impression.  Recently,  there  came 
under  my  observation  a young  man,  aged 
25,  a resident  of  New  York  who  while  on  a 
visit  to  relatives  here  developed  at  the  end 
of  last  December  an  irregular  fever  which 
lasted  more  than  a month.  At  no  time  was 
he  very  sick.  He  had  no  complaint  except 
occipital  headache  and  a general  malaise 
when  the  fever  was  present.  The  physical 
examination  revealed  nothing  beyond  a 
slight  pharyngitis  and  an  enlargement  of 
the  cervical  glands.  One  at  the  angle  of 
the  jaw  was  still  the  size  of  a small  marble 
and  tender  one  month  after  the  onset.  The 
left  submental  gland  was  also  still  palpable 
and  tender.  Tke  spleen  was  never  en- 
larged, though  repeatedly  searched  for. 
The  blood  pictures  were,  as  follows:  red 
blood  cells  6,170,000  ; white  blood  cells 
8,100;  polymorphonuclears  63;  large  mono- 
nuclears 6 2/3;  small  mononuclears  25; 
eosinophils  5;  and 'basophils  1/3  per  cent. 

1- 25-28 — Red  blood  cells  5,345,000 ; white 
blood  cells  8,250;  polymorphonuclears  20; 
large  mononuclears  5;  small  mononuclears 
63  and  eosinophils  2 per  cent. 

2- 11-28 — Red  blood  cells  5,580,000;  white 
blood  cells  8,100 ; polymorphonuclears 
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57  1/3 ; large  mononuclears  4 ; small  mono- 
nuclears 36  and  eosinophils  3 2/3  per  cent. 

I am  inclined  to  look  upon  this  as  a spor- 
adic case  and  call  attention  to  the  tran- 
sient mononuclosis.  If  there  is  really  a dif- 
ference such  as  indicated  by  Guthrie  and 
Baldridge  and  now  by  myself,  one  may  ask 
whether  actually  the  epidemic  and  the  spor- 
adic cases  are  examples  of  the  same  disease. 
I am  also  impressed  by  the  constant  refer- 
ence by  reporters  to  the  occurrence  of  sore 
throat  and  even  of  membranous  angina. 
In  view  of  the  leukopenia  and  the  mononu- 
cleosis, I am  led  to  ask  what  is  the  relation 
between  such  cases  and  agranulocytic  an- 
gina and  what  the  points  of  differential 
diagnosis  between  the  two?  True,  agran- 
ulocytic angina  is  nearly  always  fatal, 
glandular  fever  (infectious  mononucleosis) 
never  fatal.  I have  recently,  however, 
seen  an  old  woman,  age  70,  recover  from 
agranulocytic  angina.  In  both  conditions 
the  etiological  factor  is  unknown.  Both 
represent  unusual  and  abnormal  reactions 
of  the  recitulo-endothelial  system  to  infec- 
tions. Is  the  difference  of  this  reaction 
merely  one  of  degree  or  intensity?  In  this 
connection,  too,  there  comes  to  mind  the 
mononucleosis  which  has  been  noted  in 
various  conditions  not  apparently  related 
to  epidemic  glandular  fever  or  even  to  the 
sporadic  glandular  cases.  These  would 
seem  to  represent  abnormal  reticulo-endo- 
thelial  reaction  to  varying  invading  organ- 
isms and  not  to  represent  a true  distinct 
entity.  Such  a case  was  that  of  a young 
man,  aged  21,  who  after  a carbuncle  of  the 
back  developed  a septicemia  which  in  turn 
was  followed  in  his  convalescence  by  an 
enlargement  of  the  spleen  and  a mononu- 
cleosis. At  the  time  of  his  carbuncle  and 
even  in  his  convalescence  he  is  reported  to 
have  had  a leukocyte  count  of  13,000  with 
82  per  cent  of  polymorphonuclears.  Fol- 
lowing this  he  had  a little  redness  and 
slight  edema  of  his  throat.  A little  later 
his  spleen  was  found  enlarged  to  two 
fingers  below  the  costal  margin.  Then 
the  leukocyte  count  was  11,600  with  81  per 


cent  of  (very)  large  mononuclears,  4i/^  per 
cent  of  small  mononuclears,  13  per  cent  of 
polymorphonuclears  and  1 per  cent  of  eosi- 
nophiles.  The  count  in  two  weeks  shifted 
to  11,200  leukocytes,  68  per  cent  of  small 
lymphocytes,  5 1/3  per  cent  of  large  lym- 
phocytes, 22  2/3  per  cent  of  polymorphonu- 
clears and  4 per  cent  of  eosinouhils.  Grad- 
ually the  lymphocytosis  diminished  and 
with  this  there  was  a surprising  eosino- 
philia  to  as  high  as  11  per  cent.  This  eosi- 
nophilia  in  turn  gradually  disappeared. 
After  two  months  the  blood  'picture  was 
almost  normal  and  two  months  later  it  was 
quite  normal. 

SUMMARY 

Report  is  made  of  a small  epidemic  of 
glandular  fever.  Ten  cases  were  observed 
but  there  were  probably  twenty-five  or 
thirty  boys  ill  out  of  a total  boy  population 
of  sixty-five.  The  relation  is  discussed  of 
epidemic  glandular  fever  to  sporadic  cases 
with  glandular  enlargement  and  mononu- 
cleosis, to  agranulocytic  angina  and  to 
mononucleosis  occurring  in  varying  infec- 
tions. 
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DISCUSSION 

Dr.  D.  D.  Warren  (New  Orleans);  There  is 
no  doubt  in  my  mind  but  that  this  was  a real 
epidemic.  I was  associated  with  this  institution 
when  the  epidemic  broke  out.  In  going  over  every 
boy  who  came  in  we  would  make  an  examination 
of  the  glands  and  heart.  So  many  had  a small 
amount  of  fever  and  adenopathy  that  I tried  to 
admit  them  into  the  Hospital,  but  soon  realized  I 
would  be  unable  to  do  so.  I therefore  opened  a 
room  out  at  Hope  Haven,  isolated  it  and  put  the 
remainder  of  the  boys  there.  When  I told  Dr. 
Lemann  that  the  number  taken  care  of  over  there 
was  fifteen,  I was  being  conservative.  I really 
believe  that  a great  many  more  than  one-half  of 
these  boys  came  down  with  this  glandular  fever. 
I am  not  going  to  call  it  infectious  mononuclesosis. 
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In  looking  np  glandular  fever  I find  “glandular 
fever  or  infectious  mononucleosis.”  Something 
is  wrong  somewhere.  In  the  glandular  fever 
epidemic  reports  of  Gutherie,  Longcope,  and 
others  their  epidemics  did  not  show  the  typical 
blood  picture  of  infectious  mononucleosis.  If 
this  is  the  same  disease,  glandular  fever  is  the 
better  term. 

It  is  interesting  to  note  that  while  these  boys 
were  sick,  none  of  the  attendants  came  down  vdth 
it.  As  I remember  there  were  about  ten  atten- 
dants. 

Also,  at  the  beginning  of  the  epidemic,  it  just 
happened  that  every  boy  who  was  taken  sick  was 
working  in  the  dairy.  I at  once  thought  of  the 
possibility  that  it  was  some  disease  carried  by 
cows  and  notified  the  State  Board  of  Health. 
We  did  not  get  any  definite  report  as  to  what 
they  found.  I believe  they  thought  it  was  cow 
pox,  due  to  two  infected  cows  which  they  found. 

I wish  I had  had  the  opportunity  to  examine 
these  boys  before  this  epidemic.  We  know 
nothing  of  the  adenopathy  they  showed  before 
then.  I know,  as  a rule,  you  do  find  the  lymph 
nodes  enlarged.  This  was  different.  These 
boys  did  not  have  little  palpable  nodes.  It  was 
not  unusual  to  find  an  epitrochlear  node  as  large 
as  the  end  of  the  middle  finger;  inguinal  nodes 
larger  than  the  end  of  the  thumb;  there  was  real 
adenopathy. 

It  is  also  interesting  to  note  that  the  first 
case,  the  only  case  that  showed  any  gastro-in- 
testinal  symptoms,  came  on  suddenly  while  the 
boy  was  driving  the  cows  to  pasture.  It  began 
with  pain  in  the  abdomen;  he  was  brought  im- 
mediately into  Touro.  He  ran  the  same  course 
as  the  others. 

A Wassermann  was  made  in  every  one  of  these 
cases.  As  to  the  heart  case  Dr.  Lemann  men- 
tioned: I found  no  heart  lesions  in  any  of  these 

boys  as  they  were  admitted. 

I have  under  observation  now  another  group 
of  boys  at  the  Waif’s  Home,  of  the  same  age  as 
the  boys  at  Hope  Haven.  While  I do  not  wish 
these  boys  any  harm,  if  they  have  an  epidemic, 
I will  study  the  disease  more  thoroughly. 

Dr.  L.  R.  DeBuys  (New  Orleans)  : We  should 

all  feel  indebted  to  Dr.  Leman  for  his  interest- 
ing and  thorough  survey  of  the  epidemic  that  he 
has  just  reported.  The  term  glandular  fever  is 
used  synonymously  with  infectious  mononu- 
cleosis, also  vdth  acute  infectious  adenitis.  The 
pathology  of  the  disease  is  not  definitely  known 
because  few  of  the  cases  require  excision  of  the 
gland.  In  those  cases,  however,  in  which  the 
gland  does  go  to  suppuration  the  ordinary  pyo- 


genic organisms  are  found.  The  epidemics  of 
glandular  fever  are  usually  found  coincidentally 
vdth  other  epidemics,  as  for  example,  influenza. 

In  the  younger  individuals  tjie  severer  in- 
volvements of  the  glands  are  found.  The  only 
cases  that  I have  seen  where  suppuration  has  oc- 
curred have  been  in  these  younger  indidduals. 
In  Pfeiffer’s  original  description  the  cases  were 
mostly  those  of  infants.  The  literature,  how- 
ever, also  contains  epidemic  in  young  adults.  In 
those  cases  that  go  to  suppuration  no  particular 
specific  offending  organism  has  been  found.  An 
interesting  observation  in  connection  with  this 
disease  is  that  the  involvement  of  the  gland  is 
out  of  all  proportion  to  the  amount  of  infection  in 
the  area  which  these  glands  are  supposed  to 
filter.  The  glands  most  frequently  involved  are 
those  of  the  neck. 

The  atrium  of  infection  is  believed  to  be  the 
nasopharynx.  It  is  also  believed  that  perhaps  the 
tonsils  are  the  point  of  entrance  for  the  infec- 
tion. Dr.  Lemann  in  his  series  has  reported  a 
patient  in  whom  the  tonsils  had  already  been  re- 
moved. I have  also  noted  such  instances,  and 
one  case  in  a child  of  7 years  had  one  of  the  most 
marked  attacks  which  occured  after  the  tonsils 
had  been  removed. 

The  blood  pictures  in  this  series  are  interest- 
ing. Usually  the  blood  picture  described  in 
acute  glandular  fever  shows  not  only  a lympho- 
cytosis but  a leukocytosis.  Undoubtedly  this  di- 
sease offers  a field  for  future  investigation. 

In  closing  I want  to  make  one  statement  with 
regard  to  the  treatment.  In  those  cases  where 
the  gland  tends  to  persist  in  size  or  tends  to 
increase  rather  than  to  diminish  in  size  nothing 
will  give  more  spectacular  relief  than  the  use  of 
the  roentgen-ray.  I want  to  emphasize  the  de- 
leterious effect  of  the  large  dosage  of  the  roent- 
gen-ray. In  a series  of  10  cases,  3 cases  were 
treated  by  one  radiologist  with  large  doses  and, 
2 of  these  3 went  to  suppuration,  and  the  third 
had  a prolonged  convalescence.  The  dose  given 
was  from  two-thirds  to  1 skin  unit.  In  the 
other  7 cases  one  of  them  went  to  suppuration. 
They  received  one-third  of  an  erythema  dose, 
and  most  of  them  had  only  one  treatment.  One- 
third  of  a erythema  dose  is  therefore  quite  suf- 
ficient and  most  satisfactory  and  if  it  should  be 
necessary  to  repeat  the  dose  it  may  be  done  with 
further  improvement. 

Dr.  E.  D.  Fenner  (New  Orleans) : I would 

like  to  ask  one  question — ^whether  these  glands 
were  tender  or  painful,  or  not? 

Inasmuch  as  the  symptoms  do  not  seem  to  be 
very  definite,  the  blood  picture  is  not  actually 
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characteristic,  the  disease  is  mild  and  self- 
limited, and  as  children  are  likely  to  have  en- 
larged glands,  I hope  we  will  not  have  a univer- 
sal outbreak  of  glandular  fever  this  year. 

Looking  around  me,  I seem  to  see  cases  of 
glandular  fever  incubating  all  over  the  room. 
I do  not  think  anyone  who  has  listened  to  Dr. 
Lemann’s  paper  could  doubt  that  these  were  in 
fact  cases  of  glandular  fever,  and  one  must  be 
a little  envious  of  the  careful  and  accurate  rec- 
ords made  of  these  patients.  There  occurs  to 
my  mind  a nonsense  verse,  by  Carolyn  Wells, 
which  may  not  be  entirely  inapropos  to  the  too 
rash  diagnosis  of  sporadic  cases.  It  runs; 

“All  children  know,  of  course,  the  goose. 

See  how  they  gather  round  the  goose-giiTs  knee. 
While  she  reads  them  by  the  hour 
From  the  works  of  Schoppenhauer. 

But  do  they  understand  what  ’tis  she’s  talking 
’bout? 

Certainly  not!  Neither  do  they,  neither  does  she. 
Nor,  for  that  matter,  did  he!” 

Dr.  I.  I.  Lemann  (closing) : I think  that 

patients  with  suppurating  glands  ought  to  be  con- 
sidered as  not  belonging  to  this  group,  which  has 
been  called  by  some  infectious  mononucleosis. 

As  to  the  tonsils  being  a portal  of  entry  for 
the  infection,  as  suggested:  Two  of  our  patients 

had  tonstillectomies  done,  one  before  the  first 
admission  and  the  other  between  the  first  and 
second  admissions.  The  tonsils  were  enlarged. 
This  does  not  necessarily  mean,  however,  that 
the  tonsils  were  responsible  for  the  enlargement 
of  the  cervical  glands.  Their  enlargement  might 
simply  be  part  of  the  picture  of  lymph  tissue  in- 
volvement. 

As  to  the  suggestion  of  both  Drs.  Jamison  and 
DeBuys  relative  to  an  outbreak  following  epide- 
mic of  influenza.  Baldridge  quotes  Jamison  in 
a recent  article  but  could  not  find  any  evidence 
to  bear  out  Jamison’s  statement  as  to  the  rela- 
tion of  influenza  to  glandular  fever. 

To  answer  Dr.  Fenner’s  question;  The  glands 
were  not  tender  nor  painful.  As  to  his  implica- 
tion that  perhaps  the  essayist  did  not  know  what 
he  was  talking  about,  I plead  guilty.  We  knew 
we  were  dealing  with  an  epidemic  and  knew  it 
was  marked.  We  did  not  have  a caption  to  give 
it  except  fever  of  unknown  origin.  We  were 
impressed  by  the  universal  adenitis. 

I sympathize  with  the  plea  of  Dr.  Fenner  that 
we  do  not  proceed  to  find  a general  epidemic  of 
glandular  fever.  Please  understand  that  we 
were  dealing  with  a definite  epidemic  in  a cir- 
cumscribed portion  of  the  population. 


JAUNDICE  OCCURRING  IN 
UNTREATED  SYPHILIS.* 

J.  HOLMES  SMITH,  JR.,  M.  D., 

New  Orleans. 

It  is  the  purpose  of  this  paper  to  present 
several  cases  seen  by  me  during  the  past 
four  or  five  years  in  "whom  icterus  was  a 
prominent  symptom  and  apparently  the  re- 
sult of  syphilitic  involvement  of  the  liver. 

Considering  the  volumes  which  have 
been  written,  in  recent  years,  upon  the  sub- 
ject of  jaundice,  comparatively  little  atten- 
tion seems  to  have  been  paid  to  any 
relationship  which  may  obtain  between  an 
existing  icterus  and  syphilis  as  the  etiologic 
agent.  A possible  explanation  for  this  may 
lie  in  the  fact  that,  while  syphilis  is  a very 
common  and  widespread  disease,  obvious 
jaundice  occurring  during  the  course  of 
otherwise  readily  demonstrable  syphilitic 
manifestations,  is  comparatively  rare. 

In  Medical  Clinic  No.  15,  at  the  New 
Orleans  Charity  Hospital,  a clinic  devoted 
to  colored  women  and  having  a very  large 
attendance,  the  percentage  of  new  patients 
showing  a strongly  positive  Wassermann 
is  some  times  as  high  as  30  per  cent,  and 
we  believe,  in  addition  to  this,  that  at  least 
probably  40  per  cent  have  syphilis  as  a 
background  for  their  many  complaints.  Yet 
the  number  of  jaundice  cases  from  all 
causes  is  quite  small.  Of  the  cases  show- 
ing jaundice,  in  the  absence  of  positive 
Wassermann  reaction,  we  at  times  assume 
syphilis  to  be  the  underlying  cause  and 
treat  accordingly,  but  since  jaundice  fre- 
quently tends  to  be  a self-limited  condition, 
one  must  be  quite  guarded  in  making  such 
assumptions. 

Considering  the  great  prevalence  of 
syphilitic  infections,  particularly  in  the 
colored  race,  it  does  seem  strange  that 
syphilitic  involvement  of  the  liver,  and  par- 
ticularly syphilitic  jaundice  are  not  more 
frequently  diagnosed. 


*Read  before  Orleans  Parish  Medical  Society, 
March  12,  1928. 


Smith — Jaundice  Occurring  in  Untreated  Syphilis 


195 


Concerning  syphilitic  liver  disease, 
Osler(i)  says:  . “It  is  difficult  to  determine 
the  frequency  with  which  the  liver  is  in- 
volved. Once  attention  has  been  called  to 
the  subject  and  the  special  features  recog- 
nized, the  cases  are  found  to  be  not  un- 
common ; in  the  records  at  the  J ohns  Hop- 
kins Hospital  during  a period  of  eighteen 
years  there  were  30  cases  diagnosed  as 
such,  while  in  the  post-mortem  room  among 
2500  autopsies  there  were  40  cases  show- 
ing gummata  or  syphilitic  cicatrices  and 
15  additional  cases  regarded  as  syphilitic 
cirrhosis.”  How  different  are  the  statis- 
tics of  Warthin,(2)  who  has  developed  newer 
methods  and  criteria  for  the  recognition  of 
syphilitic  infection.  He  says  “out  of  750 
autopsies  at  Ann  Arbor  there  was  evidence 
of  syphilis  in  300  cases  or  40  per  cent,  and 
the  liver  showed  chronic  passive  conges- 
tion and  atrophy  (brown  atrophy  chiefly), 
in  every  case.”  The  syphilitic  lesions 
varied  from  slight  plasma  cell  infiltration 
to  brown  atrophy,  gummata,  nd  cirrhosis 
of  various  types. 

If  Warthin’s  figures  are  correct  and 
there  is  greater  or  less  liver  damage  in 
every  syphilitic,  it  does  seem  strange  that 
there  is  not  more  obvious  evidence  of  it. 
It  is  not  unlikely  that  the  milder  grades 
of  involvement  are  being  overlooked. 

Most  references  to  syphilitic  jaundice 
are  found  in  the  foreign  literature,  but 
several  articles  have  appeared  in  American 
journals. 

In  1919,  Scott  and  Pearson<3)  reported 
two  cases  occuring  during  the  secondary 
stage  of  the  disease  and  six  occurring 
within  three  weeks  after  inauguration  of 
anti  syphilitic  treatment  and  attributed  by 
them  to  a Herxheimer  reaction. 

More  recently,  an  article  by  N.  Tobias<^> 
has  appeared  in  the  American  Journal  of 
Syphilis. 

It  has  been  my  fortune  to  observe  five 
cases  of  jaundice  in  whom  there  seems 
little  doubt  that  the  etiologic  factor  has 
been  the  pale  spirochete.  Of  these,  four 


were  in  colored  women  and  one  in  a young 
Mexican  woman.  In  four  the  Wasser- 
mann  reacton  was  strongly  positive,  and  in 
one,  negative;  two  of  the  cases  were  ob-^ 
served  during  the  secondary  stage  of  the 
disease  and  the  other  three  during  a later 
period.  The  cases,  briefly,  are  as  follows: 

Case  1.*  E.  P.,  colored  girl,  aged  15  years,  first 
came  to  the  clinic  on  April  6,  1925,  complaining 
of  yellow  eyes  and  skin  and  dark  urine,  of  two 
weeks  duration.  At  this  time  she  was  looked  upon 
as  a case  of  catarrhal  jaundice,  was  given  so- 
dium phosphate  and  told  to  return  in  a week. 
Upon  her  return,  one  week  later,  the  jaundice  had 
become  more  intense  and  was  pronounced  in  the 
sclerae,  skin  and  soft  palate;  there  was  a macular 
eruption  over  skin  of  trunk  and  extremities;  the 
epitrochlear  lymphatics  were  quite  prominent  and 
the  Wassermann  reaction  was  strongly  positive. 
At  this  time  the  urine  contained  a large  amount 
of  bile  and  the  van  den  Berg  reaction  for  rc- 
atined  bile  pigments  was:  Direct:  prompt;  indi- 
rect, 21  units,  suggesting  both  an  obstructive  and 
a toxic  or  infective  jaundice.  The  blood  picture 
showed  nothing  of  note  except  a slight  increase 
in  the  total  leukocytes  to  10,250.  The  patient  was 
given  deep  muscular  injections  of  potassium  bis- 
muth tartrate  and  bismuth  salicylate.  Her  con- 
dition rapidly  improved  and  on  May  20  the  van 
den  Berg  test  showed.  Direct  4.5  units  (as 
against  17.5),  and  indirect  1.6  units.  On  July  1 
she  appeared  clinically  well  and  stopped  coming 
to  the  clinic. 

Before  reporting  the  succeeding  cases  it 
might,  perhaps,  be  well  to  make  a few  brief 
remarks  regarding  the  treatment  of  these 
cases  and  the  tests  for  bile  pigments. 

Except  in  one  case  where  mercurial  rubs 
were  employed  in  the  early  stage,  all  of 
these  patients  were  treated  by  injections 
of  bismuth  preparations  deep  into  the 
gluteal  muscles.  At  first,  potassium  bis- 
muth tartrate  was  used  but  owing  to  the 
amount  of  local  irritation  which  this  prep- 
aration seemed  to  cause  bismuth  salicylate 
was  substituted.  In  my  opinion  the  arsen- 
ical preparations  should  not  be  employed 
where  there  is  such  evidence  of  liver 
damage. 

We  have  employed  the  van  den  Bergh 
test  for  retained  bile  pigments,  routinely, 
because  it  is  supposed  not  only  to  be  a 
measure  of  the  pigment  retention  but  also 
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to  indicate  the  probable  location  of  the 
trouble.  The  icteric  index,  while  measur- 
ing the  amount  of  retained  bile  pigments 
in  the  blood,  serves  no  other  purpose. 

No  attempt  has  been  made  in  these  cases 
to  employ  any  of  the  dye  tests  of  liver 
function.  In  this  connection,  McVicar  and 
Fitts, <5)  of  the  Mayo  Clinic,  recently  said 
“functional  tests  of  the  liver  or  pancreas 
have  not  yet  attained  diagnostic  value  in 
cases  of  jaundice.” 

Case  2.  Mrs.  C.  I.,  white,  Mexican,  aged  21 
years,  first  reported  at  the  clinic  Feb.  13,  1928, 
complaining  as  follows:  Two  weeks  previously 

she  began  having  a dull  ache  all  over  her  body 
and  one  week  ago  noticed  eyes  becoming  yellow. 
For  a week  she  had  been  vomiting  about  two 
hours  after  meals.  No  pain  before  or  after  food. 
Urine  highly  colored.  Examination  showed  the 
sclerae  to  be  markedly  yellow;  post  cervical  and 
epitrochlear  lymphatics  were  easily  felt;  over 
skin  of  thorax,  abdomen  and  extremities  there  was 
a marked  macular  eruption  and  the  W assermann 
reaction  was  strongly  positive.  The  urine  at  this 
time  contained  bile  and  some  albumin  and  casts. 
The  van  den  Bergh  test  showed;  Direct  reaction; 
delayed.  Indirect,  30  units,  indicating  a toxic  or 
infective  hepatitis,  but  no  obstructive  lesion.  She 
was  placed  upon  bismuth  therapy  and  has  been 
responding  very  well. 

Case  3.  J.  P.,  colored  woman,  aged  50  years, 
first  seen  in  the  clinic  Dec.  1,  1924.  At  that  time 
her  complaint  was  pain,  radiating  from  the  mid- 
dle of  the  sternum  to  the  right  costal  margin  and 
right  axilla,  accompanied  by  “dumb  chills”  and 
followed  by  fever.  Duration  three  months.  In 
addition  to  this  she  has  had  some  jaundice  for  over 
a year  and  has  lost  about  30  pounds  in  weight. 
At  times  she  has  headache  and  dizzy  spells.  Her 
appetite  was  good,  but  she  vomited  all  food  taken. 
This  would  account  for  the  loss  in  weight. 

Examination  showed  a decided  icteric  tint  to 
the  sclerae  (this  was  before  we  were  using  the 
van  den  Bergh  test  and  we  have  no  measurements 
of  bile  pigments  in  her  blood).  Otherwise,  there 
was  little  of  note  in  the  physical  examination 
except:  B.P.  160/110,  and  slight  rigidity  of  the 
upper  right  rectus  muscle.  The  urine  showed  the 
presence  of  bile.  The  Wassermann  reaction  was 
negative  on  Dec.  1,  1924,  but  strongly  positive  on 
Dec.  10,  1924.  The  blood  picture  showed  a second- 
ary anemia. 

This  patient  was  given  several  courses  of  mer- 
curial inunctions  with  iodid  of  potash  and  by  Feb- 
ruary 23,  1925,  she  was  markedly  improved  and  all 
jaundice  had  disappeared.  At  a later  date  she 


was  given  bismuth  salicylate  and  ultimately  came 
to  feel  better  than  she  had  in  years. 

Case  4.  M.  B.,  colored  girl,  aged  18  years,  first 
seen  April  20,  1927.  At  that  time  her  complaint 
was  jaundice  of  ten  days  duration  which  was  in- 
creasing in  intensity.  She  also  complained  of  a 
painful  swelling  on  the  inner  side  of  left  thigh 
and  a less  painful  one  on  the  right  thigh.  These 
“swellings”  were  of  the  same  duration  as  the 
jaundice.  The  history  was  otherwise  unimpor- 
tant. Examination  showed  pronounced  jaundice 
of  sclerae,  soft  palate  and  skin.  Left  epitro- 
chlear only  palpable  lymph  node.  Nothing  of  note 
in  heart  or  lungs.  In  the  abdomen,  there  was 
some  rigidity  of  the  rectus  muscles  and  satisfac- 
tory examination  could  not  be  made.  There  were 
no  areas  of  tenderness.  The  liver  and  spleen 
could  not  be  felt.  On  the  inner  side  of  left  thigh 
was  a painful,  inflamed  nodule  about  size  of  a 
walnut  and  a similar  one,  though  painless,  on  the 
outer  side  of  the  right  thigh.  Wassermann  re- 
action was  strongly  positive.  Urine  contained  no 
bile.  Van  den  Bergh  test  showed:  Direct,  de- 

layed; indirect,  2.5  units,  indicating  a toxic  or  in- 
fective process  in  the  liver. 

She  was  given  injections  of  bismuth  salicylate 
twice  weekly  and  by  May  16  there  was  only  a 
trace  of  icterus  and  the  nodules  on  the  thighs 
were  about  gone.  Patient  failed  to  return  for 
further  treatment. 

Case  5*  M.  B.,  colored  woman,  aged  35  years, 
came  to  the  clinic  June  8,  1925,  with  the  following 
history:  For  about  one  year  she  had  been  feeling 

sick  all  over;  had  pains  and  aches  over  whole  body 
which  were  worse  at  night;  had  frequent  nausea 
but  no  vomiting;  was  constipated.  Recently,  she 
had  noticed  her  eyes  getting  yellow.  A history  of 
two  miscarriages  was  elicited  with  no  other  preg- 
nancy. Examination  showed  a fairly  well  devel- 
oped woman  who  appeared  to  have  lost  weight. 
There  was  a decided  icteric  tint  to  the  sclerae  and 
soft  palate.  About  the  centre  of  the  soft  palate 
was  a small  perforation  such  as  is  frequently  seen 
resulting  from  syphilitic  infection.  No  adenopathies 
were  noted.  There  was  nothing  particular  in  chest 
except  an  accelerated  heart  rate.  In  the  abdomen, 
the  liver  edge  could  be  felt  a short  distance  below 
the  costal  margin.  There  was  some  tenderness  in 
the  epigastrium.  The  spleen  could  not  be  felt. 
The  Wassermann  reaction  was  negative  on  three 
occasions.  Urine  contained  bile  with  some  albu- 
min and  hyaline  casts.  Van  den  Bergh  reaction 
showed:  Direct,  biphasic  (prompt  and  delayed); 

indirect,  15  units,  indicating  a toxic  or  infectious 
condition  causing  both  dysfunction  of  the  liver 
cells  and  some  obstruction.  The  blood  picture 
was  unimportant.  This  patient  was  placed  upon 
bismuth  therapy  and  by  July  22  was  clinically 
well,  with  no  evidence  of  jaundice.  She  stopped 
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coming  to  the  clinic  and  we  were  unable  to  secure 
another  van  den  Bergh  test. 

This  patient  is  being  included  in  this  series 
because  I believe  the  evidence  and  results  of 
treatment  are  proof  of  the  syphilitic  origin  of  her 
trouble,  also,  because  she  represents  a type  of  case 
seen  more  frequently  than  the  other  members  of 
this  series.  In  this  patient,  while  the  Wasser- 
mann  was  negative,  the  other  evidence  was  almost 
conclusive. 

It  seems  to  me  that  any  discussion  of 
these  cases  should  be  preceded  by  a brief 
reference  to  the  modern  conception  of 
jaundice  and  the  van  den  Bergh  reaction. 

McNee<®>  has  given,  what  is  probably, 
the  clearest,  most  concise  and  most  easily 
understandable  picture  of  jaundice,  which 
has  appeared  in  recent  years.  His  conclu- 
sions are  largely  based  upon  recent  studies 
concerning  the  relationship  existing  be- 
tween the  parenchymal  (polygonal)  cells 
of  the  liver  and  the  reticulo-endothelial 
system.  In  his  study  the  van  den  Bergh 
test  has  played  a prominent  role. 

It  has  been  found  that  jaundice  is  of 
two  grades,  first,  that  in  which  there  is 
retention  of  bile  pigments  in  the  blood,  in 
excess  of  normal,  but  not  sufficient  to  be 
detected  in  the  skin  or  sclerotics;  this  is 
known  as  latent  jaundice;  secondly,  that  in 
which  the  jaundice  is  visable  to  the  examin- 
ing eyes.  This  excess  of  bile  pigments  is 
easily  determined  by  the  icteric  index,  but, 
theoretically  at  least,  the  van  den  Bergh 
test  is  superior  because  it  not  only  records 
the  amount  of  bile  pigment  present  in  the 
blood  but  as  mentioned  before  is  also  a 
guide  as  to  the  probable  location  of  the 
pathologic  process. 

Using  the  van  den  Bergh  test,  it  has 
been  noted  that  bile  pigments  which  have 
passed  through  the  liver  cells  and  been  re- 
absorbed into  the  blood,  as  occurs  in 
obstructive  jaundice,  will  give  a reaction 
very  different  from  bile  pigments  which 
have  not  passed  through  the  parenchymal 
liver  cells.  On  this  evidence  two  sets  of  re- 
actions have  been  evolved  for  the  van  den 
Bergh  test;  one,  the  so-called  direct  reac- 
tion, which  when  present  indicates  an 
obstructive  condition  somewhere  distal  to 


the  liver  cells,  and  the  other,  the  so-called 
indirect  reaction,  which  when  positive  in- 
dicates either  damage  to  the  liver  cells 
(of  a toxic  or  infectious  nature)  or  an 
hemolytic  process.  On  this  hypothesis,  the 
classification  of  jaundice  into,  first,  ob- 
structive hepatic;  second,  toxic  and  infec- 
tive; third,  hemolytic,  gives  us  something 
which  we  can  understand  and  which 
enables  us  to  more  correctly  class  our 
cases. 

Applying  these  ideas  to  the  above  cases 
we  find  that  all  give  a positive  reaction  by 
the  indirect  method,  indicating  some  inter- 
ference with  the  function  of  the  liver  cells. 
When  we  consider  that  the  pathological 
process  is  most  apt  to  involve  the  paren- 
chymal cells,  it  is  rather  to  be  expected 
that  this  reaction  should  be  obtained.  In 
addition,  several  cases  gave  a prompt  di- 
rect reaction,  indicating  that  there  was 
some  obstructive  condition  distal  to  the 
liver  cells. 

It  might  be  well  to  call  attention  to  the 
fact  that  there  must  a rather  widespread 
involvement  of  the  liver  cells  (in  cases  of 
toxic  and  infectious  jaundice)  in  order  to 
cause  considerable  retention  of  bile  pig- 
ments. Localized  conditions,  such  as 
gummata,  are  not  apt  to  cause  any  reten- 
tion of  pigments  and  the  van  den  Bergh 
and  icteric  index  tests  would  be  negative. 

Quite  recently  two  cases  of  arsphenamin 
jaundice  have  come  under  my  observation. 
It  seems  to  me  that  if  the  administration 
of  salvarsan  were  preceded  by  one  or  other 
of  these  tests  for  bile  pigments  (for  such 
purposes  the  icteric  index  would  be  the 
simplest)  we  might  be  able  to  detect  evi- 
dence of  damage  to  the  liver  cells,  avoid 
the  use  of  salvarsan,  at  least  until  evidence 
of  trouble  had  cleared  up  and  so  prevent 
such  cases  of  jaundice. 
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DISCUSSION. 

Dr.  J.  H.  Musser  (New  Orleans) : In  diagnos- 

ing jaundice  in  liver  disease  it  might  be  well  to 
put  down  the  four  great  causes  of  jaundice: 

1.  Acute  Yellow  Atrophy. 

2.  Diffuse  Interstitial  Hepatitis. 

3.  Kinking  of  the  Ducts  or  Obstruction  of  the 
Ducts. 

4.  Acute  Parenchymatous  Hepatitis. 

Type  1 is  extremely  rare;  in  all  I have  seen  but 
three  cases.  Type  2 gives  us  our  syphilitic  cir- 
rhosis, a relatively  frequent  disease  (about  47 
per  cent).  Type  3 is  due  to  obstruction  of  the 
ducts  resulting  in  interference  with  the  flow  of 
bile;  this  may  be  caused  by  kinking,  pressure, 
stone,  fibrosis,  or  new  growth.  In  Type  4 jaun- 
dice occurs  early  in  the  disease  and  there  are 
various  explanations  for  it. 

Dr.  Smith  has  laid  a great  deal  of  stress  on 
the  importance  of  keeping  away  from  arsphena- 
aiine  in  the  treatment  of  these  patients.  His 
paper  does  not  deal  with  the  jaundice,  but  calls  at- 
tention to  the  danger  of  giving  the  drug.  This 
Hextheimer  reaction  occurs  more  frequently  with 
syphilitic  hepatitis  than  almost  any  other  condi- 
tion. We  also  get  in  the  treatment  of  this  con- 
dition sometimes  a paradoxical  cure  in  which  the 
patient  has  a moderate  degree  of  ascites,  but  in 
which,  despite  the  fact  that  the  Wasserman  is 
improving,  go  on  with  rapidity.  I am  very  glad 
Dr.  Smith  called  attention  to  this  phenomena  in 
jaundice  and  syphilis.  I do  not  believe,  however, 
it  is  quite  as  rare  as  he  says.  It  is  my  impression 
that  it  is  a bit  more  frequent. 

There  is  one  difficulty,  it  is  a very  little  diffi- 
culty, in  the  differential  diagnosis  of  these  condi- 
tions and  that  is  the  question  of  some  other 
condition  causing  the  jaundice  in  an  individual 


with  syphilis.  It  is  not  nearly  as  great  a diffi- 
culty as  it  used  to  be  on  account  of  the  routine 
use  of  the  Wassermann  reaction.  In  the  old  days 
I know  of  four  or  five  cases  where  the  patient  was 
operated  on  for  cholecystitis,  gall-stones  and  such 
conditions  and  it  turned  out  that  the  trouble  was 
not  with  the  gall-bladder  but  a syphilitic  hepatitis. 
Given  a person  with  a positive  Wassermann  in  the 
present  day  we  would  suspect  the  possibility  of 
syphilitic  disease  causing  jaundice.  It  must  not 
be  forgotten  that  an  acute  intercurrent  disease, 
and  not  syphilitic  hepatitis,  may  be  the  cause  of 
the  jaundice.  I remember  a case  which  impressed 
me  very  much.  The  patient  had  an  acute  inflam- 
matory lesion  of  the  abdomen,  generalized  pain, 
nausea,  and  vomiting,  but  she  was  refused  opera- 
tion because  she  had  syphilitic  cirrhosis.  She 
died  of  a ruptured  gall-bladder.  Of  course,  the 
Wassermann  reaction  was  positive.  The  same 
thing  applies  to  acute  infectious  jaundice.  There 
are  many  cases  of  jaundice  supposed  to  be  acute 
hepatitis  which  nevertheless,  as  in  this  case,  may 
be  unrelated  to  the  syphilitic  lesion. 

Dr.  F.  M.  Johns  (New  Orleans) : I have  been 

very  much  interested  in  Dr.  Smith’s  remarks  on 
the  van  den  Bergh  reaction.  We  realize  the  su- 
periority of  this  test  in  checking  cases  of  hepati- 
tis and  I really  believe  that  it  could  be  put  to  a 
more  generalized  use.  It  should  be  correlated 
with  the  urine  test  for  biliverdin.  It  has  oc- 
curred to  me  that  in  severeal  cases  I was  able 
to  detect  bile  pigment  in  the  urine  before  the 
indirect  van  den  Bergh  could  be  demonstrated. 
With  an  indirect  van  den  Bergh  reaction  of  24 
to  26  units,  which  would  indicate  an  extensive 
parenchymatous  degeneration  of  the  liver,  you  will 
always  be  able  to  demonstrate  biliverdin  in  the 
urine  with  Schlesesinger’s  test  which  is  very  easy 
to  perform  and  which  I would  recommend  in 
those  instances  in  which  the  more  complicated 
blood  test  is  not  feasible. 

Dr.  Abe  Mattes  (New  Orleans) : In  the  last 

five  or  six  years  I have  had  occasion  to  see  in  the 
clinic  at  Charity  Hospital  syphilis  in  all  its  phases, 
including  jaundice.  We  had  six  or  seven  cases 
of  jaundice  that  were  not  given  bismuth  therapy 
but  were  subjected  to  routine  salvarsan  admin- 
istration. There  were  no  tests  made,  as  described 
by  the  author  and  though  salvarsan  may  be  con- 
traindicated in  these  cases,  there  was  nothing  of 
note  in  this  series,  for  no  complications  arose. 

I regret  not  knowing  the  relationship  between 
toxic  hepatitis  and  the  damage  that  salvarsan  may 
do,  but  as  there  was  no  apparent  harm  resulting 
from  the  measures  that  are  employed  in  early 
secondary  syphilis,  I am  grateful. 

Dr.  J.  Holmes  Smith,  Jr.  (closing) : Probably 

Dr.  Musser  misunderstood  me  about  the  frequency 
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of  jaundice  in  syphilis.  What  I stressed  was  the 
fact  that  I found  only  five  cases  of  jaundice  in 
the  skin  that  I was  willing  to  accept  as  due  to 
syphilis.  However,  there  are  a number  of  cases 
coming  in  with  obvious  jaundice.  We  treat  them 
accordingly,  but  have  no  proof  that  the  jaundice 
is  due  to  syphilis.  Many  come  in,  receive  no 
treatment,  and  get  well. 

With  regard  to  jaundice  and  the  Herxheimer’s 
reaction,  recently  in  our  clinic  we  have  had  three 
or  four  cases  come  back  from  salvarsan  clinic 
with  very  pronounced  jaundice.  Only  a week  ago 
a patient  reported  to  the  clinic,  intensely  jaun- 
diced, who  had  received  two  doses  of  the  drug  and 
had  to  go  to  bed  for  a month  before  she  could 
come  to  the  clinic.  We  try  to  run  an  icteric  index 
on  patients  with  positive  Wassermanns.  We  are 
using  the  van  den  Bergh  test  on  account  of  its 
supposed  value  to  give  us  an  idea  as  to  whether 
the  jaundice  is  due  to  obstruction,  to  a toxic 
condition  affecting  the  liver  cells,  or  whether  it 
is  hemolytic  in  origin. 

With  regard  to  Dr.  Mattes’  remarks,  I have  seen 
cases  in  the  ward  with  positive  Wassermanns  given 
salvarsan  and  suffering  ho  apparent  ill  effects,  but 
knowing  the  effect  of  salvarsan  on  the  liver,  I 
think  it  wise  to  give  bismuth  and  later  on,  as 
the  condition  improves,  possibly  the  salvarsan 
would  be  in  order. 

MODERN  TREATMENT  OF 
GONORRHEA.* 

H.  W.  E.  WALTHER,  M.  D., 

New  Orleans. 

It  is  a source  of  wonderment  to  many 
urologists  that  so  many  members  of  the 
medical  profession  still  adopt  a most  indif- 
ferent attitude  towards  the  subject  of  gon- 
orrhea. In  some  localities  the  physicians 
openly  announce  that  they  do  not  treat 
cases  of  Neisserian  infection.  In  far  too 
many  instances,  where  physicians  do  ad- 
minister treatment  for  this  infection,  it  is 
carried  out  in  so  haphazard  a manner  as 
to  be  of  little  avail.  Just  where  to  place 
the  blame  is  a difficult  matter.  Whether  the 
physician  was  trained  improperly  while  at 
college ; whether  the  text-books  confuse 
him  rather  than  elucidate  a rational  thera- 
peutic scheme;  or,  whether  the  urologists 

*Read  before  the  Tri-County  Medical  Associa- 
tion, McComb,  Miss.,  March  13,  1928,  and  before 
the  Third  District  Medical  Society,  St.  Martin- 
ville.  La.,  June  28,  1928. 


themselves,  in  their  enthusiasm  to  bring 
before  their  confreres  the  more  spectacular 
phases  of  their  surgical  progress,  have 
failed  in  their  duty  of  properly  keeping 
the  profession  abreast  of  the  time — this 
is  a matter  for  some  one  better  qualified 
than  myself  to  explain.  However,  I cannot 
but  feel  that  the  urologist  is  to  blame  for 
much  of  the  misunderstandings  within  our 
professional  ranks  as  regards  the  status  of 
gonorrheal  therapy  as  practiced  today.  It 
shall  be  my  purpose  to  clarify,  as  best  I 
can,  the  situation  even  if  we  must  limit  our 
discussion  to  the  bare  essentials. 

Before  entering  upon  the  subject  of 
treatment  I trust  you  will  indulge  me  a few 
moments  while  I recall  to  your  minds  a 
few  facts  upheld  by  statistics  gathered 
from  sources  the  reliability  of  which  can- 
not be  questioned.  In  the  first  place  vene- 
real diseases  generally  are  not  on  the  de- 
crease. There  is  to  be  found  today  just 
as  much,  if  not  more,  gonorrhea  among 
men,  women  and  children  as  was  observed 
twenty-five  years  ago.  This  in  spite  of  the 
fact  that  sex  hygiene  i^  today  to  be  found 
in  the  school  curriculum  of  every  child  in 
the  land.  Much  propaganda  in  the  form  of 
moving  pictures,  stage  plays,  lectures, 
books,  posters,  and  the  like,  have  for  years 
been  directing  the  attention  of  the  youth 
of  the  country  to  the  ravages  that  follow  in 
the  wake  of  the  venereal  peril.  And  still 
fresh  cases  of  gonorrheal  infection  daily 
knock  at  our  office  doors  for  help.  Then 
viewing  the  problem  from  an  economic 
standpoint  the  time  lost  by  the  wage-earner 
infected  with  gonorrhea,  not  only  as  meas- 
ured in  dollars  lost  to  his  needy  family,  but 
also  as  applies  to  the  material  loss  of  his 
services  to  his  employer  and  the  disruption 
such  illness  causes  to  his  organization, 
mounts  yearly  into  stupendous  figures. 
Surely  the  treatment  of  gonorrhea  should 
vitally  interest  all  of  the  members  of  our 
calling.  Let  us  awaken  to  the  situation 
existing  today.  The  age  of  jazz  is  in  no 
wise  conductive  to  better  morals.  We 
must,  therefore,  study  seriously  how  more 
effectively  to  combat  this  diseai^e  in  its 
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early  stages,  in  both  sexes,  so  that  a mini- 
mum number  of  complications  will  be  ob- 
served, When  complications  intervene  we 
must  be  capable  of  recognizing  them 
promptly  so  that  efficient  treatment  can  be 
summarily  instituted. 

To  diagnose  accurately  gonorrhea  we 
must  employ  the  microscope.  I would 
scarce  have  the  courage  to  mention  this 
point  before  such  an  audience  were  it  not 
for  the  fact  that  ever  so  often  where  the 
clinical  evidence  of  a discharge  was  ac- 
cepted by  certain  physicians  as  sufficient 
proof  of  gonorrhea,  valuable  time  was  lost 
in  arresting  the  ravages  of  an  urethral 
chancre.  A sterile  urethral  smear  should 
make  one  suspicious  therefore  of  urethral 
syphilis  and  careful  palpation  of  the 
urethra,  possibly  an  endoscopic  study,  ob- 
serving for  secondary  manifestations,  and 
a blood  Wassermann  should  be  employed 
in  aiding  to  clear  up  the  diagnosis.  S© 
much  for  the  male. 

In  women  the  term  leucorrhea  has  been 
handed  down  to  us  from  time  immemorial 
with  all  the  dignity  accompanying  a clini- 
cal entity.  Yet  today  most  of  us  should 
realize  that  so-called  leucorrhea  is  but  a 
symptom,  not  a disease.  The  time-honored 
vaginal  douche  therefore  is  about  as  valu- 
able in  the  treatment  of  gonnornhea  ojf 
women  as  is  the  methylene  blue  pill  in 
men. 

The  first  principal  we  must  accept,  if 
we  are  to  treat  our  cases  of  gonorrhea 
along  the  lines  of  modern  urologic  teaching, 
is  that  the  infection  perpetuates  itself  by 
gaining  lodgment  in  certain  gland  struc- 
tures. Our  theraphy  is  therefore  directed 
at  eradicating  these  foci  of  infection.  In 
the  male  the  paraurethral  glands,  the  peri- 
urethral glands,  Cowper’s  glands,  the 
prostate  and  the  seminal  vesicles  deserve 
special  consideration.  In  the  female  the 
vulvo-vaginal  or  Bartholin  glands,  Skene’s 
glands  and  the  cervical  glands  demand  par- 
ticular attention. 


Any  number  of  concurrent  factors  may 
be  met  with  in  the  treatment  of  gonorrhea 
which,  when  ignored  or  allowed  to  go  un- 
recognized, may  add  materially  to  the 
chronicity  of  a given  case.  I refer  particu- 
larly to  phimosis,  balanitis,  venereal  warts, 
urethral  caruncle,  pin-point  urethral 
meatus  and  stricture.  At  one  time  the 
teaching  was  to  treat  the  infection  first 
and  then  attend  to  these  other  coexistent 
factors  later.  I have  never  understood  the 
rationale  of  such  reasoning.  We  attend 
to  these  matters  first.  It  saves  time  and 
much  worry.  Wliere  a foreskin  is  so  tight 
that  the  urethral  meatus  cannot  be  easily 
exposed,  circumcision  is  done  at  once.  Only 
in  this  way  can  balanitis  be  promptly  ar- 
rested. Venereal  warts  or  urethral  car- 
uncles are  promptly  destroyed  with  the 
high  frequency  spark.  Meatotomy  is  done 
at  once  where  the  meatus  is  found  stenosed. 
Strictures  must  be  dilated  in  order  to 
further  urethral  drainage;  naturally  I re- 
fer here  to  strictures  of  the  anterior 
urethra  mainly  as  it  is  constrictions  of  this 
type  that  hinder  any  form  of  therapy  di- 
rected at  controlling  acute  infections  of 
this  area. 

TREATMENT  OF  THE  MALE. 

Urethritis.  More  misleading  statements 
are  made  by  the  manufacturers  of  drugs 
that  are  supposed  to  be  specifics  for  gonor- 
rhea than  probably  can  be  observed  of  any 
other  group  of  remedies.  Hardly  a week 
goes  by  but  we  receive  through  the  mails 
announcements  that  at  last  something 
wonderful  has  been  discovered  that  will 
promptly  cure  ijnfections  of  the  diplococcus 
of  Neisser,  Few  of  us  today  are  fooled  by 
rash  claims.  All  of  us  hope  to  see  the  day 
when  we  will  have  a true  specific  here.  So 
far,  however,  it  has  not  come  to  hand. 
Within  twelve  hours  after  exposure,  the 
organisms  begin  their  siege  by  burrowing 
into  the  many  follicles  that  stud  the  ure- 
thral lumen  throughout  its  length  and  soon 
are  safely  hidden  away  beneath  a barrier 
difficult  for  any  agent  to  penetrate.  In 
rare  instances  we  observe  cases  who  report 
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within  the  first  twelve  or  twenty-four  hours 
after  noting  a discharge  and  here  abortive 
treatment  with  a single  injection  of  2 per 
cent  silver  nitrate  solution  following  a 1 
per  cent  cocain  local  anesthetization  will 
frequently  effect  a cure.  But  these  cases 
make  up  a small  percentage  of  all  gonor- 
rheas seen,  probably  not  more  than  1 per 
cent.  The  druggist  sees  most  of  these 
patients  first.  Later  the  physician.  The 
antiseptic  dyes,  one  of  the  few  good  things 
accruing  from  the  World  War,  unquestion- 
able are  far  superior  to  the  older  protein 
silver  preparations.  ^ The  penetrating 
quality  of  the  dyes,  whereas  not  fullfilling 
perfectly  our  requisites  of  what  an  ideal 
gonococcicide  should  be,  commends  itself 
to  our  favorable  consideration.  We  should 
employ  them  intensively  at  the  present 
time.  One-quarter  per  cent  pyridium  solu- 
tion, mercurochrome  in  0.5  per  cent 
strength  and  neutral  acriflavine  in  1:2000 
dilutions  should  be  used  alternately.  Bac- 
teria of  any  strain  ultimately  acquire  a 
certain  degree  of  tolerance  against  any 
one  given  drug.  Therefore  by  using  one 
dye  solution  on  one  day  and  switching  to 
another  the  next  maintains  better  the 
therapeutic  efficiency  of  each  drug.  It  is 
imperative  that  fresh  solutions  be  made  up 
daily.  Old  solutions  not  only  lose  in  po- 
tency by  being  kept  indefinitely  on  the 
shelf,  but  they  are  also  found  to  be  far 
more  irritating  than  freshly  prepared  solu- 
tions. 

The  quest  for  a dependable  internal 
urinary  antiseptic  has  proceeded  uninter- 
ruptedly through  the  years.  Up  until  the 
introduction  of  pyridium  I personally  could 
not  enthuse  over  any  of  them.  During  the 
past  twelve  months  my  experiences  with 
administering  pyridium  by  mouth  to  cases 
of  gonorrhea  has  forced  me  to  modify  my 
opinion.  This  collodial  conde??.sation  prod- 
uct of  phenyl-azo-diamino-pyridine-hydro- 
chloiTide,  known  as'  pyridium,  is  a most 
valuable  internal  urinary  antiseptic.  Its 
influence  upon  bacteria  and  pus  is  practi- 
cally immediate.  The  more  acute  the  in- 


fection the  more  prompt  will  be  the  action 
of  the  pyridium.  Two  tablets,  of  0.1  gm. 
each,  are  given  three  times  a day.  The  dye 
stains  the  urine  a brownish-red;  the  secre- 
tion from  the  prostate  and  seminal  vesi- 
cles also  is  colored  following  the  taking  of 
pyridium.  No  internal  urinary  antiseptic 
so  far  given  us  will,  with  the  same  prompt- 
ness, clear  the  urine  of  pus  and  bacteria. 
In  gonorrheal  infections  it  serves  as  an  im- 
port aid  in  promtly  getting  the  case  under 
control.  It  should  be  needless  to  add  that 
local  treatment  is  never  to  be  subjugated  to 
internal  medication,  but  is  to  be  employed 
along  with  the  local  remedies  mentioned  in 
the  preceding  paragraph.  Furthermore, 
where  the  chronicity  of  a urinary  lesion  is 
due  to  some  mechanical  obstructive  factor, 
something  more  than  internal  medication 
is  obviously  demanded. 

Self-treatment  is  always  disappointing, 
even  in  the  hands  of  the  most  intelligent 
patient.  Either  he  gives  himself  an  injec- 
tion improperly,  is  in  too  great  a haste  or 
because  of  the  pain  accompanying  the  in- 
jection he  does  not  use  it  at  all,  but  mis- 
leads his  physician  into  believing  that  he 
is  carrying  out  instructions  to  the  letter. 
The  doctor  must  personally  institute  the 
therapy  in  Neisserian  urethritis.  If  he  is 
too  busy  to  do  this,  he  should  turn  the  case 
over  to  a physician  who  will. 

Every  dram  or  two  instilled  into  the 
urethra  must  be  held  in  for  at  least  ten 
minutes ; in  some  cases  fifteen  minutes  soak 
is  better.  A meatus  clamp  is  handy  here. 
For  the  first  few  days  the  patient  reports 
to  the  office  morning  and  afternoon.  There- 
after once  daily  usually  will  suffice.  At 
each  visit  patient  reports  with  full  bladder 
and  voids  in  two  glasses.  This  test,  crude 
though  it  may  be,  gives  sufficient  clinical 
information  for  the  practitioner  to  know 
whether  or  no  the  infective  process  has 
passed  behind  the  compressor  urethrae  and 
invaded  the  posterior  urethra.  I never  give 
a local  treatment  for  active  gonorrhea  un- 
less the  patient  can  first  flush  out  the  ure- 
thra with  urine.  I believe  this  procedure 
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minimizes  the  number  of  complications 
which  are  apt  to  ensue.  Smears  under  the 
microscope  are  checked  with  the  Gram 
stain  twice  weekly. 

A suspensory  bandage  is  prescribed  at 
the  first  visit  for  obvious  reasons.  A com- 
plete list  of  instructions  of  “dos”  and 
“donts”  are  also  given  patient  at  this  time. 
If  the  doctor  will  place  all  of  his  cards  on 
the  table  at  the  first  interview  there  can 
be  no  chance  of  misunderstanding. 

Posterior  Ureth^'itis.  Most  cases  of  an- 
terior urethritis  develop  a posterior  in- 
volvement within  a week  after  initial  onset 
of  symptoms.  The  prompt  recognition  of 
this  complication  means  much  if  results  are 
desired.  Observing  a cloudy  second  glass 
of  urine  and  a complaint  upon  the  part  of 
the^  patient  of  frequency  and  urgency 
should  immediately  place  one  on  guard. 
Irrigations  are  more  harmful  here  than 
any  other  procedure  you  might  use.  More 
traumatism,  with  subsequent  stricture  for- 
mation, is  produced  by  ill-advised,  forceful 
irrigations  than  by  any  other  means  I 
know  of.  Eighteen  years  of  experience  in 
urological  work  has  taught  me  the  futility 
of  the  irrigation  method  of  treating  gono- 
coccal urethritis.  Instillations  of  a dram 
of  a 2 per  cent  solution  of  silver  nitrate 
administered  by  means  of  a Guyon  woven 
silk,  olive  tipped  catheter  specially  designed 
for  the  purpose,  serves  as  a specific  where 
the  condition  is  gotten  sufficiently  early. 
But  in  any  case  2 per  cent  silver  instilla- 
tions are  superior  to  any  other  medication 
in  the  posterior  urethra.  These  are  given 
twice  or  thrice  a week,  depending  upon  the 
severity  of  the  case  and  the  reaction  fol- 
lowing its  use.  By  having  the  patient 
supine  on  the  treatment  table,  with  the 
bladder  empty,  we  can  in  most  instances 
gently  install  a solution  of  mercurochrome, 
pryridium  or  neutral  acriflavine  into  the 
posterior  urethra  by  means  of  a two  dram 
urethral  syringe.  In  the  process  of  injec- 
tion the  patient  is  asked  to  relax  as  well 
as  to  go  through  the  act  of  voiding.  This 
relaxes  the  sphincters  and  the  medicament 


passes  easily  into  the  posterior  urethra 
and  bladder. 

Paraurethritis.  Laterally  to  the  ure- 
thral meatus  and  on  the  glans  one  not 
infrequently  will  observe  a minute  duct 
opening.  The  orifice  of  such  a gland  in- 
fected with  gonococci  will  be  found  red 
and  puffed  and  upon  pressure  will  dis- 
charge a small  drop  of  pus  rich  in  organ- 
isms. Unless  the  clinician  is  on  the  look- 
out for  these  foci  they  might  easily  be 
missed.  They  serve  as  one  factor  in  the 
perpetuation  of  so-called  intractable  ure- 
thrites. These  glands  are  easily  destroyed 
by  one  application  of  high  frequency  spark. 

Periurethritis.  An  occluded  periure- 
thral gland  may  go  on  to  abscess  formation 
and,  if  left  alone,  may  rupture  either  on 
the  skin  or  into  the  urethra.  Incising 
these  abscesses  should  not  be  done  hastily. 
The  dread  of  a resultant  permanent  ure- 
thral fistula  from  such  surgical  interven- 
tion must  ever  be  kept  in  mind.  If  the 
abscess  points  urethrally,  it  can  best  be 
opened  through  an  endoscope  with  high 
frequency  spark.  Should  the  abscess  point 
superficially,  needle  aspiratory  puncture 
plus  the  injection  of  a few  minims  of  a 1 per 
cent  mercurochrome  solution  will  usually 
bring  about  prompt  resolution  of  the  pus 
focus.  The  expectant  treatment  is  with 
hot  fomentations.  If  periurethal  infiltra- 
tions assume  tiny,  shot-like  feeling  masses, 
they  are  treated  by  massaging  them  over  a 
straight  sound  twice  weely  until  they  dis- 
appear. 

Cowperitis.  There  are  two  compound 
tubular  glands  situated  between  the  two 
layers  of  the  triangular  ligament,  anteri- 
orly to  the  prostate,  known  as  the  bulbou- 
rehral  or  Cowper’s  glands,  which  have 
hitherto  received  little  consideration  by  the 
clinician.  When  involved  they  can  be 
easily  palpated  by  placing  the  index  finger 
within  the  rectum  and  pressing  the  thumb 
against  the  perineum.  Many  cases  of  in- 
tractable gonorrhea  unquestionably  are  due 
to  foci  hidden  away  in  Cowper’s  glands. 
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Unless  they  abscess  little  attention  is  paid 
them  by  the  average  doctor.  Every  male 
with  chronic  gonorrhea  should  be  examined 
for  Cowperitis.  Massage  to  the  perineum 
and  the  application  of  heat  often  produces 
pleasing  results.  Diathermy  to  the  peri- 
nuem  has  materially  helped  me  clear  up 
these  foci  which  are  so  inaccessible.  Ab- 
sceses  obviously  must  be  drained  surgi- 
ally. 

Prostatitis.  This  complication  of  chronic 
infection  by  far  makes  up  the  bulk  of  the 
urologist’s  office  work.  We  know  that  the 
great  majority  of  urethral  infections  go 
posterior  sooner  or  later,  and  authorities 
agree  that  posterior  urethritis  and  pros- 
tatitis always  go  hand  in  hand.  Only  too 
few  men  take  sufficient  pains  with  their 
cases  to  make  rectal  examinations  and  to 
study  the  expressed  secretion  microscopi- 
cally. The  usual  excursion  of  the  index 
finger  in  carrying  out  massage  is  a swing 
from  the  lateral  extremity  of  the  gland 
towards  the  mid-line,  downwards  and  out- 
wards. The  prostate,  as  you  will  recall, 
lies  on  the  floor  of  the  rectum  just  within 
the  anal  sphincter.  Any  physician,  with  a 
little  practice,  can  acquire  the  proper 
stroke.  Massage  is  superior  to  all  other 
forms  of  therapy  in  prostatitis  and  is  car- 
ried on,  every  day,  until  the  secretion  is 
free  of  pus  and  bacteria.  This  may  re- 
quire two  months  of  treatment ; it  may  take 
a year. 

Seminal  Vesiculitis.  These  structures 
are  invaded  with  the  gonococcus  frequently 
and  again  massage  is  our  mainstay.  Be- 
cause of  the  difference  in  glandular  struc- 
ture, the  vesicles  are  emptied  differently 
from  the  prostate.  Here  the  finger  adopts 
a downward  and  zigzag  movement  in  order 
more  effectfully  to  empty  the  sacs.  If  one 
want^  to  collect  the  prastatic  and  vesicular 
secretions  separately  the  prostate  is  first 
massaged  on  a full  bladder;  the  patient 
then  empties  his  bladder  and  the  vesicles 
are  massaged  and  the  secretion  collected  in 
a separate  receptacle.  Besides  massage 
diathermy  is  used  in  the  obstinate  types  of 


both  vesiculitis  and  prostatitis.  No  perfect 
electrode  has  yet  been  devised  for  this  work 
but  the  V-shaped  instrument  that  is  placed 
via  the  rectum  against  the  prostate  with 
the  other  blade  resting  on  the  perineum  is 
superior  to  others. 

Stricture.  With  the  more  universal 
adoption  of  less  cauterizing  antiseptics  and 
with  a truer  appreciation  of  the  value  of 
gentleness  in  all  urethral  manj’pulations, 
strictures  are  becoming  rarer  every  year. 
Still  they  are  met  with  and  one  never  knows 
when  he  might  have  a patient  with  gonor- 
rhea who  harbors  a congenital  stricture. 
Silk  bougies  are  far  less  traumatizing  than 
steel  sounds,  and  are  becoming  more  popu- 
lar all  the  time.  The  Kolmann  dilator  has 
a definite  place  in  the  treatment  of  stric- 
tures, particularly  those  at  the  bulb.  Dila- 
tation here  serves  a dual  purpose  in  that  it 
relaxes  the  annular  scar  within  the  urethra 
and  at  the  same  time  massages  the  prostate 
from  within. 

Epididymitis.  No  complication  of  Neis- 
serian  infection  is  more  painful  than  epi- 
didymitis. Nothing  yet  discovered  relieves 
this  pain  as  promptly  as  diathermy.  This 
modality  of  physiotherapy  does  not  only 
relieve  the  pain,  but  if  applied  sufficiently 
early,  will  reduce  the  swelling  more  rapidly 
than  can  be  accomplished  by  other  agents. 
The  intramuscular  injections  of  foreign 
proteins  or  the  intravenuous  injection  of 
mercurochrome  serves  as  an  added  meas- 
ure in  relieving  the  more  refractive  cases. 
Epididymotomy  is  rarely  practiced  now. 
Diathermy  has  materially  reduced  the 
number  of  epididymi  that  go  on  the  abscess 
formation.  Naturally  when  abscesses  de- 
velop incision  and  drainange  becomes  im- 
perative. 

Arthritis.  This  complication  too  often 
brings  in  its  wake  much  suffering.  Here 
again  diathermy  is  the  best  agent  at  our 
command  for  promptly  relieving  pain  and 
swelling.  Foreign  preteins  intramuscu- 
larly or  mercurochrome  intravenously  aid 
in  many  cases  to  hasten  resolution.  As- 
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piratory  puncture  to  relieve  the  joint  of 
fluid  is  being  used  less  and  less.  Open  op- 
erations on  the  joints  are  never  practiced 
in  my  clinic.  We  depend  upon  rest  and  dia- 
thermy chiefly  to  promptly  arrest  the  pro- 
cess. After  all  is  said  and  done  results  will 
follow  only  if  the  primary  focus  of  infec- 
tion is  recognized  and  efficiently  treated. 
As  the  prostate  and  seminal  vesicles  are  by 
far  the  chief  offenders  here,  they  must  be 
treated  assiduously. 

TREATMENT  OF  THE  FEMALE. 

As  the  urologist  deals  alone  with  the 
lower  portion  of  the  urogenital  tract  in 
women,  infection  of  the  uterus,  tubes  and 
ovaries  will  not  be  considered  here.  They 
truly  belong  within  the  sphere  of  the  gyne- 
cologist. 

Any  number  of  physicians  are  of  the 
belief  that  gonorrhea  in  women  is  incur- 
able. This,  of  course,  is  fortunately  not 
true.  If  we  seek  out  the  foci  infected  with 
the  gonococcus  and  apply  rational  thera- 
peutic measures,  provided  we  can  enlist 
the  whole-hearted  co-operation  of  the 
patient,  results  are  most  satisfactory. 

Bartholinitis.  The  vulvo-vaginal  or  Bar- 
tholin glands  become  infected  in  cases  of 
gonorrhea  in  about  40  per  cent  of  patients. 
Occasionally  abscesses  occur  in  these 
glands  in  neglected  cases.  Excising  these 
glands  I consider  poor  surgery.  Such  pro- 
cedure exposes  lymph  channels  which  most 
often  disseminates  the  infection  rather 
than  arresting  it.  The  application  of  dia- 
thermy by  means  of  the  needle  elecrtode  in- 
serted into  the  duct  and  gland  sterilizes 
both  in  a few  seconds.  The  after  care  con- 
sists of  topical  applications  of  10  per  cent 
mercurochrome. 

Skenitis.  Infections  persist  longest  in 
the  anterior  third  of  the  female  urethra 
and  this  is  attributable  largely  to  diseased 
Skene’s  glands.  Again  the  diathermy 
needle,  employed  through  an  urethral 
speculum  or  better  through  an  electrically 
illuminated  skeneoscope,  is  the  most  valu- 
able agent  we  have  to  sterilize  these  foci. 


Usually  one  gland  is  treated  at  the  time. 
Within  three  days  or  a week  the  other  is 
destroyed.  This  is  done  so  as  to  avoid  an 
undue  amount  of  reactionary  edema.  The 
follow-up  care  is  with  5 per  cent  mercuro- 
chrome. Dilatations  to  urethra  once 
weekly,  until  we  reach  instruments  of  30 
or  32  F.,  are  necessary  following  diathermy 
and  mercurochrome  therapy. 

Endocervicitis.  So  much  has  been  writ- 
ten within  the  past  few  years  on  diathermy 
and  its  value  in  endocervicitis  that  we  need 
say  little  here.  It  is  the  one  and  only  sure 
way  to  destroy  gonococcal  infections  of  the 
cervix  and  at  the  same  time  in  no  way  in- 
jure tissue.  Sufficiently  intense  heat  will 
kill  gonococci ; that  we  know.  With  elec- 
trothermic  high  frequency  we  can  obtain 
this  needed  degree  of  heat,  within  the  tis- 
sues, for  periods  sufficiently  long  to  destroy 
the  bacteria. 

CONCLUSIONS. 

1.  Gonorrhea  perpetuates  itself  over  in- 
definite periods  of  time  by  gaining  lodge- 
ment in  certain  uro-genital  gland  struc- 
tures. Only  by  searching  carefully  for 
these  foci  and  then  administering  the 
proper  treatment,  over  a sufficient  period 
of  time,  can  a cure  of  the  infection  be  ef- 
fected. 

2.  The  newer  dye  antiseptics,  pyridium, 
mercurochrome  and  neutral  acriflavine  in 
particular,  seem  to  offer  us  mcch  as  agents 
which  penetrate  the  tissued  invaded  by  the 
gonococcus.  Silver  nitrate  is  by  far  the 
most  reliable  antiseptic  we  have  for  treat- 
ing these  infections.  Instillations  are  far 
less  traumatising  than  irrigations  and  are 
to  be  preferred  as  the  most  satisfactory 
means  of  applying  these  drugs. 

3.  Intramuscular  injections  of  foreign 
protein  substances  and  intravenous  injec- 
tions of  small  doses  of  mercurochrome 
serve  as  valuable  adjuncts  in  the  treatment 
of  refractive  cases.  Small  doses  of  neoarc- 
phenamine,  frequently  repeated,  some- 
times give  results  when  the  above  men- 
tioned agents  fail.  Vaccines  have  proven  a 
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complete  failure  in  the  treatment  of  gonor- 
rhhea  and  are  not  to  be  recommended. 

4.  Diathermy  offers  us  an  extremely 
wide  field  of  usefulness  in  the  management 
of  these  infections.  In  infected  gland  struc- 
tures of  the  urethra  of  both  sexes  it  is  most 
satisfactory.  In  the  prostatitis  it  has  a 
fixed  place.  For  acute  gonococcal  epididy- 
mitis it  is  the  nearest  thing  to  a specific 
that  we  have.  In  sterilizing  Bartholin, 
Skene  or  cervical  glands  in  women,  it  has 
no  equal  in  the  therapeutic  field.  Diathermy 
to  painful,  swollen  gonorrheal  joints 
promptly  relieves  symptoms. 

5.  Therapy  directed  at  relieving  any 
disease,  no  matter  how  efficiently  executed, 
may  fail  due  to  the  lack  of  proper  co-opera- 
tion on  the  part  of  the  patient.  The  patient 
should  be  made  to  realize  the  seriousness 
of  his  or  her  infection  and  told  of  the  pos- 
sibility of  resultant  sterility  or  chronic 
invaljdism  where  treatment  is  neglected. 
Sexual  intercourse,  alcoholic  drinks  and 
exercise  are  interdicted.  Where  the  patient 
is  married  (and  fully  GO  per  cent  of  our 
patients  are  married)  the  opposite  party 
should  be  interviewed,  when  necessary  ex- 
ami^ned,  and  if  found  infected,  treated. 
Matters  such  as  these,  tactfully  handled, 
should  cause  no  disruption  in  marital  fe- 
licity and  are  essential  if  a cure  is  to  be  ex- 
pected. 

6.  Gonorrhea  is  curable  and  the  means 
for  dispatching  these  infections  is  accessi- 
ble to  all.  The  urologist  has  no  secrets  to 
hide  from  the  general  practitioner.  No 
magic  formula  exists  that  will  do  the  im- 
possible. As  in  most  phases  of  medicine, 
common  sense  plays  a major  part.  Let  us 
show  more  interest  in  the  management  of 
venereally  infected  patients. 


MEDICAL  THERAPY  OF  GALL  BLAD- 
DER DISEASE. 

ALFRED  N.  BESSESEN,  JR.,  M.  D., 

From  the  Bessesen  Clinic,  Minneapolis 
Minneapolis,  Minn. 

Diseases  of  the  gall  tract  and  liver  are 
very  common,  and  in  their  early  stages  are 
frequently  overlooked.  Ajvarez  states  that 
from  5 per  cent  to  10  per  cent  of  all  women 
coming  to  autopsy  have  gall  stones.  Menker 
records  that  in  six  hundred  and  twelve  con- 
secutive necropsies  in  persons  over  twenty- 
one  years  of  age,  66  per  cent  showed  some 
pathology,  though  but  5 per  cent  com- 
plained of  symptoms.  Fisher  and  Snell 
found  40  per  cent  gall  bladder  pathology  in 
two  hundred  abdominal  operations. 

The  liver,  gall  bladder,  bile  tracts,  stom- 
ach duodenum  and  intestines  are  all  derived 
from  the  primary  entoderm,.  The  liver  de- 
velopes  as  an  anlaga  from  the  duodenum 
and  the  gall  bladder  as  a diverticulum  from 
it.  The  gall  bladder  is  guarded  by  a spiral 
duct  and  the  common  duct  by  the  sphincter 
of  Oddi.  The  gall  bladder  has  a capacity 
of  about  50  cc.  and  its  walls  are  composed 
of  fibrcelastic  tissue  and  smooth  muscle, 
which  is  arranged  in  three  layers,  longi- 
tudinally, circularly  and  obliquely.  Freese 
states  that  the  pressure  exerted  in  empty- 
ing the  gall  bladder  is  220  mm.  of  water,  or 
about  the  same  as  the  secretion  pressure 
of  the  liver.  The  liver  secretes  bile  con- 
tinuously which  is  held  back  by  the  sphinc- 
ter of  Oddi,  flowing  back  into  the  gall  blad- 
der. The  gall  bladder  concentrates  the  bile, 
and  on  stimulation  of  the  sphincter  of  Oddi 
it  flows  out  to  take  its  part  in  digestion. 

Most  diseases  of  the  liver  and  gall  blad- 
der are  due  to  infection,  some  are  due  to 
disturbed  cholesterol  metabolism,  and  some 
to  malignancy.  Infection  reaches  the  bili- 
ary system  through  the  following  means: 
through  the  hepatic  artery  from  foci  of  in- 
fection as  the  teeth,  tonsils,  sinuses,  etc.; 
through  the  portal  system  from  the  intes- 
tinal tract;  through  direct  extension  from 
the  duodenum,  which  does  not  frequently 
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occur ; by  contiguity,  namely  from  other  in- 
fected organs,  transperitoneally,  which  is 
probably  rare. 

Acute  diseases  may  be  limited  to  the  gall 
bladder,  but  the  chronic  stages  are  rarely 
so,  and  are  shared  to  a greater  or  less 
degree  with  diseases  in  the  liver,  pancreas, 
stomach,  duodenum,  intestines  and  appen- 
dix. Infection  in  the  gall  bladder  may 
start  suddenly  with  pneumonia,  typhoid 
fever,  acute  sore  throat,  etc.,  or  insidiously 
with  the  gradual  feeding  of  the  infected 
blood  from  some  focus  to  the  liver  and  gall 
bladder  wall,  which  removes  the  bacteria  to 
protect  the  body,  finally  itself  falling  in- 
valid to  it.  Inflammation  may  start  in  any 
part  of  the  gall  tract  and  may  clear  up  Leav- 
ing focalization  behind  which  most  com- 
monly is  in  the  gall  bladder  due  to  the  fact 
that  there  is  more  or  less  stasis  here  all  the 
time.  The  infected  gall  blalder  may  clear 
up  only  to  be  reinfected.  Lyons  gives  three 
vicious  cycles  which  make  it  difficult  for 
the  gall  tract  to  clear  itself : 

1.  Mural  infection  in  the  wall  of  the  gall 
bladder  which  then  becomes  a definite  focus 
and  sends  the  infection  through  the  lym- 
phatics to  the  liver  and  pancreas,  and  from 
both  of  these  it  is  sent  back  to  the  gall  blad- 
der. This  type,  he  thinks,  will  not  get  re- 
sults from  drainage,  but  70  per  cent  to  85 
per  cent  will  get  results  from  surgery,  if 
performed  by  capable  men. 

2.  The  dissemination  of  the  infected 
and  poisoned  bile  through  the  intestinal 
wall,  which  may  develop  a mural  infection 
into  the  mesenteric  vessels  and  from  there 
to  the  portal  system  into  the  liver,  part 
going  through  the  interior  vena  cava  into 
the  heart,  and  from  there  to  the  entire 
body. 

3.  Similar  to  the  second,  and  represents 
the  infected  and  poisoned  bile  being  taken 
up  by  the  lacteals  into  the  cysterna  chyla, 
into  the  left  inominate  or  subclavian  vein 
to  the  heart,  and  then  pumped  to  the  body, 
finally  getting  to  the  liver  and  adding 
another  burden  to  the  already  injured 
organ. 


Infection  of  the  biliary  system  may  have 
its  beginning  in  childhood  or  early  youth 
and  may  be  classed  into  a period  of  infec- 
tion, a latent  period  and  a stage  of  compli- 
cations. 

The  stage  of  inception  may  be  instituted 
by  an  acute  fulminating  disease  with  high 
temperature,  severe  pain,  nausea,  vomit- 
ing, jaundice  and  tender  liver,  or  may  come 
on  gradually  and  make  it  impossible  to  get 
a history  of  a definite  beginning. 

During  the  latent  period  the  patient  suf- 
fers little  discomfort  with  occasional  flarer 
ups,  mild  jaundice,  indigestion,  a dull  pain 
under  the  right  ribs,  which  is  aggravated 
on  exertion  or  stretching  and  may  extend 
to  the  back  or  up  under  the  right  shoulder 
blade.  There  may  be  mild  nausea  and  much 
gas  distress  with  or  without  heart  burn. 
There  is  apt  to  be  constipation  and  dopey 
headaches,  bad  breath  or  bad  taste  in  the 
mouth  or  occasional  vomiting  of  sour  green 
bile,  or  regurgutation.  All  may  be  more 
or  less  indefinite  and  transient. 

With  the  stage  of  complications,  one  ob- 
serves adhesions,  stones,  obstructions,  pus, 
perforations,  peritonitis  and  pancreatic  in- 
volvement. 

To  secure  a diagnosis,  the  history  is  very 
important  and  must  be  thorough,  going  into 
the  early  symptoms  for  signs  of  gastro-in- 
testinal  trouble.  In  examination,  the  press- 
ing of  the  fingers  into  the  relaxed  abdomen 
under  the  right  costal  margin  and  having 
the  patient  breathe  deeply  may  elicit  pain 
wlien  other  signs  fail.  A fractional  gastric 
study  should  be  made  and  the  biliary  sys- 
tem drained  and  the  bile  examined  micros- 
copically and  bacteriologically.  A great 
deal  may  be  learned  from  this  study,  the 
amount  of  information  being  dependent  on 
the  ability  and  experience  of  the  physician. 
The  finding  of  pus  and  bile-stained  epithe- 
lium can  be  diagnosed  easily.  Due  to  the 
brevity  of  this  paper  I will  not  go  into  the 
discussion  as  to  whether  the  gall  bladder 
can  be  drained  or  as  to  why  the  bile  flows. 
There  is  a great  difference  of  opinion 


Bessesen — Medical  Therapy  of  Gall  Bladder  Disease 


207 


among  investigators  on  this  subject,  but 
these  facts  remain  dominant,  that  the  bile 
flows  and  flows  easily  to  the  stimula- 
tion of  magnesium  sulphate,  peptones, 
ohve  oil,  etc.;  that  in  most  cases  three 
types  of  bile  are  obtained,  the  A,  B, 
and  C bile,  and  where  not  obtained 
pathology  may  be  suspected;  that  with 
the  flow  of  bile  the  gall  bladder  must 
empty  to  a greater  or  less  degree  depending 
upon  the  strength  of  the  stimulus ; and  that 
nearly  all  men  agree  that  more  or  less 
benefit  is  obtained  symptomatically  by  the 
drainage.  Roentgen-ray  examination  is 
important  and  is  more  accurate  since  the 
tetrabromiodophenolphthalein  test  has  been 
used  as  an  aid  in  diagnosis.  In  certain 
cases  the  use  of  the  liver  function  test  and 
blood  chemistry  may  be  of  value. 

In  the  treatment  of  all  types  and  condi- 
tions of  gall  bladder  disease,  it  is  well  to 
observe  certain  factors.  All  foci  of  infec- 
tion which  may  be  feeding  the  lesion  must 
be  cleared  or  removed.  It  is  impossible  to 
get  results  surgically  or  medically  unless  the 
source  is  eradicated.  This  applies  to  the 
teeth,  tonsils,  sinuses  and  upper  respiratory 
tract,  especially,  but  also  to  chronic  bron- 
chitis, diseases  of  the  intestines,  prostatitis 
and  uterine  diseases.  The  body  must  be 
placed  in  the  best  possible  condition  to  over- 
come its  invasion.  The  infection  in  the 
bile  passages  and  gall  bladder  must  be 
eliminated.  Regular  and  thorough  drain- 
age of  the  biliary  tract  must  be  established 
and  maintained.  Complications  must  be 
averted. 

Acute  cases  of  gall  bladder  disease  are 
medical,  and  surgery  when  necessary 
should  be  done  in  the  interim.  The  fol- 
lowing treatment  depending  upon  the 
severity  of  the  attack  should  be  instituted. 
Auto-lavage  of  the  stomach  by  letting  the 
patient  drink  warm  water  and  throw  it 
up  until  it  returns  clear.  This  cleans  and 
soothes  the  inflamed  mucus  membrane. 
Heat  is  applied  to  the  right  upper  quad- 
rant by  means  of  hot  water  bottles  elec- 
tric pads  or  electric  lights.  Counterirrita- 


tion may  give  relief  in  the  form  of  mus- 
tard packs  or  plasters.  In  severe  cases 
where  a bad  infection  or  an  empyema  is 
suspected  the  side  should  be  packed  in  ice 
and  kept  so  until  the  symptoms  clear.  It 
is  in  this  type  of  case  that  surgery  gets 
its  highest  mortality  as  well  as  many  of 
its  bad  results  and  should  not  be  used 
except  as  a last  resort.  It  is  true  that  all 
cases  will  not  recover  with  this  treatment, 
but  the  mortality  will  be  much  less  than  if 
treated  surgically.  If  nausea  persists  after 
auto-lavage  ten  to  fifteen  drops  of  chloro- 
form in  a small  amount  of  ice  water  can 
be  given.  Morphin  will  have  to  be  used 
in  some  cases.  No  food  should  be  taken 
for  twelve  to  eighteen  hours  until  the  nau- 
sea and  distress  is  relieved,  and  food 
should  be  started  slowly  with  weak  tea, 
gruels,  skimmed  milk  or  buttermilk,  and 
added  to  gradually.  Hexamethylenamin 
should  be  given  in  all  infections  in  doses 
of  fifteen  grains  three  times  daily  for 
three  days  and  at  intervals  until  well. 
The  urine  must  be  watched  for  albumin  as 
the  drug  used  over  long  periods  will  injure 
the  kidneys.  This  drug  is  excreted  by  the 
liver  and  gall  bladder  wall  and  is  anti- 
septic. Salts  should  be  given  one  half  hour 
before  meals  as  they  neutralize  the  acid 
and  reverse  the  osmotic  pressure,  drawing 
the  fluid  from  the  inflamed  mucus  meim- 
brane,  reducing  the  engorgement.  They 
also  stimulate  the  gall  bladder  and  liver. 
In  cases  of  stone,  the  salts  may  cause  in- 
creased pain  and  should  not  be  used  if  this 
occurs.  Salts  have  been  recognized  for 
centuries  and  form  the  method  of  treat- 
ment that  thousands  of  patients  receive  at 
the  springs  and  sanatoriums.  Much  can  be 
done  by  the  judicious  use  of  salts,  a good 
mixture  being  equal  parts  of  magnesium 
sulphate,  sodium  sulphate,  and  sodium  bi- 
carbonate; a teaspoonful  in  warm  water. 

The  subacute  and  early  chronic  cases 
should  be  treated  during  exacerbation  in 
a similar  way,  but  in  the  interim  they 
should  receive  care  as  well.  This  should 
consist  of : 
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Diet:  milk,  cereals  and  vegetables  form 
a good  standard.  Where  the  liver  is  dam- 
aged a low  nitrogenous  diet  is  important 
so  as  not  to  throw  more  strain  on  it.  In 
cases  that  tolerate  olive  oil,  it  should  be 
given  night  and  morning.  Nearly  every 
physician  has  had  patients  to  whom  sur- 
gery was  advised,  come  in  and  tell  him 
that  they  have  been  cured  by  the  use  of 
olive  oil.  In  cases  where  stones  exist  stim- 
ulation of  the  flow  may  bring  on  an  attack 
of  gall  stone  colic,  and  many  cases  will 
have  to  go  on  very  careful  diet,  avoiding 
rich,  greasy  foods,  fried  foods,  tripe,  sweet 
breads,  crab  meat,  lobster,  pork  and  sau- 
sage. Regular  meals  are  important  as 
this  tends  to  empty  the  tract  and  prevent 
stasis. 

Rest:  Strenuous  work  or  play  aggra- 
vates the  condition  and  may  bring  on  an 
attack.  The  patient  should  lead  an  easy 
even  life  and  avoid  worry. 

Drugs:  Hexamethylenamine,  saline  ca- 

thartics and  olive  oil  as  previously 
stated  constitute  the  fundamental  arma- 
mentarium. 

Drainage  by  means  of  duodenal  lavage 
with  some  stimulant  as  magnesium  sul- 
phate, which  is  the  strongest  and  is  used 
in  33  percent  solution  or  with  olive  oil, 
sodium  sulphate,  peptones,  dilute  hydro- 
chloric acid,  etc.,  followed  by  transduo- 
denal  flushing  with  Ringer’s  solution,  as 
recommended  by  Lyons,  is  good.  This  may 
be  done  daily  to  weekly  to  begin  with  and 
the  periods  lengthened  as  improvement 
occurs.  The  patient  may  carry  on  the 
drainages  occasionally  after  discharge  from 
active  treatment.  In  certain  cases  the 
drainages  may  be  continuous  and  Lyons 
states  that  these  cases  should  be  hospital- 
ized, the  duration  of  the  drainage  being 
from  ten  days  to  two  weeks. 

Vaccines:  Autogenous  vaccines  are  rec- 
ommended highly  by  some  men  where  a 
definite  infection  can  be  demonstrated. 

In  the  last  group  of  cases  in  which  com- 
plications have  developed,  surgery  is  indi- 


cated. Cases  in  which  stones  are  present 
are  definitely  surgical  as  it  is  impossible 
to  remove  them  medically  unless  they  are 
very  small  and  records  show  that  there  is 
a higher  cancer  incidence  in  gall  bladders 
that  contain  stones.  Many  of  these  cases 
will  have  to  be  treated  medically  after  re- 
moval of  the  lesion  as  there  is  always  more 
or  less  perihepatitis,  choledochitis  and  even 
cholangitis  present  which  must  be  cleared 
up  if  good  results  are  to  be  constant. 

Medical  treatment  is  indicated  in  the 
following  conditions:  Early  gall  bladder 
and  duct  catarrh;  simple  catarrhal  jaun- 
dice; in  hepatic  intestinal  toxemias  with 
dizziness,  headaches,  nervous  indigestion, 
belching,  biliousness,  anorexia  and  malaise; 
military  migraine;  associated  with  other 
treatment  in  obstinate  neuritis  and  rheu- 
matism; acute  cholecystitis,  choledochitis 
and  cholangitis;  old  people  or  patients  in 
whom  heart  or  kidneys  contraindicate 
surgery;  patients  who  refuse  operation;  in 
relapsing  cholangitis  after  cholecystectomy, 
it  may  save  a second  operation;  in  persis- 
tent fistula  following  operation ; in  obstruc- 
tive jaundice,  together  with  morphin,  may 
let  the  stone  bob  back  or  even  pass  and 
better  the  operative  risk  by  clearing  the 
jaundice;  restless  cholelithiasis  with  in- 
flammation of  the  mucus  membrane  to 
quiet  down  and  improve  the  operative 
risk ; post-operative  hiccough  and  adynamic 
ileus;  early  cirrhosis  of  the  liver;  typhoid 
carriers. 

SUMMARY. 

1.  Medical  treatment  is  indicated  in  all 
infections  of  the  biliary  tract.  Complica- 
tions are  not  infections,  but  the  results  of 
the  infection,  and  are  surgical. 

2.  Diagnosis  must  be  made  as  early  as 
possible. 

3.  Medical  treatment  must  not  be  car- 
ried on  past  the  stage  where  surgery  will 
aid. 

4.  Medical  treatment  is  an  aid  to  sur- 
gery pre-operatively  and  post-operatively. 
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CASE  REPORTS  AND  CLINICAL  SUGGESTIONS 


PAPILLARY  CYSTADENOMA  OF  THE 
BREAST. 

REPORT  OF  A CASE. 

R.  C.  HILL,  M.  D., 

Bellamy,  Ala. 

Papillary  cystadenoma  of  the  breast  is 
one  of  the  rare  tumors,  a large  number  of 
which  undergo  malignant  degeneration. 
There  is  so  little  to  be  found  in  the  litera- 
ture on  the  subject  that  the  report  of  a case 
may  be  of  interest. 

Case  Report:  A negro  woman,  aged  48  years, 

married,  was  admitted  to  the  Bellamy  Hospital, 
Nov.  13,  1927.  One  sister  had  died  at  the  age  of 


44  years  of  cancer  of  the  womb.  The  patient  is 
the  mother  of  five  children,  all  of  whom  were 
breast  fed. 

iShe  first  noticed  a lump  the  size  of  a marble 
in  the  right  breast  during  November,  1926.  This 
had  gradually  grown  to  the  size  of  an  orange  at 
the  time  of  the  operation.  It  was  never  painful, 
nor  was  there  any  discharge  from  the  nipple. 
She  was  well  developed,  fairly  well  nourished, 
though  she  claimed  to  have  lost  50  pounds  in  the 
past  year.  There  was  a cardiac  systolic  murmur 
heard  best  over  the  apex.  There  was  a mass  in 
the  right  breast  about  the  size  of  an  orange 
located  in  the  upper  outer  quadrant,  freely  mov- 
able, not  attached  to  the  skin,  smooth  outline  on 
palpation,  neither  hard  nor  fluctuating,  and  with 
no  discharge  from  the  nipple.  The  axillary 


210 


Case  Reports  and  Clinical  Suggestions. 


glands  were  not  palpable.  The  urine  contained 
albumin.  The  Wassermann  reaction  was  positive. 

A radical  amputation  of  the  right  breast  was 
done  Nov.  14,  1927.  The  axillary  space  was  not 
thoroughly  dissected  out  because  of  the  poor  con- 
dition of  the  patient  during  operation.  She  was 
discharged  Nov.  30,  to  return  for  dressings  and 
antisyphilitic  treatment.  She  was  last  seen  Dec. 
21,  1927.  The  wound  was  healed  at  that  time, 
and  the  patient  apparently  fully  recovered  from 
the  operation. 

Gross  examination  of  the  tumor  showed  a mul- 
tilocular  cyst  filled  with  bloody  fluid.  It  con- 
tained a large  amount  of  papillomatous  growth 
with  multiple  attachments  to  the  cyst  wall.  At 
the  base  of  the  cyst,  the  growth  had  infiltrated  the 
surrounding  tissue. 

Historical:  Strasser^)  in  his  article 

gives  a very  complete  history.  He  con- 
siders some  of  the  cases  which  Astley 
described  in  1829  as  hydatid  diseases  of 
the  breast,  were  in  fact  papillary  cysta- 
denomas.  Brodin  described  the  condition 
in  1840  but  confused  it  with  involution 
cysts,  as  did  Birkett.  Rougeau,  in  1874, 
considered  it  a variety  of  retention  cysts. 
Butlin  thought  epithelial  irritation  caused 
the  intracystic  growth. 

Gross,  writing  in  11880,  included  them  in 
the  class  of  adenomas.  Bowlby  was  the 
first  to  use  the  term  duct  papilloma,  in 
1888,  but  Strasser  thinks  he  confused 
benign  and  malignant  forms  of  similar 
conditions.  Virchow,  Basse,  Schimmelbush, 
and  Trietze  called  it  either  cystadenoma 
papillari,  intracanalicular  cystadenoma,  or 
papillary  cystoma,  but  considered  the  con- 
dition only  a developmental  phase  of  invo- 
lution cysts  and  malignant  degenerations. 
111*2)  reported  cases  in  1905.  Warren*®^  in 
1905  did  much  to  settle  the  classification, 
and  since  then  the  condition  has  been 

recognized  as  a distinct  clinical  entity. 
Greenough  and  Simmons*^>  in  1907,  Blood- 
good*^>  in  1908,  Speese<®>  in  1908,  Erd- 

man*’^>  in  1912,  Upcott*®^  in  1913  have 

written  on  the  subject  and  reported  cases. 

Etiology:  Neither  trauma,  mastitis, 

lactation,  marriage,  nor  celibacy  seem  to 
have  any  definite  bearing.  However,  most 
of  Erdman’s  patients  were  married  women 


without  children.  These  tumors  appear 
most  often  after  the  menopause,  and  at  the 
average  age  of  50  years.  Yet  they  may 
occur  in  the  very  young  and  in  the  old. 

Histology:  These  cysts  of  the  breast 

with  intracystic  papillomatous  growths  are 
usually  single,  but  may  be  multiple,  and 
even  bilateral.  They  may  be  unilocular  or 
multilocular.  The  papillomatous  growth 
is  attached  to  some  segment  of  the  cyst 
wall  and  may  consist  of  only  one  papilla, 
or  it  may  fill  the  cyst.  There  are  often 
many  points  of  fusion  with  the  wall.  The 
epithelium  of  the  cyst  is  the  same  type  as 
that  of  the  lactiferous  ducts,  and  is  an  out- 
growth from  some  duct.  The  cysts  are 
filled  with  a bloody  serum,  or,  in  an  occa- 
sional case,  a chocolate  colored  fluid.  This 
serum  usually  escapes  from  the  nipple,  or 
may  be  expressed  by  manipulation.  Should 
the  duct  be  occluded,  this  characteristic 
feature  is  absent.  The  cyst  may  adhere  to 
the  skin  in  rare  cases,  and  even  open  ex- 
ternally. These  tumors  tend  to  undergo 
malignant  degeneration  in  about  50  per 
cent  of  the  cases.  The  structure  of  the 
malignant  growth  is  the  adenocarcinoma- 
tous  type.  It  is  one  of  the  least  malignant 
and  invades  the  lymph  system  only  after  a 
long  time. 

Clinical  Diagnosis:  This  almost  depends 
upon  the  presence  of  this  bloody  discharge 
from  the  nipple.  Cancers,  however,  in 
some  few  cases  show  such  a discharge,  as 
do  involution  cysts  also.  Involution  cysts 
are  more  diffuse,  nodular,  and  more  often 
are  on  the  periphery  of  the  glands.  Papil- 
lary cystadenomas  are  usually  situated 
near  the  nipple,  ordinarily  have  no  skin 
attachments,  and  are  freely  movable.  They 
are  not  painful.  These  cysts  may  enlarge 
during  pregnancy  and  lactation  and  secrete 
milk.  Then  they  can  be  mistaken  for 
malignancies  or  galactoceles.  The  presence 
or  absence  of  palpable  axillary  glands 
should  not  influence  the  diagnosis,  as  they 
may  be  present  in  benign  conditions  and 
absent  in  cancers. 
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Treatment:  The  injection  method  of 
treatment  has  been  discarded  as  it  some 
times  stimulates  their  growth.  The  recog- 
nized treatment  is  excision  of  the  tumor 
or  of  the  breast,  and  in  case  of  infiltration 
through  the  cyst  wall,  the  radical  operation. 
Since  exact  diagnosis  cannot  be  made  with- 
out incision,  many  surgeons  prefer  to 
make  an  incision  into  the  tumor  at  the 
time  of  operation,  then  to  proceed  accord- 
ing to  their  findings,  either  to  simple  ex- 
cision of  the  breast,  or  radical  amputation. 

Upcott<®)  says  if  on  cutting  into  it  gran- 
ular material  is  found  instead  of  the 
usual  bloody  fluid;  if  the  cyst  is  occupied 
by  a nodular  growth  instead  of  a soft 
friable  papilloma;  or  if  there  is  much  in- 
filtration of  the  wall  of  the  cyst  at  the 
base  of  the  papilloma ; or  if  there  are  many 
small  dilatations  filled  with  epithelial 
growth  and  blood,  we  can  diagnose  cancer 
and  proceed  accordingly.  If  there  are 
none  of  these  signs,  it  is  well  to  remove 
the  whole  breast,  for  even  local  resection 
will  cause  the  loss  of  the  nipple. 

Comment:  Papillary  cystadenomas, 

though  rare,  are  important  because  so 
large  a proportion  become  malignant. 
They  grow  so  slowly  that  early  treatment 
offers  an  excellent  chance  of  cure.  This 
paper  a4ds  another  case  to  the  number 
reported. 
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EXTRA-GENITAL  CHANCRE  OF  THE 
UMBILICUS. 

M.  WOLF,  M.  D., 

New  Orleans 

This  case  is  one  of  extra-genital  chancre, 
which  I thought  might  be  of  interest  be- 
cause of  the  location  of  the  lesion.  In  re- 
viewing the  literature  I can  find  but  four- 
teen similar  cases  reported,  those  by  Cul- 
len in  Diseases  of  the  Umbilicus. 

This  is  the  case  of  a negro  boy  who  was 
treated  at  Touro  last  April.  At  that  time 
a diagnosis  of  granuloma  was  made  be- 
cause of  the  character  of  the  lesions  at  the 
junction  of  the  penis  and  the  abdominal 
wall,  and  bubo  in  the  left  groin.  Scrapings 
were  examined  for  Donovan  bodies  with 
negative  findings.  The  Wassermann  was 
negative.  He  was  given  tartar  emetic 
from  the  fifteenth  of  April  until  the  middle 
of  July,  without  any  benefit.  No  record 
was  made  of  the  scrapings  from  lesions 
sent  to  the  laboratory  for  examination  for 
treponema.  On  the  twenty-third  of  Au- 
gust he  was  greatly  improved. 

When  I saw  him,  November  10,  he  had  a 
partially  healed  lesion  at  the  corona  and  a 
completely  healed  lesion  at  the  base  of  the 
shaft  of  the  penis.  I was  checking  uj) 
cases  of  granuloma  to  discuss  at  the  South- 
ern Medical  Association  meeting.  At  that 
time  I did  not  think  that  the  man  had  a 
granuloma.  His  lesions  had  healed  except 
at  the  corona.  He  said  that  he  had  de- 
rived more  relief  from  the  six  doses  of 
salvarsan  during  August  and  September 
than  from  any  previous  medication.  He 
came  in  on  November  22  and  a Wasser- 
mann was  done  by  one  of  the  members  of 
the  Staff  and  found  negative.  I saw  him 
again  November  26,  and  he  complained  to 
me  of  having  a sore  in  the  umbilicus. 
Examination  showed  the  lesion  on  the 
corona  almost  healed.  There  was  edema 
and  induration  around  the  umbilicus  with 
a granulating  ulcer  in  the  umbilical  fossa. 
Scrapings  from  the  umbilical  sore  showed 
treponema  pallida,  the  partially  healed  sore 
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on  the  corona  was  absolutely  negative  for 
Donovan  bodies  and  treponema.  He  was 
to  get  arsphenamine  and  I have  no  record 
since  second  course  of  treatment  was 
started. 

Cullen  reported  first  a case  of  Bloom’s 
(1876),  unquestionably  syphilis;  he  also 
reported  twelve  cases  in  1912  and  three 
cases  in  11914.  Fischer,  of  Sydney,  Austra- 
lia, in  a personal  communication  to  Cullen 
cited  one  case  in  which  a man  had  a chan- 
cre of  the  penis  and  a chancre  of  the 
umbilicus.  Cullen  cites  Fournier,  who. 


working  on  10, 900  cases  of  chancre,  found 
sixteen  umbilical  lesions. 

A point  of  interest  in  this  case  is  that 
the  patient  had  arsphenamine  several 
weeks  before  the  lesion  appeared  at  the 
umbilicus,  and  the  lesion  on  the  penis  had 
not  completely  healed  with  arsphenamine. 

Note:  Since  making  the  above  report 

patient  has  been  given  more  treatment 
with  arsphenamine  and  the  lesions  were 
completely  healed  after  the  second  dose, 
ten  days  after  treatment  was  resumed. 


NATIONAL  LEPER  HOME  AT  CARVILLE.— 

Surgeon  General  H.  S.  Gumming  has  recently  sub- 
mitted to  Congress  an  interesting  report  relating 
to  the  National  Leper  Home,  located  at  Carville, 
La.  During  the  past  year  56  lepers  were  ad- 
mitted to  this  hospital;  12  were  readmitted  and 
2 patients  were  discharged  on  parole,  as  their 
leprosy  was  arrested  and  considered  no  longer  a 
menace  to  public  health.  Seventeen  deaths  oc- 
curred during  the  year  at  this  hospital. 

The  nativity  of  the  patients  in  the  National 
Leper  Home  is  of  interest.  They  come  from  20 
States  and  3 of  the  insular  possessions  of  ' the 
United  States.  Persons  are  also  patients  in  the 
hospital  from  24  foreign  countries.  Louisiana, 
Florida  and  Texas  lead  the  States  furnishing 
patients  to  the  National  Leper  Home.  At  present 
278  patients  are  under  treatment  in  the  Home. 
Practically  all  of  these  patients  are  receiving 
chaulmoogra  oil,  which  is  the  drug  that  seems  to 
be  most  beneficial  in  the  treatment  of  leprosy.  It 
is  administered  in  some  cases  by  mouth  in  doses 
ranging  from  3 drops  to  300  drops  daily.  Some 
of  the  patients  receive  intramuscular  injections  of 
this  oil. 


Leprosy  does  not  respect  race,  creed  or  social 
status.  A leprosarium  for  patients  from  a large 
country  cares  for  a cosmopolitan  gl-oup  seldom 
encountered  in  a general  hospital.  The  manifold 
manifestations  of  leprosy,  with  the  diversity  of 
symptoms  and  the  variety  of  psychologic  responses 
coupled  with  the  conscious  or  unconscious  pessim- 
ims  of  the  average  human  being  suffering  from  a 
chronic  progressive  disease,  confront  the  medical 
officers  of  this  institution  with  the  difficult  prob- 
lem of  maintaining  a proper  morale.  Recogniz- 
ing the  great  importance  of  occupation  to  prevent 
morbid  introspection,  paid  employment  is  offered 
patients  physically  and  mentally  fit  to  work  at 
light  tasks,  to  the  profit  of  both  patients  and 
hospital.  During  the  current  year,  on  an  average 
of  81  lepers  have  been  thus  employed  at  the  hos- 
pital, the  assignments  ranging  in  variety  from 
the  more  simple  duties  of  housekeeping  and  bed- 
side care  of  fellow-patients  to  the  more  exacting 
work  as  assistants  in  the  general  laboratory, 
physiotherapy  department,  dental  laboratory  and 
operating  rooms.  Daily  routine  occupation  is 
there  supplied  to  one-third  of  the  total  population 
of  the  hospital  and  to  almost  all  of  those  physi- 
cally fit  for  such  an  undertaking. — Bull.  U.  S. 
Pub.  Health  Service,  April  23,  1928. 
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in  the  United  States.  The  nervous  and 
mental  hospitals  in  the  state  number  5 with 
a capacity  of  4,249  and  having  3,860 
patients.  In  addition  to  these  general  hos- 
pitals there  are  a total  of  67  registered 
hospitals  with  11,208  beds  and  8,255 
patients.  In  the  state  of  Mississippi  there 
are  58  general  hospitals  with  a bed 
capacity  of  3,025  and  an  average  number 
of  patients  in  these  beds  1,584.  In  Missis- 
sippi the  nervous  and  mental  hospitals  are 
3 in  number  with  a capacity  of  3,237  with 
virtually  all  places  filled.  For  the  care  of 
the  tuberculous,  Louisiana  has  5 hospitals, 
with  632  beds  with  an  average  of  only  317 
patients.  Mississippi  has  2 such  hospitals 
with  524  t>eds,  325  of  which  are  occupied 
on  the  average.  Mississippi  has  a total 
number  of  70  registered  hospitals,  a ca- 
pacity of  7,062  and  an  average  census  of 
5,175. 

This  report  of  hospital  service  will  prove 
of  great  value  for  ready  reference  in  order 
to  determine  the  size  and  number  of  the 
hospitals  throughout  any  state,  the  type  of 
service  rendered  by  a particular  institution, 
whether  the  hospitals  are  approved  for  in- 
ternship training,  whether  they  have  a 
nurses  training  school,  and  such  general 
information.  It  gives  practically  all  the 
data  and  facts  about  hospitals  which  one 
would  be  called  upon  to  use  ordinarily. 


HOSPITAL  SERVICE  IN  THE  UNITED 
STATES. 

A recent  number  of  the  official  organ  of 
the  American  Medical  Association  has  just 
published  a special  hospital  number  detail- 
ing much  information  concerning  hospitals 
in  the  United  States.  The  facts  are  com- 
piled from  a census  of  hospitals  taken  in 
the  last  few  weeks  and  are  not  obtainable 
elsewhere.  Perusing  the  report  it  is  noted 
that  in  Louisiana  there  are  forty-two  gen- 
eral hospital  with  a capacity  of  5,155  beds, 
having  an  average  of  3,430  patients.  The 
percentage  of  occupancy  is  66.5  as  com- 
pared with  66  per  cent  in  general  hospitals 


PERCUSSION  OF  THE  HEART 
BORDERS. 

There  has  always  bten  considerable 
doubt  in  the  minds  of  clinicians  and 
students  as  to  the  accuracy  and  value  of  the 
determination  of  the  size  of  the  heart  by 
percussion.  Admitting  that  percussion  is 
the  most  difficult  of  the  methods  of  physical 
diagnosis  to  master,  and  that  confidence  and 
accuracy  are  attained  only  after  consider- 
able experience,  the  question  still  remains 
as  to  the  actual  comparison  between  the 
area  of  cardiac  dullness  and  the  size  of  the 
heart  as  determined  by  our  most  accurate 
clinical  method,  the  Roentgen  ray.  Kurtz 
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and  White*  have  made  a study  of  one  hun- 
dred patients  of  all  ages  and  both  sexes, 
comparing  the  results  obtained  by  percus- 
sion with  those  obtained  by  the  use  of  the 
roentgenogram  taken  at  a distance  of  7 
feet.  Three  different  observers  made  the 
percussion  observations,  a fourth  individual 
determining  the  roentgen  ray  findings.  The 
observations  were  apparently  well  con- 
ducted and  they  are  certainly  interesting. 
For  example,  the  average  “error”  in  the 
percussion  of  the  left  border  of  dullness  at 
the  apex  varied  from  0.2  to  1.5  cm.,  aver- 
aging about  0.6  cm.  It  was  noted  also  that 
the  area  of  supracardiac  dullness  in  the 
second  space,  measured  from  right  to  left, 
was  narrower  than  the  width  of  the  great 
vessels  as  shown  in  the  roentgenbgrams  in 
88  of  97  cases.  This  was  considered  the 
most  difficult  measurement  to  obtain  by 
percussion,  and  is  usually  inaccurate  unless 
the  widening  is  rather  marked. 

The  authors  conclude  that  percussion  is 
of  value  and  is  reasonably  accurate.  The 
border  of  dullness  was  taken  as  being  most 
accurate  not  at  the  point  of  the  first  change 
in  note  but  where  the  dullness  is  first 
definite.  Certainly  considerable  emphasis 
must  be  placed  upon  the  technic  of  percus- 
sion. The  authors  think  that  cardiac  en- 
largement can  be  determined  with  a fair 
degree  of  accuracy  for  all  practical  clini- 
cal purposes  by  considering  whether  or  not 
the  left  border  of  dullness  lies  outside  the 
midclavicular  line,  in  which  case  the  heart 
may  be  considered  enlarged.  This  study 
confirmed  this  view  and  78  per  cent  of  the 
cases  showing  signs  of  pathology  extended 
past  the  midclavicular  line. 

Considering  the  applicability  of  percus- 
sion to  all  cases  and  the  reasons  prohibit- 
ing the  routine  use  of  the  Roentgen  ray 
the  study  strengthens  our  confidence  in  the 
accuracy  of  this  readily  available  method 
of  determining  heart  size.  Certainly  it 
would  be  of  decided  advantage  to  check 
our  percussion  results  occasionally  with 

*Kurtz,  Chester  M.,  and  White,  Paal  D'.;  Am, 
Jour.  Med.  Sc.,  176:181-195,  1928. 


the  more  accurate  method,  so  endeavoring 
in  this  and  every  other  manner  to  perfect 
our  percussion  technic  which  is  to  a large 
extent  to  determine  the  reliability  of  the 
findings. 


PHYSICIANS  IN  THE  EMPLOYMENT 
OF  THE  UNITED  STATES 
GOVERNMENT. 

Some  very  interesting  information  is 
presented  in  a recent  bulletin  of  the  United 
States  Civil  Service  Commission.  It  shows 
very  definitely,  through  the  mind  of  an  un- 
prejudiced reader,  that  there  should  be 
some  central  control  of  the  medical  service 
provided  by  the  United  States.  In  addition 
to  the  three  larger  services  of  the  Navy, 
the  Army,  the  Public  Health,  all  under 
different  departments,  we  find  the  follow- 
ing disposition  of  physicians  in  the  Gov- 
ernmental service.  In  the  Department  of 
Agriculture,  four  are  employed,  whose  sole 
duty  is  to  interpret  the  truthfulness  or 
falsity  of  statements  on  medical  labels.  In 
the  Department  of  Commerce,  two  physi- 
cians are  detailed  to  Pribilof  Islands, 
Behring  Sea,  six  are  assigned  to  the  coast 
survey  service,  including  Alaska  and 
Hawaii,  while  the  sole  physician  assigned 
to  this  service  in  the  Philippines  has  to 
take  care  of  the  health  of  the  crew.  When 
the  health  of  the  crew  is  excellent  he  has 
to  fall  to  and  help  out  in  the  surveying 
operations.  In  the  Department  of  the  In- 
terior, eight  are  on  all  year  around  detail 
in  Alaska,  three  are  in  the  Freedman’s 
Hospital,  and  forty  in  St.  Elizabeth’s  hos- 
pital. There  are  125  full  time  physicians 
and  65  contract  physicians  who  have  care 
of  the  health  of  the  Indian  wards  of  the 
nation.  The  Pension  Claims  Department 
employs  15  doctors.  The  Department  of 
Labor  is  satisfied  to  get  by  with  10  doc- 
tors, three  of  whom  are  in  the  Child  Hy- 
giene Division  and  seven  in  the  Maternity 
and  Infancy  Division.  The  Treasury  De- 
partment employs  350  full  time  medical 
officers,  with  the  rank  of  Acting  Assistant 
Surgeon,  not  commissioned  in  the  Public 
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Health  Service,  while  one  hundred  and 
fifty  are  on  part  time.  The  Veterans’  Bu- 
reau has  the  largest  number  of  physicians 
in  any  division,  twelve  hundred  receiving 
pay  from  the  Government.  In  the  Pan- 
ama Canal  Zone,  28  men  are  employed  in 
dispensary  and  quarantine  work  in  addi- 
tion to  those  in  the  Public  Health,  Army 
and  Navy  services.  Certain  divisions  of  the 
Government  not  under  main  departments 
also  employ  a few  physicians;  thus  there 
are  two  in  the  Government  Printing  Office  ; 
one  in  the  Bureau  of  Engineering;  one  is 
doing  relief  service,  and  one  is  giving  his 
service  to  the  Civil  Service  Commission. 

In  addition  to  the  definite  impression 
that  all  these  medical  services  should  be 
under  one  head,  one  is  also  struck  by  the 
variegated  and  widely  dispersed  duties  of 
these  medical  men.  Contrast  the  life  of 
the  two  physicians  assigned  to  the  Pribilof 
Islands,  or  the  eight  in  the  Alaskan  medi- 
cal service,  and  the  125  in  the  Indian  ser- 
vice with  its  strenuous  activity,  and  physi- 
cally exhausting  demands  with  the  peace- 


THE IMPORTANCE  OF  RESPIRATORY  DISEASES  AS  A 
CAUSE  OF  DISABILITY  ANONG  INDUSTRIAL  WORK- 
ERS.— A large  electric  light  and  power  company,  which 
pays  full  wages  to  its  employees  who  are  disabled  by  sick- 
ness, keeps  a record  of  the  diseases  which  cause  time  lost 
from  work.  The  company  asked  the  United  States  Public 
Health  Service  to  co-operate  in  the  analysis  of  this  record. 
When  the  tabulations  were  completed,  it  was  found  that 
more  than  one-half  of  all  the  absences  on  account  of  sick- 
ness among  the  men  in  the  employ  of  the  company  was 
caused  by  diseases  of  the  respiratory  system,  the  more 
common  of  which  are  the  ordinary  cold,  sore  throat,  tonsi- 
litis.  bronchitis,  influenza  or  grippe,  and  pneumonia.  This 
record  is  of  especial  interest,  because  it  includes  all  ab- 
sences lasting  one  day  or  longer  during  a ten-year  period. 

As  a cause  of  absence  from  work  among  employees  of 
this  company,  no  other  disease  group  approached  in  im- 
portance the  respiratory  diseases.  In  fact  ,the  respiratory 
diseases  caused  more  absences  than  all  other  diseases  com- 
bined. It  is  not  unreasonable  to  suppose  that  this  sickness 
experience  is  more  or  less  representative  of  the  experience 
of  other  groups  of  employed  persons. 

The  records  of  employee  benefit  associations  scattered 
over  the  northern  and  eastern  part  of  the  United  States 


ful  and  quiet  existence  of  the  40  physicians 
who  are  in  St.  Elizabeth’s  Hospital,  or  the 
four  labratorians  in  the  Department  of 
Agriculture,  or  the  seven  men  in  the 
Maternity  and  Infancy  Division.  It  makes 
one  appreciate  more  than  one  usually  gives 
thought  to  the  matter,  in  looking  over  the 
list  of  doctors  employed  by  the  United 
States  how  far  flung  is  this  United  States, 
and  how  many  activities  the  Federal  Gov- 
ernment undertakes. 


INTERSTATE  POSTGRADUATE 
ASSOCIATION. 

The  Interstate  Postgraduate  Medical  As- 
sociation of  North  America  will  meet  in 
Atlanta,  Georgia,  this  year,  from  October 
12  to  October  19.  The  preliminary  pro- 
gram includes  the  names  of  medical  men 
of  national  and  international  reputation. 
These  meetings  are  always  well  worth  while, 
and  certainly  this  meeting  in  Atlanta  pre- 
sents a wonderful  opportunity  close  at  hand. 


tell  much  the  same  story.  From  the  recorded  experience  of 
36  different  sick-benefit  associations  having  a combined  mem- 
bership of  nearly  100,000  persons,  it  was  found  that  respira- 
tory diseases  caused  47  per  cent  of  all  the  cases  of  illness 
for  which  sick-benefits  were  paid  from  1921  to  1926,  inclu- 
sive. This  source  of  information  covers  only  the  more 
serious  sicknesses,  because  these  associations  made  pay- 
ments to  their  members  only  when  illness  caused  inability 
to  work  for  8 days  or  longer. 

Thus,  whether  we  consider  all  absences  from  work  on 
account  of  sickness,  or  only  those  illnesses  which  lasted 
longer  than  one  week,  we  find  that  approximately  one-half 
of  the  cases  were  some  form  of  respiratory  sickness.  Ap- 
parently, man’s  breathing  apparatus  is  especially  liable  to 
microbic  attack.  With  this  evidence  that  the  organs  of 
respiration  are  particularly  vulnerable,  it  is  apparent  that 
we  ought  to  take  special  precautions  against  respiratory 
infection. 

The  sickness  records  of  the  electric  light  and  power  com- 
pany showed,  also,  that  the  average  loss  of  time  on  account 
of  sickness  was  approximately  six  days  a year  per  man  on 
the  payroll.  Approximately  three  of  the  six  days  lost  from 
work  per  annum  were  lost  on  account  of  respiratory  dis- 
eases.— Bull.  U.  S.  Pub.  Health  Service,  April  19,  1928. 


HOSPITAL  STAFF  TRANSACTIONS 


TRANSACTIONS  OF  STAFF  OF  SOUTHERN 
BAPTIST  HOSPITAL. 

Dr.  L.  R.  DeBuys  presented  a case  of  Baby  R„ 
born  9/19/27,  and  seen  in  hospital  in  September. 
The  child  presented  several  interesting  features. 
It  was  not  an  extremely  rare  condition,  but  one 
that  we  come  across  in  the  newly-born — a case  of 
hemorrhagic  disease  of  the  newly-born.  This  case 
had  been  referred  to  him  by  Dr.  Phillips,  who  de- 
livered the  mother  with  forceps.  The  child  showed, 
the  first  day,  an  ecchymotic  spot  under  the  right 
eye  which  was  looked  upon  as  a traumatic  origin. 
On  the  second  day,  the  baby  became  ill  and  vom- 
ited blood.  He  was  then  asked  to  see  it.  On 
examination,  the  original  ecchymotic  spot  under 
the  right  eye  was  noted  as  well  as  two  ecchymotic 
areas  over  the  lower  part  of  the  chest,  and  also 
similar  spots  behind  the  elbows  where  they  had 
been  resting  on  the  mattress,  and  another  spot  on 
the  buttocks.  She  was  considerably  dehydrated 
with  the  fontanels  much  depressed  and  overlap- 
ping of  the  sutures.  Physical  examination  was 
negative,  with  the  exception  of  the  liver,  which 
extended  below  the  costal  border  about  one  inch, 
and  the  spleen,  about  one-quarter  of  an  inch  below 
the  costal  border.  Examination  of  the  mouth 
showed  the  presence  of  thrush.  The  refiexes  were 
all  negative.  There  were  no  focal  symptoms  and 
there  was  apparently  no  evidence  of  any  hemor- 
rhage involving  the  nervous  system.  There  was 
great  difficulty  in  breathing  and  an  inability  to 
swallow.  The  temperature  was  101.5°  F.  The 
birth  weight,  which  was  reported  to  have  been  6 
lbs.  14%  ozs.,  when  first  seen  by  him,  was  6 lbs. 
7 ozs.  The  infant  was  considered  to  be  desper- 
ately ill.  The  stools  showed  blood  macroscopi- 
cally.  The  condition  was  apparently  one  of 
hemorrhagic  disease  of  the  newly-bom.  The  blood 
count  showed  total  red  blood  cells — 2,780,000; 
white  blood  cells — S,500;  platelets,  61,000,  and  a 
differential  count  of  small  lymphocytes,  50  per 
cent;  large  mononuclears,  18  per  cent;  polymor- 
phonuclears,  32  per  cent.  There  were  present, 
normblasts  and  megaloblasts,  and  poikolocytosis 
and  anisocytosis  existed.  The  bleeding  time  was 
20  minutes  and  the  coagulation  time,  two  minutes. 
The  baby  was  immediately  placed  in  the  incubator 
at  a temperature  of  95°F.  lOcc.  of  whole  blood 
was  given  intramuscularly  at  eight  hour  intervals. 
Adrenalin,  one  minim,  by  needle  every  four  hours. 
5 grains  of  calcium  lactate  was  given  every  four 
hours.  Oxygen  was  administered  continuously, 
180  bubbles  per  minute.  1 per  cent  gentian  violet 
was  applied  to.  mouth  twice  daily  for  the  thrush. 
Nasal  feeding  every  four  hours  was  instituted,  50 
per  cent  mother’s  milk  being  administered,  the 
milk  being  expressed  from,  the  mother  by  the  Abt 
breast  milker.  Instructions  were  given  for  no 


bath  and  no  handling.  Because  of  the  vomiting 
of  blood,  rather  than  cause  any  trauma,  feeding 
was  accomplished  through  the  nasal  tube,  the  tube 
being  introduced  and  allowed  to  remain  in  place 
there,  being  secured  with  adhesive.  This  tube  was 
occasionally  changed  from  one  side  to  another 
because  it  was  thought  that  it  might  cause  some 
irritation.  The  second  day  the  coagulation  time 
had  been  reduced  to  2 % minutes  and  the  bleeding 
time  to  3%  minutes.  The  urine  showed  nothing 
of  any  moment.  The  baby’s  condition  remained 
more  or  less  stationary  until  September  23,  1927, 
when  she  showed  some  improvement.  September 
24,  1927,  slight  vaginal  hemorrhage  was  noted. 
September  25,  1927,  Ceanothin  was  given.  After 
September  26th  there  was  no  more  hemorrhage, 
and  there  was  no  more  bloody  nasal  discharge. 
The  intramuscular  injections  of  blood  were  given 
until  October  2nd,  namely,  for  a period  of  about 
twelve  days.  The  tube  feedings,  which  had  been 
gradually  discontinued,  were  entirely  supplanted 
by  the  use  of  the  Beck  feeder,  no  further  tube 
feedings  being  given  after  October  2nd.  The 
baby  was  discharged  from  the  hospital  on  October 
14th,  at  which  time  the  total  red  blood  cells  had 
gone  up  to  3,960,000;  hemoglobin,  90  per  cent; 
coagulation  time,  2 minutes;  bleeding  time  of  5 
minutes,  and  the  differential  count  practically 
normal.  During  the  time  the  child  was  in  the  in- 
stitution there  were  two  rises  in  temperature  last- 
ing three  and  four  days  respectively.  The  condi- 
tion responded  very  nicely  to  the  intramuscular 
injections  of  blood.  The  advantage  of  giving  the 
blood  intramuscularly  is  that  it  can  be  done 
promptly,  there  being  no  necessity  for  waiting  for 
typing  and  so  on,  and  the  effects  are  extremely 
good.  In  some  of  the  more  severe  cases  where 
there  is  sluggish  response  to  the  intramuscular 
injections,  he  has  used  the  blood  intraperitoneally. 
At  the  time  that  this  case  was  here,  he  had  another 
one  at  the  Touro  Infirmary  which  required  intra- 
peritoneal  injections  besides  the  other  measures 
adopted  in  this  case.  Three  injections  of  the 
whole  blood  which  had  been  typed  were  given  in 
the  following  quantities:  60  cc.,  45  cc.  and  45  cc. 
In  cases  of  this  type,  the  urine  as  well  as  the 
stools  should  be  watched  for  evidence  of  hemor- 
rhage. When  it  is  necessary  to  resort  to  frequent 
intramuscular  injections  of  blood,  the  injections 
should  be  gradually  diminished  in  frequency  and 
then  in  quantity.  The  baby  should  not  be  handled. 

Dr.  Alton  Ochsner  chose  for  his  subject  a recent 
case  of  a patient  who  was  admitted  to  the  hospital, 
giving  a history  of  having  been  hit  by  a truck. 
She  was  comatose  when  she  came  in,  being  roused 
with  difficulty.  There  was  some  difficulty  in  ob- 
taining a history,  because  for  several  years  she 
had  been  having  attacks  of  epilepsy.  Whether  she 
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had  an  attack  when  hit  by  the  truck,  or  not,  was 
not  known.  At  no  time,  was  there  evidence  of 
any  shock.  Roentgen-ray  pictures  were  taken  in 
the  admitting  room  and  Roentgen-ray  plates 
showed  a depressed  fracture  in  the  paritetal 
region  extending  backward.  Spinal  puncture 
readings  were  18  mm.  mercury  wdth  some  blood. 
Because  of  the  depressed  fracture,  it  was  decided 
to  elevate  the  bone.  This  was  done  on  the  day 
she  was  admitted,  but  she  was  treated  by  dehy- 
dration, being  given  glucose  intravenously.  On 
the  following  day,  a craniotomy  was  done;  The 
depression  was  found  not  to  be  very  marked,  the 
outer  table  being  depressed  very  slightly.  On 
opening  the  skull,  however,  it  was  found  that  we 
were  dealing  with  a large  hematoma.  This  was 
evacuated.  The  dura  was  opened  and  nothing 
was  found.  The  depression  was  released  and  the 
patient  sent  back  to  the  ward.  She  was  treated 
post-operatively  with  hypertonic  glucose,  50  ccs 
being  given  immediately  after  being  returned  to 
the  ward,  and  six  hours  later.  The  following 
morning  her  condition  was  very  much  better.  She 
felt  fairly  well  and  wanted  something  to  eat. 
During  the  first  day,  the  condition  remained  un- 
eventful. On  the  evening  of  the  second  day  she  was 
again  somnolent  and  gave  very  few  answers.  We 
thought  we  were  dealing  with  the  reappearance 
of  the  cerebral  edema,  and  physical  examination 
showed  hsrperflexion  on  the  side  of  the  body  oppo- 
site the  hematoma.  I suggested  to  the  interne 
that  more  hypertonic  glucose  be  given  intraven- 
ously and  magnesium  sulphate  by  rectum.  Before 
this  was  done,  however,  another  spinal  puncture 
was  done.  Much  to  our  surprise,  instead  of  get- 
ting a manometric  reading  of  8-10  mms.  of  mer- 
cury, we  were  only  able  to  get  1 mm.  of  mercury. 
There  existed  a hypotension  of  the  cerebro-spinal 
fluid.  Had  we  gone  ahead  and  given  the  patient  a 
hypertonic  solution  and  attempted  to  dehydrate 
her,  she  probably  would  have  been  killed.  We 
gave  her  30  ccs.  of  distilled  water  intravenously, 
and  within  thirty  minutes,  the  patient  was  well. 

Dr.  Ochsner  then  showed  a slide  which  was  made 
by  Dr.  Mims  Gage,  who  marked  out  a way  of 
teaching  it  to  the  students  so  that  it  is  something 
to  grasp.  It  gives  an  idea  of  the  relationship  of 
the  various  factors  which  we  have.  One  thing 
should  be  emphasized:  too  much  dependence 
should  not  be  placed  on  blood  pressure  and  pulse. 
At  a meeting  of  the  Charity  Hospital  staff  two 
weeks  ago.  Dr.  Jones  reported  two  cases  of  cere- 
bral injury  treated  by  dehydration,  the  spinal 
fluid  readings  having  shown  over  a period  of  time 
a marked  increase  of  cerebro-spinal  pressure,  yet 
there  was  no  increase  in  the  blood  pressure  at  the 
time.  Manometric  readings  should  be  made  early. 
The  rule  is,  remove  half  the  excess.  Thus,  if  we 
have  a reading  of  18  mms,  we  have  an  excess  of 


10.  We  remove  until  the  reading  is  13.  The 
treatment  which  we  have  been  teaching  to  the 
student  is  that  when  a patient  is  in  a state  of 
shock,  nothing  is  done  until  the  shock  has  been 
controlled.  Following  treatment  of  shock,  spinal 
puncture  is  done.  If  there  is  excess  pressure  ac- 
cording to  the  manometric  reading,  one-half  of 
excessive  amount  is  removed  and  dehydration  com- 
menced. We  simply  use  glucose  solution.  Weed 
and  McKittrick  of  Johns  Hopkins,  use  hypertonic 
saline  solution.  Sodium  chloride  undoubtedly  will 
relieve  cerebral  edema,  but  not  without  danger. 
It  is  possible  to  produce  tetany  as  in  a case  we 
saw.  It  must  be  introduced  extremely  slowly,  not 
more  than  1 cc.  per  minute. 

The  point  which  must  be  stressed  is  that  hypo- 
tension of  the  cerebro-spinal  fluid  is  rare,  but 
not  so  rare  as  we  might  imagine.  Stultz  reports 
three  cases.  These  individuals  usually  complain 
of  headache.  Two  were  treated  by  intravenous 
method,  while  the  third  was  given  large  amounts 
of  water  by  mouth  and  by  duodenal  drip.  In 
advanced  cases,  it  is  not  wise  to  wait  because  it 
is  perfectly  safe  to  give  30  ccs.  of  distilled  water 
intravenously.  Often  another  puncture  gives  an 
increased  spinal  fluid  pressure. 

Dr.  J.  Holmes  Smith,  Jr.,  spoke  regarding  a 
condition  of  more  or  less  importance,  particularly 
as  regards  its  association  with  anemia.  Diagnosti- 
cally, it  is  considered  essential  to  the  diagnosis  of 
pernicious  anaemia.  The  condition  is  known  as 
achylia  gastrica.  This  term  really  implies  an 
absence,  not  only  of  hydrochloric  acid,  but  of  all 
gastric  secretion.  At  the  present  time  it  is  ap- 
plied, also,  to  those  cases  showing  only  a lack  of 
hydrochloric  acid. 

Achylia  gastrica,  in  most  instances,  is  prob- 
ably the  result  of  a toxemia  which  gives  rise  to 
a gastritis  and  the  gastritis,  in  turn,  interfering 
with  the  acid-secreting  cells  of  the  stomach.  This 
toxemia  may  result  from  conditions  in  the  intes- 
tinal tract  or  be  caused  by  systemic  disease,  such 
as  syphilis  and  tuberculosis. 

A total  absence  of  free  hydrochloric  acid,  in 
the  stomach,  may  occur  in  an  othervdse  healthy 
subject  and  apparently  be  not  incompatible  with 
good  health.  However,  individuals  having  an 
achylia  gastrica  are  frequently  prone  to  gastro- 
intestinal upsets,  chief  of  which  is  probably  a 
tendency  to  attacks  of  diarrhea,  due  apparently  to 
improper  digestion  of  proteins  and  a too  rapid 
emptying  of  the  stomach.  A more  important 
result  of  achylia,  however,  is  a tendency  for  such 
individuals  to  develop  anemia  of  varying  grades. 
This  anemia  appears  to  be  the  result  of  an  exces- 
sive bacterial  invasion  of  the  duodenum,  incident 
to  the  lack  of  acid  in  the  gastric  contents.  Anemia, 
so  produced,  is  most  frequently  of  the  secondary 
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type,  but  a certain  percentage  of  the  cases  de- 
velop into  a true  pernicious  or  hyperchromic 
anemia. 

Diagnostically,  there  must  be  a true,  persistent 
achylia  present,  before  we  can  assume  that  any 
anemia  is  of  the  pernicious  type. 

It  is  well,  at  this  point,  to  emphasize  that  one 
examination  of  the  gastric  contents  is  not  suffi- 
cient for  the  diagnosis  of  achylia  gastrica.  The 
appearance  of  free  hydrochloric  acid  in  the  gas- 
tric contents  is  sometimes  quite  delayed  after  the 
giving  of  a test  meal.  Sometimes,  a simple  test 
meal,  such  as  that  of  Ewald,  will  not  provoke  an 
acid  response,  but  a protein  meal  will.  If  it  is 
suspected  that  an  individual  has  an  achylia  gas- 
trica, then  the  first  thing  is  to  make  a fractional 
gastric  analysis,  colecting  the  first  sample  in  about 
thirty  minutes  and  continuing  to  collect  samples 
until  two  hours  after  giving  the  meal. 

If,  by  the  fractional  method,  no  acid  is  found 
in  the  gastric  contents,  we  are  still  not  justified 
in  diagnosing  a true  achylia  gastrica,  because 
there  may  simply  be  a temporary  suppression  of 
the  hydrochloric  acid.  This  suppression  of  hydro- 
chloric acid  or  false  achylia  may  be  quite  tempo- 
rary or  may  last  for  some  time. 

As  an  aide  in  the  diagnosis  of  achylia  and  also 
as  a means  of  avoiding  delay  in  diagnosis,  we  are 
in  the  habit  of  giving  such  individuals  a subcu- 
taneous injection  of  a preparation  known  as  his- 
tamine. Histamine  is  a protein  derivative  and  has 
the  property  of  provoking  a secretion  of  hydro- 
chloric acid,  provided  the  gastric  cells  are  capable 
of  functioning. 

The  histamine  may  be  given  immediately  after 
the  fractional  analysis,  or  at  a later  time.  Follow- 
ing the  giving  of  histamine,  samples  of  gastric 
contents  are  secured  at  frequent  intervals  and 
examined  for  hydrochloric  acid,  as  in  the  ordinary 
method.  The  appearance  of  acid  may  be  very 
soon  after  giving  the  drug  or  it  may  be  delayed. 
When  delayed,  samples  should  be  collected  for  at 
least  an  hour  and  a half. 

In  those  cases  which  do  not  respond  to  hista- 
mine, we  feel  that  a diagnosis  of  true  achylia  is 
justified. 

It  should,  probably,  also  be  mentioned  that  his- 
tamine has  the  property  of  temporily  lowering 
blood  pressure  and  occasionally  the  patient  will 
have  symptoms  such  as  flushing  of  the  face,  tight- 
ness in  the  chest,  etc.  In  his  opinion,  any  symp- 
tome  complained  of  are  due  most  likely  to  pro- 
tein reaction  and  not  to  lowered  blood  pressure. 

Dr.  C.  W.  Allen  spoke  of  a little  patient  of  his 
and  showed  some  interesting  photographs  of  him, 
a few  taken  when  the  child  was  younger  and 


some  taken  just  before  operation.  Dr.  Allen  said 
that  this  was  as  bad  a case  of  cleft  palate  as  he 
had  ever  seen.  The  patient  was  operated  on 
twice  as  an  infant  and  the  operations  failed.  It 
seemed  impossible  to  do  anything  for  him.  It  is 
believed  that  what  success  was  had  with  the  case 
was  due  to  several  operations  and  in  not  trying 
to  do  too  much  at  one  time.  The  child,  who  is  now 
ten  years  of  age,  has  been  operated  on  five  times, 
his  lip  having  been  closed  last  week.  There  are 
now  two  little  holes  left  and  the  palate  is  not 
closed,  but  it  was  not  deemed  advisable  to  do 
anything  for  several  months,  depending  upon  the 
condition  of  the  tissue  which  will  constantly 
shrink  and  get  down  to  a small  point  beyond 
which  no  closing  will  be  desired.  The  first  time, 
the  tissue  stitch  came  loose  and  the  flap  fell  back- 
ward near  the  midline;  the  second  was  made 
strong  and  he  has  a very  nice  result.  One  more 
operation,  the  sixth,  will  be  necessary. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL. 

At  the  regular  staff  meeting,  held  July  11,  1928, 
the  following  cases  were  reported: 

Intra- Abdominal  Hemorrhage  from  Rupture  of 
Right  Ovary. 

Dr.  G.  M.  Street — Mrs.  R.  T.  C.,  aged  23,  never 
pregnant,  with  a past  history  which  up  to  one  year 
ago  was  negative,  was  seen  in  this  clinic  eight 
months  ago,  at  which  time  diagnosis  of  cystic 
ovary  with  adherent  retroversion  was  made  and 
operation  advised.  Medication  also  was  prescribed 
at  that  time  for  an  acute  digestive  disorder.  The 
patient  returned  home  to  prepare  for  necessary 
surgery,  but  obtained  relief  from  symptoms  and 
was  not  heard  from  again  until  admission  to  hos- 
pital on  July  1. 

Ten  days  ago,  immediately  following  sexual 
intercourse,  was  taken  with  severe  pain  in  right 
lower  quadrant,  nausea  and  backache.  A local 
physician  prescribed,  and  in  a few  days  patient 
was  feeling  much  better.  Eighteen  hours  before 
admission,  again  immediately  following  inter- 
course, she  had  the  same  pain  in  abdomen,  this 
time  more  violent  and  extending  across  whole 
lower  portion,  nausea;  vomiting,  and  followed  in 
a few  hours  by  fever  of  100. 4°F.  Morphine  was 
required  for  relief. 

On  admission  temperature  was  100. 8°F.,  pulse 
110,  lower  abdomen  full  with  tenderness  more 
acute  over  lower  right  quadrant.  The  slightest 
pressure  on  cervix  or  in  right  fornix  caused  acute 
pain.  Leukocytes  18,400,  with  92  per  cent  poly- 
morphonucleai’s. 

Operation:  A large  quantity  of  free  blood  and 
serum  was  in  the  peritoneum  and  the  pelvis  filled 
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with  blood  clots,  old  and  fresh.  Right  ovary 
showed  a ruptured  cyst  and  was  actively  bleeding. 
The  left  ovary  was  cystic  and  size  of  goose  egg; 
the  uterus  was  bound  down  in  pelvis;  both  tubes 
sealed  and  distended  with  clear  fluid  (chronic 
hydrosalpinx,  bilateral). 

We  were  confronted  with  a proposition  which 
seemed  clearly  to  indicate  removal  of  both  ovaries 
and  tubes  in  an  attractive  young  woman  of  23 
years,  and  this  we  did  not  want  to  do.  A small 
solid  portion  of  the  left  ovary  was  dissected  free 
of  the  large  cyst  and  allowed  to  remain  and  the 
inner  third  of  the  right  ovary,  the  most  normal 
part,  was  dissected  frae  from  the  hemorrhagic 
portion  and  left  in  place.  This  seemed  to  be  bet- 
ter than  to  remove  both  ovaries  entire  and  then 
to  do  an  ovarian  transplant,  as  we  were  able  to 
leave  these  portions  of  the  ovaries  with  good  blood 
supply.  The  tubes  were  removed,  uterus  fixed  in 
a forward  position,  appendix  removed,  and  wound 
closed  without  drainage.  Patient  has  made  an 
uneventful  recovery. 

Surgical  Pathology:  Right  tubes  curled  in  cystic 
mass  2 Vz  x2xl  % inches,  convoluted  and  kinked. 
Microscopic:  Fibrosis;  cystic  distal;  chronic,  some 
acute  inflammatory  distal. 

k 

Right  ovary  (section) — l%xl%x%  inches, 
moderately  soft;  filled  with  blood  clot,  exuding 
through  opening  % inch.  Cyst  size  of  pea  on 
surface.  Microscopic:  Cystoma  (multiple) ; much 

interstitial  hemorrhage;  large  corpus  leuteum,  re- 
cent, apparently  not  involved  in  hemorrhag'e. 

Diagnosis:  Appendicitis,  chronic  and  acute; 
salpingitis,  chronic,  cystic,  bilaterial;  hemorrhage 
of  ovary,  right;  cystoma  of  ovary,  right. 

The  object  in  presenting  this  case  is  to  demon- 
strate the  fact  that  a serious  intro-abdominal 
hemorrhage  occasionally  occurs  from  rupture  of 
the  ovary.  This  is  the  third  case  of  this  type  seen 
in  the  past  three  years.  The  first  one  presented 
more  serious  symptoms  of  shock  than  the  one  here 
presented.  Differential  diagnosis  from  ruptured 
tubal  pregnancy  is  difficult. 

The  case  was  discussed  by  Drs.  A.  Street,  L.  S. 
Lippincott,  S.  W.  Johnston,  L.  J.  Clark,  and  J.  A. 
K.  Birchett,  Jr. 

Ulcer  of  the  Duodenum  with  Long-Standing  Chronic 
Perforation. 

Dr.  A.  Street — iMr.  M.  J.  S.,  aged  52,  a married 
man  with  five  children,  was  admitted  to  the  hos- 
pital March  19.  Onset  of  symptoms  began  eight 
months  ago  with  nausea  and  vomiting  of  huge 
quantities  of  fluid,  not  of  “coffee  ground"  type; 
marked  constipation;  slight  fever,  not  over  100°F. ; 
no  pain  except  one  night  when  had  lower  abdom- 
inal colic.  Following  this  first  attack,  he  lost  20 


pounds  in  weight.  He  then  improved,  become  free 
of  symptoms,  and  gained  25  pounds  in  weight. 
There  was  a recurrence  of  symptoms  one  week 
ago  with  vomiting  of  large  quantities  of  fluid, 
slight  fever,  slight  icterus,  constipation  and  tarry 
stools,  together  with  extreme  prostration  and  rapid 
loss  of  weight.  He  could  feel  fluid  splashing  in 
epigastric  region  on  shaking. 

He  had  had  a period  of  suffering  from  hunger 
pain  twenty  years  ago. 

Physical  Examination:  Temperature  100  °F.; 
blood  pressure,  105/90.  Extremely  weak;  ema- 
ciated; skin  slightly  yellow.  Physical  examination 
was  not  remarkable  except  for  the  abdomen  which 
was  slightly  distended  and  showed  visible  peristal- 
sis at  and  slightly  above  level  of  umbilicus.  Marked 
succession  sounds  could  be  elicited  in  epigastrium. 
Liver  was  enlarged  to  two  inches  below  right  cos^ 
tal  margin;  edge  firm;  no  other  masses  made  out. 

Blood:  Hemoglobin,  34  per  cent;  erythrocytes, 
2,400,000;  much  anisocytosis,  some  poikilocytosis, 
slight  polychromatophilia;  coagulation  time  2 min- 
utes; bleeding  time,  30  seconds;  leukocytes,  12,500; 
neutrophiles,  91  per  cent. 

Gastric  Contents:  Brown  color;  chemical,  blood 
-f-f-f;  total  acid,  39;  free  HCl,  36;  combined 
acid,  1 ; no  lactic  acid ; no  bile.  Feces  showed 
blood. 

Roentgenologic  examination:  Stomach  is  very 
large  with  marked  gastroptosis,  much  of  stomach 
being  below  the  pelvic  brim;  otherwise  not  remark- 
able. Duodenal  cap  fills  imperfectly  and  shows 
deformity  consistent  in  appearance  with  duodenal 
ulcer. 

The  patient  was  treated  by  diet  and  stomach 
kept  fresh  by  daily  gastric  lavage  for  22  days 
following  admission,  with  slight  improvement. 

Operation  performed  April  10.  High  right  rec- 
tus incision.  An  inflammatory  mass  was  plas- 
tered to  the  under  surface  of  the  liver,  including 
gall  bladder,  upper  portion  of  duodenum  and  the 
pylorus,  vdth  omentum  densely  adherent.  It  was 
thought  inadvisable  to  attempt  to  break  up  this 
mass,  as  this  could  hardly  be  done  vdthout  tearing 
of  structures,  and  furthermore  it  was  not  kno"wn 
what  the  mass  might  contain.  In  order  to  get 
information  as  to  the  condition  of  the  stomach 
and  duodenum,  a vertical  incision  was  made  in  the 
stomach  1 % inches  proximal  to  the  mass.  A 
finger  was  then  passed  through  the  pylorus  into 
the  duodenum.  A perforated  ulcer  was  easily 
made  out  on  the  upper  surface  through  which 
the  finger  easily  passed  into  a cavity  on  the  under 
surface  of  the  liver,  about  the  size  of  a lemon. 
The  tissues  did  not  give  the  impression  of  being 
carcinomatous.  Gastro-enterostomy  seemed  to  be 
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the  only  posible  beneficial  procedure,  and  in  order 
to  facilitate  matters,  anterior  gastro-enterostomy 
was  easily  and  rapidly  done  by  anastomosing  the 
jejunum  to  the  exploratory  opening  in  the 
stomach. 

Patient’s  recovery  was  uneventful  and  progress 
up  to  the  present  has  been  uninterrupted. 

Discussed  by  Dr.  S.  W.  Johnston 

Fracture  of  the  Os  Calcis,  Illustrated  by  Roentgeno- 
logic Studies  of  Four  Cases. 

Dr.  J.  A.  K.  Birchett,  Jr. — Fracture  of  os  calcis 
is  generally  due  to  fall  upon  the  foot  from  a 
heighth  by  contraction  of  the  muscles  attached  to 
the  tendoachilles  or  forcible  inversion  of  the  sole 
of  the  foot.  The  bad  results  are  raising,  shorten- 
ing and  outward  deviation  of  the  heel  with  flatten- 
ing of  the  arch,  fragments  projecting  into  the 
sole,  loss  of  motion  between  os  calcis  and  astra- 
galus, and  mechanical  interference  between  os 
calcis  and  external  malleolus.  Temporizing  with 
fracture  of  the  os  calcis  is  courting  disastrous 
results.  Average  disability  is  from  12  to  18 
months  in  face  of  radical  treatment,  and  the  more 
severe  cases  are  permanently  disabled.  Cotton 
found  90  per  cent  permanent  partial  disability, 
and  Manguson  shows  a disability  of  35  to  75  per 
cent. 

Discussed  by  Drs.  A.  iStreet  and  S.  W.  Johnston 
Tuberculosis  of  the  Maxillary  Sinus. 

Dr.  E.  H.  Jones — This  case  is  presented  because 
of  the  rarity  of  the  condition  and  the  method  of 
treatment.  Up  to  1907,  only  20  cases  of  tuber- 
losis  of  the  maxillary  sinus  had  been  reported  in 
the  literature. 

The  patient,  a man,  aged  50,  was  bleeding  from 
nose  every  day  in  amounts  from  one  to  four  drams 


and  had  bled  as  much  as  an  ounce  in  one  day.  He 
had  pulmonary  tuberculosis. 

Radical  antrum  operation  was  performed.  A 
tubercle  was  found  on  a septum  from  the  roof, 
but  pathologist  was  unwilling  to  make  a positive 
diagnosis  of  tuberclosis.  After  treatment  by  oil 
according  to  the  Sludder  method,  purulent  mate- 
rial from  antrum  showed  tubercle  bacilli.  Treat- 
ment was  then  changed  to  chaulmoogra  oil,  using 
every  day  in  five  cc.  amounts.  Condition  rapidly 
improved  and  after  one  year  there  is  apparent 
cure. 

Discussed  by  Drs.  A.  Street,  Lippincott  and 
Johnston. 

Aneurism,  Probably  of  the  Arch  of  the  Aorta. 

Dr.  L.  J.  Clark — The  patient,  a negro  man, 
aged  52,  with  pulsating  mass  size  of  orange,  erod- 
ing through  upper  sternum,  slightly  to  left,  of 
thirty  days’  duration;  had  been  in  excellent  health 
previous  to  that  time.  Present  symptoms  are  pain 
referred  down  left  arm,  shortness  of  breath,  par- 
tial loss  of  voice,  and  slight  brassy  cough. 

Physical  examination  shows  well  developed  and 
nourished  man,  with  a heart  markedly  enlarged, 
with  loud  systolic  murmur  at  apex;  blood  pressure 
130/60  right,  120/60  left  arm.  Flouroscopic  ex- 
amination shows  large  pulsating  mediastinal  mass, 
about  4i/^x3x4  inches,  and  extending  anteriorly 
through  chest  wall.  Wassermann  test  -f  + +- 

Discussed  by  Drs.  Johnston,  A.  Street  and  Bir- 
chett, Jr. 

Special  Report:  The  recent  meeting  of  the 
American  Society  of  Clinical  Pathologists. — Dr. 
L.  S.  LippincQtt. 

LEON  S.  LIPPINCOTT, 

Secretary. 


METHOD  OF  CARRYING  OUT  TWO-STAGE  OPERA- 
TIONS  FOR  CARCINOMA  OF  STOMACH.— Because  of  the 
troublesome  experience  with  grastro-enterostomy  it  occurred 
to  Donald  C.  Balfour,  Rochester,  Minn.,  that  the  difficulties 
might  be  avoided  by  dividing  the  stomach  completely  above 
the  growth,  closing  the  end  of  the  lower  segment  and  re- 
establishing gastro-intestinal  continuity  either  by  a retro- 
colic  end-to-side  gastrojfejunostomy  or  an  antecolic  end-to- 
side  gastrojejunostomy  with  entero-anastomosis.  The  advan- 
tages of  such  a procedure  are  obvious.  First,  the  operation 
can  be  done  under  local  anesthesia;  it  takes  but  little  more 
time  than  gastro-enterotomy.  Second,  perfect  drainage  of 
the  stomach  is  established  immediately,  and  the  patient  can 
take  adequate  nourishment  without  difficulty.  Third,  the 
second  stage  is  usually  simple,  since  the  pyloric  segment  is 
free  and  can  be  mobilized  quickly  and  easily.  Furthermore, 
complete  exclusion  of  the  pyloric  segment  for  a period  of 
from  ten  to  fourteen  days  will  have  lessened  the  activity  of 
any  inflammatory  process  to  an  astonishing  degree,  and 
growths  which  at  the  first  operation  appeared  questionably 
removable  nnfay  now  be  resected  with  ease.  Fnally,  there 
is  no  interruption  in  the  feeding  of  the  patient,  since  there 


is  nothing  to  be  done  with  the  upper  segment  of  the  stomach 
at  the  second  stage.  He  gives  a description  of  his  method. 
— J.  A.  M.  A.,  June  16,  1928. 


MECHANICAL  TREATMENT  OF  EXPERIMENTAL 
RATTLESNAKE  VENOM  POISONING.— From  the  experi- 
mental reports  made  by  Dudley  Jackson  ,San  Antonio,  Texas, 
and  W.  T.  Harrison,  Washington,  D.  C.,  it  is  quite  evident 
that  rattlesnake  venom  experimentally  injected  into  dogs 
can  readily  be  removed  from  the  tissues  by  incision  and 
suction,  an  animal  receiving  as  high  as  four  nrinimal  lethal 
doses  recovering  when  treatment  has  been  delayed  for  one 
hour.  This  highly  toxic  material  will  escape  in  part  from 
the  edematous  tissues  if  simple  multiple  punctures  of  the 
skin  are  made.  That  this  fluid  is  highly  toxic  is  shown  by 
the  fact  that  when  injected  in  other  dogs  it  will  cause 
death  with  all  the  signs  of  venom  poisoning.  The  poison 
contained  in  this  fluid  is  neutralied  in  vitro  by  the  specific 
antivenin  and  is  not  affected  by  diphtheria  antitoxin:  that 
the  toxic  fluid  which  is  removed  contains  venom  cannot 
therefore  be  questioned. — J.  A.  M,  A.,  June  16,  1928. 
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Report  of  the  Examinaticm  of  the  Books  of  the  Ordeans  Parish  Medical 
Society,  New  Orleans,  for  the  Year  Ending  December  31st,  1927 

New  Orleans,  La.,  May  15th,  1928. 

Orleans  Parish  Medical  Society, 

New  Orleans,  La. 

Gentlemen : 

In  accordance  with  instructions  received  from  your  Treasurer,  Dr.  J.  A.  Lanford, 
I audited  the  books  of  the  Society  for  the  year  ending  December  31st,  1927,  and  sub- 
mit my  report  attached  herewith. 

FINANCIAL  CONDITION 

Domicile  Fund 


Gold  Bonds,  see  folio  12 

Savings  Account,  Marine  Bank 

$31,374.96 

579.78 

$31,954.74 

General  Fund 

Cash  in  bank : 

Petty  Cash,  in  office 

Certificates  of  deposits 

Inventory  of  fixtures,  see  folio  6 

463.86 

16.20 

2,000.00 

658.12 

3,138.18 

Library  Fund 

Cash  in  bank 

Petty  Cash,  in  office 

Gold  Bonds,  see  folio  12 

Inventory  of  books,  see  folio  7 

Inventory  of  fixtures,  see  folio  8 

178.04 

4.65 

7,878.98 

27,269.38 

2,155.45 

37,486.50 

Medical  Relief  Fund  

114.35 

Less  insurance  premiums  paid  in  advance  and  due  the 
• Insurance  Co.  to  be  paid  at  a later  date 

72,693.77 

359.03 

Net  Worth  

$72,334.74 

The  $30,000.00  U.  S.  Liberty  Bonds  for  account 
of  the  Domicile  Fund  held  by  the  Society  for 
some  time  were  sold  for  $30, 510. 49  and  various 
bonds  bought  for  $30,380.96,  see  folio  11,  leaving 
a credit  balance  of  $135.53  which  was  placed  in 
a savings  account  at  the  Marine  Bank  in  the  name 
of  the  Domicile  Funds  Savings  Account,  together 
with  interest  derived  from  the  bonds.  The  inter- 
est derived  from  these  bonds  amount  to  $1,431.50 
and  interest  on  the  savings  account  amount  to 
$6.75  making  a total  profit  from  this  investment 
of  $1,573.78.  From  this  amount  a Foster  Creek 
Lumber  and  Manufacturing  Co.  bond  was  bought 
for  $994.00,  leaving  a credit  balance  in  the  sav- 
ings account  December  31st,  1927,  of  $579.78.  A 
Gillican  Chippley  Co.  bond  was  purchased  for 
$1,005.67  for  account  of  the  Library  Fund  from 
cash  obtained  from  the  General  Fund.  A $500.00 
Missouri  Pacific  R.  R.  Co.  bond  held  by  the  Soci- 
ety for  sometime  for  account  of  the  Library  Fund 


was  called  at  $537.50  and  a Sea  Board  Air  Line 
bond  was  purchased  for  $743.56.  The  amount 
paid  for  this  bond  was  derived  as  follows: 

Proceeds  of  Mo.  Pacific  R.  R.  bond  called  $537.50 
Cash  obtained  from  the  General  Fund....  145.56 
Surplus  carried  over  from  1926  from  sale 

of  a Mo.  Pacific  R.  R.  bond 60.50 

$743.56 

All  cash  receipts  were  fully  verified  and  prop- 
erly recorded.  The  bonds  of  the  Society  are 
held  by  the  Marine  Bank  & Trust  Co.  and  the 
receipts  for  these  bonds  are  in  the  bank  box 
at  the  Marine  Bank  and  were  carefully  checked 
by  the  writer  and  found  correct  and  in  accord 
with  the  records  in  the  office. 

Respectfully  submitted, 

L.  L.  JARREAU, 

Auditor. 
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Orleans  Parish  Medical  Society 

ASSETS 


Domicile  Fund 

Gold  Bonds  

Savings  Account  

General  Fund 

Certificates  of  deposits,  3V2  % $2,000.00 

Cash  in  bank  463.86 

Petty  Cash  in  office 16.20 

Office  Fixtures  Dec.  31/26 $564.63 

Discarded  in  1927  3.50 

$561.13 

Acquired  in  1927  96.99  658.12 

3,138.18 

Less  Insurance  Premiums  paid  in  ad- 
vance   359.03 

Library  Fund 

Cash  in  bank  

Petty  cash  in  office 

Gold  Bonds  

Inventory  of  fixtures  Dec.  31/26 1,856.25 

Less  discarded  in  1927 4.00 

1,852.25 

Acquired  in  1927  303.20 

Inventory  of  books 

Books  on  hand  at  Dec.  31/26 25,334.15 

Purchased  in  1927  $180.27 

Binding  in  1927  683.96 

* Subscriptions  100.00 

*Exchange  26.00 

♦Gifts  280.00 

*N.  0.  Med.  & Surg  J1 665.00  1,935.23 


$31,374.96 

579.78 


31,954.74 


2,779.15 


178.04 

4.65 

7,878.98 


2,155.45 


27,269.38 


Medical  Relief  Fund  

Net  Worth  

♦Estimated  by  Miss  Marshall,  Asst.  Librarian. 


DOMICILE  FUND 
Savings  Account 

Difference  betw^een  the  sale  of  the 
$30,000.00  Liberty  Bonds  and  the 


cost -of  bonds  purchased $ 135.53 

Interest  received 

Pontchartrain  Apt.  Bonds  $ 260.00 
Gulfport  Hotel  Corp.  Bond  180.00 
Fort  Worth  Property  Bonds  325.00 

Grover  Stewart  Bonds 120.00 

Brown  Paper  Mills 180.00 

Hibernia  Securities  90.00 

Gillican  Chippley  30.00 

Nalle  Buildings  120.00 

Marine  Mortgage  150.00 


$1,455.00 

Less  Commissions  paid  bank  23.50  $1,431.50 


$1,567.03 

Less  purchase  of  the  following'  bond. 

Foster  Creek  Lumber  & 

Manufacturing  Co.  Bond  994.00 


37,486.50 

114.35 


$72,334.74 


Interest  on  savings  allowed 

by  bank  6.75 


$579.78 

RECEIPTS,  GENERAL  FUND 

La.  State  Medical  Society,  Rent $ 240.00 

La.  State  Med.  Society,  Tel.  & Tel 104.75 

Banquet  Fund  630.00 

Dr.  Davidson,  Tel .15 

Trip  to  Washington,  Miss  Marshall  re- 
funded by  Library  Fund 123.39 

Tulane  Educational  Fund,  Chair  sold....  4.00 

Part  of  expense  of  graphophone  rec- 
ords refunded  30.00 

Reminiscence  sold  1.00 

Certificate  of  deposits  redeemed 1,000.00 

Interest  on  Certificate  of  deposit  re- 
deemed   13.72 

T.  P.  Talbot,  Tel .87 

La.  State  Medical  Soc.  Dues 1,963.00 

Membership  Dues  8,287.75 

N.  0.  Medical  & Surg.  Jl.  Tel 35.95 

Insurance  Premiums  2,781.95 


$ 573.03 


$15,216.53 
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RECEIPTS,  LIBRARY  FUND 

2 Fire  Extinguishers  

12.00 

Interest  received  on  investments 

1 Brass  Cuspidor  

1.50 

Gillican  Chippley  Bond.... 

$147.00 

5 Waste  Baskets  

2.50 

Missouri  Pacific  R.  R.  Bond.... 

29.40 

1 Ballot  Box  

1.50 

Sinclair  Cons.  Oil  

68.60 

1 Multigraph  

50.00 

3t.  Chas.  Ave.  Baptist  Church 

58.80 

1 Multigraph  Stand  

4.00 

Holland  American  Bond. 

58.95 

1 Step  Ladder 

1.50 

Baptist  Convention  of  the  State 

1 Awning  

12.65 

of  Georgia  

58.80 

1 Hat  Rack  

1.50 

Sea  Board  Air  Line 

19.60 

1 Globe  Fixture  

13.95 

$ 441.15 

1 Table  Lamp  

11.50 

Other  receipts 

1 Translux  Screen  

90.85 

\^ppropriation  from  Gen’l  Fund 

900.00 

1 Door  Check  

1.00 

Missouri  Pacific  Bond  called.. 

537.50 

From  General  Fund  and 

ap- 

$561.13 

plied  on  purchase  of 

Sea 

Acquired  in  1927: 

Board  Air  Line  Bond 

145.56 

1 Chair  

$19.50 

1,583.06 

1 Addressograph  

77.49  96.99 

$2,024.21 

$658.12 

General  Fund 

INVENTORY  OF 

BOOKS 

Cash  on  hand  Dec.  31/26.. 

$ 1,214.56 

Library  Fund 

Receipts 

Books  on  hand  Dec.  31/26.--. 

$25,334.15 

Insurance  Premiums  

$ 2,781.95 

Purchased  in  1927 

$180.27 

Other  receipts,  see  folio.... 

12,434.58 

15,216.53 

Binding  in  1927 

683.96 

* Subscriptions,  1927  ....'. 

100.00 

$16,431.09 

* Exchange  

26.00 

Less  Disbursements  

15,967.23 

* Gifts  

280.00 

*N.  0.  Med.  & Surg.  Journal 

665.00 

Cash  on  hand  Dec.  31/27.. 

463.86 

1,935.23 

Library  Fund 

Cash  on  hand  Dec.  31/26.. 

928.09 

$27,269.38 

Receipts  

2,024.21 

* Estimated  by  Miss  Marshall,  Asst. 

Librarian. 

INVENTORY  OF  FIXTURES 

2,952.30 

Librarv  Fund 

jCss  Disbursements  

2.774.26 

3 Wooden  Tables  

9.00 

Cash  on  hand  Dec.  31/27.. 

178.04 

9 Chairs  

9.00 

24  Rows  Wood  Shelves 

150.00 

Fotal  cash  on  hand  Dec. 

1 Ink  Well  

.50 

31,  1927,  both  funds.... 

$ 641.90 

15  Rows  Steel  Shelves 

1,196.28 

1 Catalogue  Case  & Stand 

125.00 

INVENTORY  OF  FIXTURES 

1 Book  Truck  

50.00 

General 

Fund 

1 Flat  Top  Desk  

30.00 

Steel  Filing  Cabinet  

$ 35.00 

1 Typewriter  

25.00 

Cardboard  Cases  

3.00 

1 Steel  Filing  Cabinet 

35.00 

. Safe  

30.00 

Cardboard  Boxes  

100.00 

1 Wooden  Tables  

7.00 

Filing  Boxes  

45.35 

Flat  Desks  

.....  25.00 

Lights  

18.42 

Addressograph  

40.00 

1 Kardex  Filing  Cabinet.... 

43.20 

. Addressograph  File  

10.00 

1 Swivel  Chair  

15.50 

■ Typewriter 

. 83.03 

$1,852.25 

Swivel  Chairs  

10.00 

Acquired  in  1927: 

.2  Chairs  

12.00 

5 Sections  Steel  Shelves.... 

118.00 

Directors’  Table  

25.00 

1 Nine  Drawers  Catalogue 

Gavel  and  Block  

10.00 

Case  

120.60 

Stove  

38.40 

2 Oscillating  Fans  and  in- 

Protectograph  

20.00 

64.60 

303.20 

Clock  

7 50 

Black  Board  

.75 

$2,155.45 
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EXPENDITURES,  GENERAL  FUND 

Dr.  H.  T.  Simon  (Honora- 

Salaries 

rium)  

122.00 

Marshall,  Miss,  Asst.  Lib $1,800.00 

Long  Life  Week,  Exhibit 

Maier,  Miss,  Asst.  Secty 

1,200.00 

Exp 

60.00 

Lathrop,  Miss,  Stenographer 

50.00 

Harcol  Motion  Picture  Co... 

25.00 

Coleman,  Carl,  Porter 

600.00 

Dr.  Paul  Gelpi,  Banquet 

630.00 

Homer,  Alfred,  Porter 

60.00 

Dr.  H.  Popkins,  Excess  dues 

1.50 

Craig,  Chas 

60.00 

Election  Commissioners 

10.00 

Jarreau,  L.  L 

35.00  $ 3,805.00 

Dr.  R.  VanWart,  excess  dues 

2.00 

Part  payment  of  Sea  Board 

Miscellaneous 

Air  Line  Bond  

145.56 

Petty  Cash  

255.00 

Gillican  Chipley  Bond 

1,005.67 

Telephone  and  Telegraph .... 

267.70 

Am.  National  Life  Ins.  Co. 

2,422.92 

Insurance  Premium  

17.50 

La.  State  Medical  Society.... 

1,963.00 

Heat  and  Light 

69.57 

Whitney  Bank  3 Vn  % Certi- 

Ice  

48.65 

ficates  

3,000.00 

N.  0.  Med.  & Surg.  J1 

300.00 

Dr.  Gelpi,  Exp.  Installation 

Stationery  & Off.  Supplies.. 

187.35 

Meeting  

100.00 

Stencils  

4.00 

12,162.2; 

Addressograph  

77.49 

Chair,  One  

19.50 

$15,967.2: 

Floral  Offerings  (Deceased 

Members)  

46.12 

DISBURSEMENTS,  LIBRARY  FUND 

Rental  of  Bank  Box 

5.00 

Magazines  

....$  583.21 

Library  Appropriation  

900.00 

Research  and  Abstracts  

21.0( 

Miss  Marshall,  Trip  to 

i 

Dues  

lO.Oi 

Washington  

123.39 

Drayage  and  Express 

70.61 

Times-Picayune,  Advertising 

7.92 

Binding  

....  683.9* 

Window  Panes  

5.00 

Petty  Cash  

56.01 

Keys  for  Safe  

4.00 

Books  

....  180.2’ 

Phonograph  Records  

60.00 

Fixtures  

...  303.21 

Repairing  Elec.  Fans 

15.75 

Sea  Board  Air  Line  Bond 

...  743.51 

Typewriter  Repairs  

10.64 

Trip  to  Washington,  Miss  Marshall 

....  123.31 

Dr.  M.  J.  Gelpi,  (Chaille 

Memorial  Oration)  

250.00 

$2,774.2 

DETAIL  OF  SALE  OF  THE  $30,000.00  LIBERTY  BONDS— DETAIL  OF  BONDS 
BOUGHT  FROM  RETURNS  OF  SAID  SALE. 

Sale  of  Liberty  Bonds 


Date 

Par  Value 

Price 

Interest 

Total 

2/  8/27 

10,000,000 

100.23/32 

77.99 

$10,169.87 

2/28/27 

3,000.00 

100.20/32 

36.48 

3,055.23 

2/10/27 

3,000.00 

100.22/32 

30.10 

3,050.73 

2/  8/27 

7,000.00 

100.7187 

28.59 

7,118.90 

2/11/27 

2,000.00 

100.19/32 

20.54 

2,032.42 

2/10/27 

2,000.00 

100.6875 

20.06 

2,033.81 

2/12/27 

2,000.00 

100.685 

20.92 

2,034.62 

4/  5/27 

1,000.00 

$30,000.00 

100.14/32 

16.53 

1,020.91 

$30,516.49 

BONDS  PURCHASED  FROM  RETURNS  OF  SALE  OF  LIBERTY  BONDS. 


Date 

Par  Value 

% 

Securities 

Price 

Interest 

Total  Cost 

2/  8/27 

$2,000.00 

6V2 

Fort  Worth  Properties 

100. 

29.97 

$2,029.97 

2/28/27 

3,000.00 

6 1/2 

Fort  Worth  Properties 

100. 

57.40 

3,057.40 

2/  8/27 

3,000.00 

6 

Hotel  Markham  

98. 

78.50 

3,018.50 

2/  9/27 

5,000.00 

6 

Marine  Mortgage  

100. 

5.83 

5,005.83 

2/10/27 

3,000.00 

6 

Hibernia  Securities 

100.88 

19.50 

3,045.90 

2/  9/27 

2,000.00 

6 

Nalle  Office  Building 

100. 

12.33 

2,012.33 

2/  8/27 

2,000.00 

6 

Grover  Stewart  

100. 

42.33 

2,042.33 

2/  8/27 

3,000.00 

6 

Brown  Paper  Mills  

100. 

33.50 

3,033.50 

2/11/27 

2,000.00 

61/2 

Pontchartrain  Apts 

100. 

57.78 

2,057.78 

2/10/27 

2,000.00 

6V2 

Pontchartrain  Apts 

100. 

57.42 

2,057.42 

2/12/27 

2,000.00 

6 

Nalle  Office  Building.... 

100. 

14.33 

2,014.33 

4/  5/27 

1,000.00 

6 

Gillican  Chipley  Co 

99. 

15.67 

1,005.67 

$30,000.00 


$30,380.96 
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Sale  Price  of  Liberty  Bonds  $30,516.49 

Cost  of  various  bonds  (above) 30,380.96 


Profit  $ 135.53 


BONDS 

Domicile  Fund 


Receipt 

Cost  with 

SECURITIES 

Number 

Rate 

Par  Value 

Interest 

Fort  Worth  Properties  

. 3056 

6V2 

$5,000.00 

$ 5,087.37 

Hotel  Markham  

. 3054 

6 

3,000.00 

3,018.50 

Marine  Mortgage  

. 3053 

6 

5,000.00 

5,005.83 

Hibernia  Securities  

. 3510 

6 

3,000.00 

3,045.90 

*Nalle  Office  Building 

. 3577 

6 

4,000.00 

4,026.66 

Grover  Stevs^art  

. 3055 

6 

2,000.00 

2,042.33 

Pontchartrain  Apartments 

. 3057 

ev2 

4,000.00 

4,115.20 

Gillican-Chipley  

. 3510 

6 

1,000.00 

3,000.00 

1,005.67 

Brown  Paper  Mills  

. 3057 

6 

3,033.50 

Foster  Creek  Lumber  & Mfg.  Co.. 

. 3245 

6 

1,000.00 

994.00 

$31,374.96 

*The  Nalle  Office  Building 
bonds  acquired: 

Bonds  have 

since  been 

called  and 

the  following 

Par  Value 

Cloverland  Dairy  Product  Co.  ... 

...  $2,000.00 

B.  G.  Carbajal,  Inc. 
Interstate  Hotel  Co. 

...  1,000.00 

...  1,000.00 

Library  Fund 

Receipt 

Cost  with 

SECURITIES 

Number 

Rate 

Par  Value 

Interest 

Sinclair  Oil  Corporation  

. 3249 

6 

$1,000.00 

$1,015.19 

Holland  American  Line  

Ex.  Convention  of  the  Baptist 

. 3051 

6 

1,000.00 

933.00 

Com.  of  Georgia 

. 2174 

6 

1,000.00 

1,019.50 

St.  Charles  Ave.  Baptist  Church... 

. 2174 

6 

1,000.00 

1,024.50 

Gillican  Chipley  

. 2694 

6 

1,000.00 

1,151.23 

Gillican  Chipley  

. 2841 

6 

1,000.00 

986.33 

Gillican  Chipley  

. 3058 

6 

1,000.00 

1,005.67 

Seaboard  Air  Line  

. 3257 

6 

1,000.00 

743.56 

SURPLUS 

For  Period  January  1st  to  December  31st,  1927 


Receipts: 

General  Fund,  see  folio  3 $15,216.53 

Library  Fund,  see  folio  4 2,024.21 


$7,878.98 


$17,240.74 


Disbursements : 

General  Fund  

Less  Capital  Investment: 

Office  Fixtures,  see  6 

Gillican  Chipley  Bond  

Certificates  of  deposit  


$15,967.23 


$ 96.99 

1,005.67 

2,000.00  3,102.66 


12,864.57 


Library  Fund  

Less  Capital  Investment: 


Binding  683.96 

Books  180.27 

Fixtures  303.20 

Sea  Board  Air  Line  Bond 743.00 


Less  Insurance  Premium  collected  in  advance: 

Premiums  Collected  

Paid  National  Life  Insurance  Co... 


2,774.26 


1,910.43  863.83 


$13,728.40 


$ 3,512.34 

2,781.95 

2,422.92  359.03 


Net  Surplus  for  the  year. 


$ 3,153.31 
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Total  Capital  Investment: 

General  Fund  $3,102.66 

Library  Fund  1,910.43 


$5,013.09 

The  amount  of  $5,013.09  was  derived  as  follows: 


Above  surplus  

Insurance  premium 
Cash,  General  Fund 
Cash,  Library  Fund 


$5,013.09 


$3,153.31 

359.03 

750.70 

750.05 


MEMBERSHIP 

ADMISSIONS  AND  RESIGNATIONS 


ADMISSIONS — 

ACTIVE 

MEMBERS 

1. 

Alexander,  L.  W. 

12. 

Longo,  D.  V. 

2. 

Anderson,  G.  A. 

13. 

Maurer,  E.  H. 

3. 

Cohen,  Sam  C. 

14. 

Ochsner,  Alton 

4. 

Collier,  Geo.  B. 

15. 

Oliphant,  T.  H. 

5. 

Devron,  L.  E. 

16. 

Newhauser,  Mayer 

6. 

Duffy,  Morris  J. 

17. 

Palermo,  Jos.  P. 

7. 

Dismuke,  Lily  L. 

18. 

Jung,  T.  A. 

8. 

Eagleton,  John  T. 

19. 

Sanders,  John  T. 

9. 

Efron,  B.  G. 

20. 

Scott,  L.  C. 

10. 

Gillespy,  R.  R. 

21. 

Vidrine,  Clifford 

11. 

Hardin,  Geo.  L. 

22. 

Weiner,  Elias 

■* 

Neal,  Paul  R. 

t 

Doussan,  J.  E. 

*Elected  and  never  qualified. 
fReinstated  and  never  qualified. 


ADMISSIONS — INTERNE  MEMBERS 


1. 

Durance,  F.  Y. 

5. 

Roeling,  W.  H. 

2. 

Kuhn,  Lloyd  J. 

6. 

Saiewitz,  Sam  B. 

3. 

Long,  J.  W. 

7. 

Weiss,  Carl  A. 

4. 

McComisky,  A.  J. 

8. 

Meyer,  Paul  R. 

SIMULTANEOUS  CHOLECYSTOGRAPHY  AND  DETER- 
MINATION OF  HEPATIC  FUNCTION.— Simultaneous 

cholecystography  and  the  determination  of  the  excretory 
function  of  the  liver,  as  is  done  according  to  the  methods  of 
Rosenthal  and  others,  is  possible  with  the  use  of  sodium 
phenoltetraiodophthalein.  W.  H.  Cole,  Glover  H.  Gopher 
and  Evarts  A.  Graham,  St.  Louis,  use  larger  amounts  of 
this  dye  (to  accomplish  the  visualization  of  the  gallbladder 
simultaneously)  than  those  ordinarily  employed  in  hepatic 
functional  tests  and  are  convinced  that  the  determination  of 
the  excretory  function  of  the  liver  by  this  means  gives  very 
valuable  information  in  the  differentiation  between  obstruc- 
tive jaundice  due  to  malignant  disease  and  that  due  to 
stones  and  inflammations.  They  found  that  patients  suffer- 
ing from  carcinoma  of  the  liver,  whether  primary  or  metas- 
tatic, reveaied  a relatively  low  retention,  the  average  figure 
being  28  per  cent  one-half  hour  after  the  injection.  The 
ability  to  differentiate  between  jaundice  caused  by  carci- 
noma of  the  liver  and  jaundice  caused  by  stone  in  the  com- 
mon duct  is  even  more  accurate  if  there  is  opportunity  to 
observe  the  patient  over  a period  of  several  days.  If  the 
jaundice  caused  by  obstruction  of  the  common  duct  by  stone 
is  present  ^ver  several  days  in  equal  or  increasing  degree, 
the  amount  of  retention  of  dye  will  show  a significant  in- 
crease during  the  interval.  On  the  other  hand,  if  the  jaun- 
dice is  produced  by  carcinoma  of  the  liver  or  by  carcinoma 
of  the  pancreas,  the  amount  of  variation  will  not  show  any 
appreciable  change.  Perhaps  the  greatest  value  obtained 


ADMISSIONS — ASSOCIATE  MEMBERS 


1. 

Hava,  Walter  C. 

3. 

Popkins,  H.  J. 

2. 

Meyer,  H.  H. 

4. 

Laurens,  Henry 

HONORARY 

MEMBERSHIP 

1. 

Knolle,  W.  H. 

2. 

Rabbi  M.  Silber 

RESIGNATIONS 

1. 

Crebbin,  J.  T. 

4. 

Heninger,  B.  R. 

2. 

*Cully,  P.  G. 

5. 

Lisenby,  J.  0. 

3. 

Durrance,  F.  Y. 

6. 

Mendelson,  R.  W 

Interne. 

REMOVALS 

1. 

Gamier,  W.  V. 

3. 

Graves,  W.  E. 

2. 

Gillespy, 

DECEASED  MEMBERS 

1.  Adolph,  C.  A. — December  11th,  1927. 

2.  Bohne,  P.  W. — March  31st,  1927. 

3.  Moss,  E. — March  22nd,  1927. 

4.  McCutchon,  P.  B. — May  12th,  1927. 

5.  Parham,  F.  W. — May  6th,  1927. 

6.  Provosty,  L.  M. — September  9th,  1927. 

7.  Rich,  F.  G. — May  12th,  1927. 


from  the  readings  on  hepatic  function  in  the  series  is 
the  determination  of  operability.  Of  the  patients  operab 
on  in  this  series,  in  whom  hepatic  function  had  previous 
been  determined,  two  died  following  cholecystectomy  ar 
one  died  following  gastro-enterostomy  for  ulcer.  On 

one  was  jaundiced — a patient  with  obstruction  of  the  cor 
mon  duct  by  stone  for  which  a cholecystectomy  and  ch 
ledochostomy  was  performed.  The  amount  of  retention 
each  of  these  three  patients  was  70,  90  and  75  per  cer 
respectively.  These  figures  represent  a retention  as  hif 
as  or  higher  than  that  found  in  any  of  the  other  patien 
on  whom  operation  was  performed  in  this  series.  T1 
authors  feel,  therefore,  that  any  patient  showing  a hij 
retention  of  dye  following  the  injection  of  phenoltetral 
dophthalein  is  a poor  operative  risk  and  the  minimu 
amount  of  operative  work  should  be  done.  The  patient 
condition  should  be  reinforced  by  such  measures  as  intr: 
venous  injections  of  dextrose  and  transfusions.  Eviden 
is  encountered  which  leads  to  the  belief  that  a very  marki 
degree  of  hepatic  injury  is  necessary  before  the  delayt 
excretion  of  the  dye  by  the  liver  will  affect  the  productk 
of  the  shadow  of  the  gallbladder.  Normal  cholecystogran 
have  been  observed  when  the  retention  of  the  dye  was  ! 
high  as  60  or  70  per  cent  one-half  hour  after  injection  i 
the  dye.  It  is  true,  however,  that  in  the  majority  i' 
patients  with  retention  as  great  as  this  pathologic  choice: 
stograms  were  obtained,  but  this  is  to  be  expected  sine 
operation  has  revealed  either  cholecystitis  or  edema  of  tl 
gallbladder  of  severe  grade. — J.  A.  M.  A.,  April  7,  1928. 
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Dr.  Elijah  Madison  Ellis,  61,  prominent  Crowley 
ysician  and  surgeon,  and  past  president  of  the 
ite  Medical  Society,  died  at  1:30  P.  M.,  August 
, 1928,  at  the  Crow- 
^ Sanitarium,  fol- 
iving  a two  weehs’ 
ness  with  pneumonia. 


Funeral  services 
;re  held  at  3 P.  M., 
igpist  11,  from  the 
,rst  Methodist 
mrch,  interment  fol- 
ded in  the  Crowley 
metery. 

His  death  ended  a 
nstant  fight  made  by 
ctors  and  nurses 
ice  he  became  very 
following  a trip  to 
5 farm  near  Guey- 
n two  weeks  ago. 
ir  the  past  ten  days 
pe  for  his  recovery 
ictuated  and  waver- 
, until  August  10, 
len  a turn  more  se- 
)us  than  any  preced- 
t resulted  in  the 
nouncement  that  at- 
iding  physicians  had 
andoned  hope. 


Eespected  for  his 
ofessional  standing, 
id  recognized  as  one 
the  leading  sur- 
ons  of  the  state.  Dr. 
lis’  passing  brought  from  local  doctors  who  had 
lown  him  intimately  expressions  of  the  highest 
gard  and  of  regret  at  the  loss  the  community 
d suffered. 


His  election  as  president  of  the  State  Medical 
iciety  in  1925-1926  was  pointed  to  as  evidence 
his  standing  among  the  physicians  of  Louisiana, 
file  locally  his  work  in  his  practice  as  a physi- 
in  as  well  as  in  public  health  and  civic  projects 
IS  recalled  by  many.  Not  the  least  among  the 
ings  referred  to  was  the  Crowley  Sanitarium, 
lich  he  established  about  15  years  ago,  the 
esent  institution  in  the  northeastern  part  of  the 
ty  having  been  erected  after  fire  had  destroyed 
e one  in  South  Crowley. 


For  about  thirty  years  Dr.  Ellis  had  been  a 
sident  of  Crowley,  having  come  to  this  city  to 
(gin  his  practice  within  a few  years  after  his 
aduation  from  medical  school.  He  was  born  at 


Dr.  William  Schep- 
pergrell,  president  of 
the  Audubon  Park 
Commission  and  the 
New  Orleans  Zoologi- 
cal Society,  and  one  of 
the  outstanding  physi- 
cians and  civic  leaders 
of  the  city,  died  at 
1:30  P.  M.,  Thursday,  August  9,  1928,  following 
an  operation  at  Mercy  Hospital. 

Requiem  mass  was  conducted  at  the  Church  of 
the  Holy  Name  of  Jesus,Loyola  University,  at  10 
A.  M.,  August  10.  The  Rev.  John  J.  Navin,  S.  J., 
officiated.  Interment  was  in  Metarie  Cemetery. 

Scion  of  an  old  South  Carolina  family.  Dr. 
Scheppegrell  was  born  in  Hanover,  Germany,  in 
1860,  while  his  parents  were  on  a visit  to  that 
country.  He  grew  up  in  Charleston  and  attended 
the  College  of  Charleston,  where  he  received  the 
degree  of  master  of  arts.  He  then  attended  the 
Medical  College  of  South  Carolina,  receiving  the 
degree  of  doctor  of  medicine  in  1882.  He  also 
took  extensive  work  in  electrical  engineering. 

In  1882  he  married  Signorina  Jessie  Agatha 
Gambati  of  Venice,  Italy.  They  had  one  child, 
Agatha,  now  Mrs.  N.  F.  Thiberge  of  New  Orleans. 
Mrs.  Scheppegrell  died  in  1921. 


ELIJAM  MADISON  ELLIS 


Poplar  Creek,  Montgomery  County,  Mississippi, 
on  December  14,  1866,  the  son  of  Elijah  L.  and 
Elizabeth  Thrailkill  Ellis.  After  his  preliminary 

education  had  been  re- 
ceived, he  attended 
Memphis  Medical  Col- 
leg'e,  from  which  he 
was  graduated  in  1895. 


Dr.  Ellis  is  survived 
by  his  widow,  a son, 
Earl  Ellis,  and  a 
daughter,  Mrs.  H.  Gor- 
don Brunson,  two 
brothers,  J.  C.  Ellis  of 
New  Orleans,  and  J.  F. 
Ellis  of  West  Point, 
Miss.,  a half  brother, 
E.  G.  Ellis,  of  Poplar 
Creek,  Miss. ; three  sis- 
ters, Mrs.  P.  R.  Brown, 
of  West  Point,  Miss.; 
Mrs.  J.  W.  Nunnery 
and  Mrs.  J.  P.  Mat- 
thews of  Crowley,  in 
addition  to  other  rela- 
tives. 
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After  the  Charleston  earthquake  of  1886,  Dr. 
Scheppegrell  decided  to  move  to  New  Orleans, 
coming  here  in  1890.  He  brought  a letter  of  in- 
troduction to  Dr.  Arthur  de  Roaldes,  founder  of 
the  Eye,  Ear,  Nose  and  Throat  Hospital,  and  his 
expert  work  in  repairing  a faulty  electrical  hos- 
pital appliance  soon  after  his  arrival  in  New  Or- 
leans induced  Dr.  de  Roaldes  to  offer  him  a posi- 
tion on  the  hospital  staff.  He  served  as  chief 
surgeon  on  the  staff  until  1893,  when  he  went 
into  private  practice. 

In  addition  to  his  medical  work.  Dr.  Scheppe- 
grell  was  an  outstanding  figpire  in  civic  enter- 
prises. He  was  president  of  the  Audubon  Park 
Commission  for  about  twelve  years  and  president 
of  the  Zoological  Society  for  the  same  length  of 
time.  He  held  both  of  these  offices  at  the  time 
of  his  death. 

In  medical  circles  Dr.  Sceppegrell  occupied  a 
notable  position.  In  addition  to  his  affiliation 
with  the  Eye,  Ear,  Nose  and  Throat  Hospital,  he 
was  chief  of  the  hay  fever  clinic  and  the  eye,  ear, 
nose  and  throat  clinic  of  Charity  Hospital.  Be- 
sides writing  a number  of  books  and  scientific 
articles  on  hay  fever  and  troubles  of  the  eye,  ear, 
nose  and  throat  he  was  the  inventor  of  several 
appliances  widely  used  in  hospital  clinics. 

He  served  as  president  of  the  American  Acade- 
my of  Ophthalmology  and  Otology;  president  of 
the  American  Hay  Fever  Association,  vice-presi- 
dent of  the  American  Laryngological,  Rhinological 
and  Otological  Society,  president  of  the  Federa- 
tion of  Catholic  Societies,  and  president  of  the 
St.  Cecilia  Choral  Society,  and  an  associate  editor 
of  The  Annals  of  Otology,  Rhinology  and 
Laryngology.”  His  articles  appeared  in  many 
medical  periodicals. 

Dr.  Scheppegrell  was  also  the  author  of  several 
books,  the  most  widely  known  of  which  are  “Hay 
Fever  and  Asthma,  Cause,  Treatment  and  Cure,” 
“Electricity  in  Diseases  of  the  Nose,  Throat  and 
Ear,”  “Non-Malignant  Tumors  of  the  Throat,” 
and  others. 

Besides  his  daughter,  Mrs.  Thiberge,  who  is  the 
wife  of  Dr.  Scheppegrell’s  medical  associate,  he  is 
survived  by  one  sister,  Mrs.  Wilhelmina  Keppler 
of  New  York  City;  a nephew,  William  Scheppe- 
grell, manager  of  the  Audubon  Park  swimming 
pool;  two  grandchildren  and  a number  of  relatives 
in  Charleston  and  San  Francisco. 


SHREVEPORT  MEDICAL  SOCIETY  RADIO 
LECTURES. 

In  line  with  the  general  thought  as  seemingly 
existent  among  the  medical  profession  today  re- 
garding the  education  of  the  public  on  medical 


matters,  the  Shreveport  Medical  Society  has  s 
ranged  and  have  now  in  operation  a systema 
course  of  lectures  which  are  being  broad-cast  o\ 
Radio  Station  KW'KH  of  Shreveport  and  pi 
lished  in  the  iShreveport  Times. 

This  work  is  being  done  under  auspices  of  t 
Shreveport  Medical  Society  with  a whole-heart 
co-operation  of  the  broadcasting  station  KWK 
owned  and  operated  by  Mr.  W.  K.  Henderson 
Shreveport  and  the  Shreveport  Times. 

The  Shreveport  Medical  Society  is  glad  to  ii 
port  to  the  profession  through  the  columns  | 
the  Journal  that  they  have  met  no  oppositi  i 
whatever  in  the  endeavor,  but  on  the  other  haij 
co-operation  from  every  source.  The  Times  a| 
Mr.  Henderson,  owner  of  KWKH,  have  been  ui 
usually  liberal  in  donating  the  space  and  tin, 
and  the  Shreveport  Medical  Society  is  sure  ti 
profession  at  large  feels  the  appreciation  for  tP 
service  as  they  of  the  Shreveport  Medical  Si 
ciety  do. 

The  following  is  an  outline  of  their  program 
the  first  three  months  of  which  have  already  be 
delivered. 

Program  broadcast  between  10:00  and  10  m 
P.  M.: 

6/15/28— Medical  Ethics.  Dr.  J.  E.  Knighton. 

7/15/28— Diseases  of  Children.  Dr.  Robert  Lucas. 

8/15/28 — Tuberculosis.  Dr.  Chas.  Gowen. 

9/14/28— Cancer.  Dr.  J.  C.  Willis. 

10/12/28 — Cardio  Renal  Diseases.  Dr.  W. 
Norfleet. 

11/16/28 — Acute  Respiratory  Diseases.  Dr.  J.  ]| 
Bodenheimer. 

12/14/28 — Skin  Cancer.  Dr.  C.  B.  Erickson. 

1/18/29 — Diseases  of  Children.  Dr.  M.  lij 
Picard. 

2/15/29 — Diseases  of  Women.  Dr.  Louis  Abran 
son. 

3/15/29 — Home  Hygiene.  Dr.  W.  J.  Sandidge 

4/19/29 — Gastro  Intestinal  Diseases.  Dr.  T.  I 
Lloyd. 

5/17/29 — Diseases  Ear,  Eye  Nose  and  Throa 
Dr.  J.  L.  Scales. 


The  quarterly  meeting  of  the  Lafourche  Valle 
Medical  Society  was  held  at  Donaldsonville  o 
August  8,  at  the  Elks  Home. 

The  attendance  in  point  of  numbers  of  the  loci 
membership  was  gratifying,  and  the  occasion  wa 
graced  by  the  presence  of  several  honorary  mere 
bers  of  New  Orleans. 
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The  scientific  end  of  the  program  was  taken  up 
' the  presentation  of  two  papers:  Surgery  of  the 

nal  Region  under  Local  Anaesthesia,  by  Dr. 

W.  Allen.  Pyelitis,  in  Infancy  and  Early 
lildhood,  by  Dr.  D.  G.  Lemkowitz. 

The  next  quarterly  meeting  of  the  society  will 
1 held  at  Houma  on  Wednesday,  November  14. 


It  has  pleased  the  many  friends  of  Dr.  H.  E. 
enage  to  learn  that  at  a recent  meeting  of  the 
card  of  Administrators  of  the  Tulane  University 
; Louisiana  approved  the  recommendation  of  the 
xecutive  Faculty  of  the  Graduate  School  of 
:edicine  that  he  be  appointed  Professor  Emeritus 
F Dermatology,  effective  as  of  the  close  of  the 
ission  1926-1927. 


Post-Graduate  Lectures  in  English,  under  direc- 
on  of  the  Paris  University  Medical  School. 

Ten  lectures  with  roentgenologic  projections 
nd  anatomical  specimens,  concerning  diseases  of 
le  bronchi,  under  direction  of  Doctor  Sergent, 
rofessor  of  Propedeutic  Medical  Clinic,  Charite 
[ospital  (October  29  to  November  3,  1928)  — 
ees:  500  francs — $20.00. 

Diseases  of  the  heart  and  vessels:  9 lessons  by 
)octor  Clerc,  associate  professor,  physician  to  the 
^ariboisiere  Hospital  (October  20  to  30,  1928)  — 
'ees:  500  francs — $20.00. 

Peuriculture  and  diseases  of  children:  24  lec- 
ures  and  practical  demonstrations  by  Doctor 
Lrmand-Delille,  physician  to  Herold  Hospital,  and 
)octor  Weill-Halle,  physician  to  Charke  Hospital 
October  8 to  20,  1928) — Fees:  $1,000  francs — 
140.00. 

iSurgery  of  the  digestive  tract  and  liver  with 
>perative  demonstrations  and  operations  on  the 
log,  under  the  direction  of  Doctor  Gosset,  profes- 
;or  of  the  Surgical  Clinic  at  the  Salpetriere  (Oc- 
;ober  15  to  20,  1928) — Fees:  500  francs — $20.00 

Ophthalmology  and  Oto-Rhino-Laryngology : 10 
esson  by  Doctor  Morax,  ophthalmologist  to  the 
Lariboisiere  Hospital,  and  10  lessons  by  Doctor. 
Lemaitre,  associate  professor,  oto-rhino-laryngo- 
iogist  to  the  Saint-Louis  Hospital  (October  2 to 
26,  1928) — Fees:  500  francs  for  each  series  of 
10  lessons — $20.00. 


A certificate,  signed  by  the  Professor  and  the 
Dean  of  the  Faculty  of  Medicine  of  Paris,  will  be 
given  after  each  course  to  every  doctor  who  has 
attended  it  regularly. 

For  further  information  and  detailed  program 
of  each  course,  apply  to  the  Secretary  of  the  “As- 
sociation pour  le  Development  des  Relations  Medi- 
cales,”  Salle  Bechard,  Faculte  de  Medecine,  12 
rue  de  I’Ecole-de-Medecine,  Paris  (6e). 

Other  courses  in  English  may  be  arranged  by 
applying  to  the  Secretary  of  the  above  association. 

Pamphlet  of  information  on  file  at  the  office  of 
the  Orleans  Parish  Medical  Society. 


Programs  of  the  Annual  Meeting  of  the  South- 
ern Tuberculosis  Conference  to  be  held  in  Biloxi, 
September  12  to  15,  at  the  Conference  Headquar- 
ters, Buena  Vista  Hotel,  are  being  distributed  by 
the  Tuberculosis  and  Public  Health  Asociation  of 
Louisiana,  which  is  one  of  the  thirteen  affiliated 
state  organizations.  The  other  states  represented 
in  the  Conference  are:  Virginia,  North  Carolina, 
South  Carolina,  Georgia,  Florida,  Alabama,  Texas, 
Mississippi,  Tennessee,  Kentucky,  Arkansas,  and 
Oklahoma. 

Miss  Gertrude  Rando,  executive  secretary  of 
the  Tuberculosis  & Public  Health  Association  of 
Louisiana,  will  represent  Louisiana  on  the 
Speakers’  Program.  She  has  been  selected  for 
the  honor  to  respond  in  behalf  of  the  Conference 
to  the  Address  of  Welcome  by  Hon.  John  J.  Ken- 
nedy, Mayor  of  Biloxi. 

The  program  will  also  include  the  Southern 
Sanatorium  Asociation.  Among  the  major  sub- 
jects on  the  program  are:  “Management  of  the 

Tuberculosis  Problem  in  Children”  and  “Tuber- 
culosis in  the  Negro”. 

“The  Southern  Tuberculosis  Conference  pro- 
vides an  opportunity  for  Tuberculosis  workers, 
public  health  officials,  physicians,  nurses  and 
friends  of  the  great  health  movement  to  meet  in 
annual  session  to  discuss  the  latest  methods  in  the 
prevention  and  treatment  of  Tuberculosis”  said 
Miss  Rando.  “The  matter  of  Memberships  in 
the  Conference  is  a responsibility  for  each  state 
secretary  and  we  ask  our  friends  to  communicate 
with  us  with  regard  to  membership  and  attend- 
ance at  the  Conference,  at  State  Association 
Headquarters,  535  St.  Charles  Street,  New  Or- 
leans, or  ’phone  Raymond  1741. 

GERTRUDE  RANDO, 

Executive  Secretary. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 

J.  S.  Ullman,  M.  D.,  Associate  Editor. 


Dr.  B.  S.  Guyton  of  Oxford  has  returned  from 
Europe  where  he  spent  some  time  in  post-graduate 
work. 

The  Staff  Meeting  of  the  Vicksburg  Sanitarium 
was  held  on  August  10th.  The  program  was  as 
follows : 

1.  Carcinoma  of  the  Stomach,  Dr.  A.  Street. 

2.  Acute  Lymphatic  Leukemia,  Dr.  G.  M.  Street. 

3.  Intestinal  Obstruction  with  Clinical  Tuber- 
cular Peritonitis,”  Dr.  J.  A.  K.  Birchett,  Jr. 

4.  Pernicious  Anemia,  Dr.  L.  S.  Lippincott. 

5.  Meningococcic  Meningitis,  Dr.  L.  J.  Clark. 

6.  Treatment  of  Vincent’s  Angina,  Dr.  C.  J. 
Edwards. 

7.  Oblique  Fracture  of  the  Middle  Third  of 
Humerus,  Dr.  H.  H.  Johnston. 


The  regular  monthly  meeting  of  the  Issaquena- 
Sharkey- Warren  Counties  Medical  Society  was 
held  in  Vicksburg  on  August  14.  The  following 
program  was  presented : ' 

1.  Some  Unique  Cases  of  a Country  Doctor, 
Dr.  W.  H.  Scudder. 

2.  Some  Unoriginal  Remarks  on  Mastoiditis, 
Dr.  E.  F.  Howard. 

3.  Carcinoma  of  the  Stomach,  Dr.  A.  Street. 

At  the  July  meeting.  Dr.  Hugh  H.  Johnston  of 
Vicksburg  was  elected  to  membership. 


Dr.  J.  C.  McNair  of  Fayette,  Miss.,  is  at  present 
doing  post-graduate  work  in  diseases  of  the  chest 
at  the  Mississippi  State  Sanitarium. 


The  meeting  of  The  Interstate  Post  Graduate 
Medical  Asociation  of  North  America  will  be  held 
at  Atlanta,  Georgia  on  October  12  to  19,  1928, 
with  headquarters  at  the  Auditorium  Armory. 
The  preliminary  announcement  gives  promise  of 
a very  attractive  program.  The  following  names 
listed  are  sufficient  evidence  of  the  type  of 
papers  and  discussions  to  be  presented: 

Ayer,  Wardner  D.,  Syracuse,  N.  Y. 

Beck,  Harvey  G.,  Baltimore. 

Bevan,  Arthur  Dean,  Chicago. 

Bloodgood,  Joseph  C.,  Baltimore. 

Bourne,  Aleck  W.,  London,  England. 

Brooks,  Harlow,  New  York. 

Burrell,  Lancelot  S.,  London,  England. 

Buzzard,  Sir  Farquhar,  London,  England. 

Cannon,  W.  B.,  Cambridge,  Mass. 


Case,  James  T.,  Battle  Creek,  Mich. 

Cassidy,  Louis  L.,  Dublin,  Ireland. 

Christian,  Henry  A.,  Boston. 

Crookshank,  Francis  G.,  London,  England. 

De  Buys,  Lawrrence  R.,  New  Orleans. 

Didgeon,  Leonard,  London,  England. 
Dundas-Grant,  Sir  James,  London,  England. 
Dunhill,  Thomas  P.,  London,  England. 

Elliott,  Charles  A.,  Chicago. 

Erdmann,  John  F.,  New  York. 

Evans,  J.  Howell,  London,  England. 

Finney,  John  M.  T.,  Baltimore. 

Forsyth,  David,  London,  England. 

Fox,  L.  Webster,  Philadelphia. 

Graham,  Evarts,  A.,  St.  Louis. 

Haggard,  William  D.,  Nashville,  Tenn. 
Hinman,  Frank,  San  Francisco. 

Horsley,  J.  Shelton,  Richmond,  Va. 

Ibbotson,  William,  London,  England. 

Joslin,  Elliott  P.,  Boston. 

Lahey,  Farnk  H.,  Boston. 

Lewis,  Dean  D.,  Baltimore. 

Leyton,  Otto  F.,  London,  England. 

Low,  G.  Carmichael,  London,  England. 

Lynch,  Kenneth  M.,  Charleston,  S.  C. 
MacAuley,  Charles  J.,  Dublin,  Ireland. 

Marlow,  F.  W.,  Toronto,  Canada. 

McDonagh,  James  E.,  London,  England. 
McElroy,  James  B.,  Memphis,  Tenn. 

McLester,  James  S.,  Birmingham,  Ala. 

Miller,  C.  Jeff,  New  Orleans. 

Moorehead,  T.  Gillman,  Dublin,  Ireland. 
Muller,  George  P.,  Philadelphia. 

Naffziger,  Howard  C.,  San  Francisco. 

Oliver,  Sir  Thomas,  Newcastle-upon-Tyne,  Eng- 
land. 

Orr,  Thomas  G.,  Kansas  City,  Mo. 

Pearson,*  Wilfred,  London,  England. 

Polak,  John  0.,  Brooklyn,  New  York. 

Roberts,  Stewart  R.,  Atlanta,  Georgia. 

Shaw’,  Maurice  E.,  London,  England. 

Smith,  Elsworth  S.,  St.  Louis,  Mo. 

Thompson,  A.  Ralph,  London,  England. 
Thursfield,  Hugh,  London,  England. 

Ward,  R.  Ogier,  London,  England. 

Warthin,  Alfred  S.,  Ann  Arbor,  Mich. 

Waugh,  George  E.,  London,  England. 

Wheeler,  William  I.,  DeCourcy,  Dublin,  Ireland. 
White,  William  A.,  Washington,  D.  C. 
Witherspoon,  Jack,  Nashville,  Tenn. 

Wyard,  Stanley,  London,  England. 

Young,  Hugh  H.,  Baltimore. 

Deaver,  John  B.,  Philadelphia. 

Mayo,  Charles  H.,  Rochester. 

Crile,  George  W.,  Cleveland. 

Barker,  Lewellys  F.,  Baltimore. 
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Cabot,  Hugh,  Ann  Arbor 

Core,  Donald,  Manchester;  England 

The  officers  of  the  association  are: 

PRESIDENTS  OF  CLINICS 

Mayo,  William  J.,  Rochester,  Minn. 

Mayo,  Charles  H.,  Rochester,  Minn. 

PRESIDENT 

Barker,  Lewellys  F.,  Baltimore. 

PRESIDENT-ELECT 

Deaver,  John  B.,  Philadelphia. 

MANAGING-DIRECTOR 

Peck,  William  B.,  Freeport,  111. 

EXECUTIVE  SECRETARY  AND  DIRECTOR 
OF  EXHIBITS 

Henes,  Edwin,  Jr.,  Milwaukee,  Wis. 

TREASURER  AND  DIRECTOR  OF  FOUNDA- 
TION FUND 

Langworthy,  Henry  G.,  Dubuque,  Iowa. 

SPEAKER  OF  THE  ASSEMBLY 

Brown,  George  V.  I.,  Milwaukee,  Wis. 

The  association  will  be  the  guests  of  the  Ful- 
ton County  Medical  Association  and  of  the  Medi- 
cal Association  of  Georgia.  Dr.  Marion  T.  Ben- 
son of  Atlanta  is  general  chairman  of  the  local 
committee. 

It  is  the  policy  of  this  association  to  avoid 
“sections”  and  to  offer  the  entire  programs  to 
one  large  audience. 


REDUCTION  IN  INCIDENCE  OF  INFECTIOUS 
DISEASES  IN  MISSISSIPPI. 

In  Mississippi,  during  the  ten-year  period  1916- 
1926,  there  have  been  the  folowing  decreases  in 
the  incidence  of  infectious  diseases: 


CLINICAL  DIAGNOSIS  OF  HUMAN  INTESTINAL 
PROTOZOA. — During  the  past  ten  years  our  knowledge  of 
the  intestinal  protozoa  of  man  has  been  revolutionized. 
Instead  of  diagnosing  av  intestinal  infection  as  due  to 
“monads,”  "cercomonads,”  “ciliated  monads”  or  “flogel- 
lates”  it  is  now  possible  to  identify  the  organisms  present 
without  much  difficulty.  Some  of  the  intestinal  protozoa 
of  man  are  apparently  so  rare  that  a physician  would  ordi- 
narily never  encounter  them.  Most  of  the  individuals  in- 
fected with  protozoa  are  carriers  and  may  remain  infected 
for  years.  The  various  species  are  not  antagonistic  to  one 
another,  hence  one  person  may  carry  two  or  more  species 
at  the  same  time.  The  diagnosis  of  intestinal  protozoa 
requires  the  collection  of  fresh  faeces,  dental  scraping  and 
urine.  No  positive  diagnosis  should  ever  be  made  without 
finding  the  protozoa  in  the  samples  collected.  Many  species 
can  in  most  cases  be  readily  identified  in  the  living  condi- 
tion, but  in  cases  of  doubt  it  is  necessary  to  kill  and  stain 


74%  decrease  in  number  of  cases  of  typhoid 
fever. 

45  % decrease  in  number  of  cases  of  malaria. 

51%  decrease  in  number  of  cases  of  tubercu- 
losis. 

54%  decrease  in  number  of  cases  of  smallpox. 

Human  beings  contract  infectious  diseases  di- 
rectly or  indirectly  from  other  human  beings  or 
from  animals.  From  a sanitary  point  of  view, 
every  individual  in  a community  represents  a po- 
tential source  of  infection  for  others. 

The  reductions  shown  above  are  due  in  great 
part  to  modern  methods  of  diagnosis  employed  by 
physicians,  and  public  health  supervision  rendered 
by  the  Mississippi  State  Board  of  Health  and,  in 
the  case  of  counties  having  full-time  health  work, 
by  the''  local  health  department.  People  living 
in  counties  having  full-time  health  service  are  en- 
joying a protection  given  them  by  the  work  of  the 
health  department  which  is  not  available  in  coun- 
ties not  maintaining  full-time  health  service. 

Disease  carriers  are  a problem  which  plays  a 
significant  role  in  the  control  of  infectious  dis- 
eases. A public  health  organization  cannot  ful- 
fill its  function  merely  by  being  ready  to  sup- 
press outbreaks  of  disease  as  soon  as  the  first 
cases  are  recognized.  Protection  against  these 
carriers  is  only  posible  by  so  organizing  the  com- 
munity life  the  the  everyday  contact  of  individuals 
with  infectious  materials  may  be  reduced  to  the 
minimum,  adequately  supervising  mosquito  con- 
trol work,  milk  and  water  supplies,  proper  dis- 
posal of  human  waste,  and  other  phases  of  sani- 
tation, and  by  so  influencing  the  habits,  nutrition, 
occupation,  etc.  of  the  community  that  the  average 
power  of  resistance  may  be  raised  to  and  main- 
tained at  the  highest  posible  level. 

A full-time  health  department  is  a reasonably 
dependable  safeguard  which  may  be  thrown  about 
the  people  of  a county  to  insure  a reduction  in 
the  incidence  of  unnecessary  sickness  and  deaths. 


the  motile  stages  (trophozoites)  or  cysts.  Wet  smears  are 
satisfactory  when  many  specimens  are  present;  but  concen- 
tration and  culture  methods  have  been  devised  to  aid  in 
diagnosis  when  the  protozoa  are  few  in  number.  Sero- 
logical tests  have  been  suggested  for  the  diagnosis  of 
amebiasis,  but  are  not  well  enough  worked  out  to  be  of 
practical  use.  Only  three  of  the  fifteen  well-authenticated 
species  of  intestinal  protozoa  are  known  with  certainty  to 
be  pathogenic  to  man — the  ameba,  coccidium  and  the  ciliate. 
Most  persons  with  intestinal  protozoa  do  not  show  symp- 
toms. Diarrhea  and  dysentery  are  the  most  frequent 
symptoms.  Infections  of  the  vagina  or  urinary  tract  may 
be  accompanied  by  the  presence  of  blood  and  abnormal  con- 
ditions in  the  production  of  mucus.  Oral  diseases  are  fre- 
quently accompanied  by  infections  with  mouth-inhabiting 
protozoa.  The  diagnosis  of  these  various  diseases  should 
always  be  made  on  the  basis  of  the  finding  of  the  parasite 
rather  than  on  the  character  of  the  symptoms. — Interna- 
tional Clinics,  December,  1927. 


BOOK  REVIEWS 


Recent  Advances  in  Tropical  Medicine : By  Sir 

Leonard  Rogers,  C.  I.  E.,  M.  D.,  B.  S.  (Lond.), 
F.  R.  C.  P.,  F.  R.  C.  S.,  F.  R.  S.  London,  J. 
& A.  Churchill.  1928.  pp.  398. 

This  is  a small  book  full  of  useful  information, 
well  presented.  Here  are  outlined,  free  from  cum- 
bersome details,  the  wonderful  researches  of  the 
workers  in  the  tropics.  The  reader  cannot  biat  ad- 
mire the  brilliant  results  of  men  working  under 
adverse  climate  with  few  facilities  of  our  modern 
laboratory.  These  the  editor  has  gathered  and 
after  adding  his  own  observations  has  arranged  in 
a palatable  and  assimiable  book. 

We  of  the  South  should  particularly  feel  inter- 
ested in  this  work  as  here  are  given  a well  deserved 
place  to  the  contributions  from  Bass,  Hopkins  and 
Guthrie.  Moreover,  daily  we  are  meeting  with  a 
larger  assortment  of  imported  diseases — hence  the 
necessity  of  finding  at  a glance  the  last  word  in 
these  affections. 

In  numerous  instances  vaccine  is  recommended 
for  treatment  and  skin  tests  for  diagnostic  use. 
Many  new  items  are  found  such  as;  The  non- 
surgical  treatment  of  amebic  abscesses  with 
emetin;  the  combination  of  carbon  tetrachloride 
and  oil  of  chenopodium  in  controlling  intestinal 
parasites;  the  great  value  of  stovarsal  in  dysen- 
tery and  of  arsenic  in  yaws;  the  specific  action 
of  tryparsemide  in  sleeping  sickness  and  the  role 
of  the  cheopis  flea  in  plague. 

The  chapter  which  appealed  to  the  reviewer 
the  most  was  that  on  malaria.  The  intravenous 
value  of  quinine  over  the  intramuscular  is  ac- 
cepted and  the  place  of  arsenic,  including  the 
newer  preparations,  as  the  great  repairer  and  not 
as  an  antiperiodic  is  clearly  set  forth.  Black- 
water  fever  being  an  expression  of  frequently  re- 
curring malaria,  the  author  points  out  the  neces- 
sity of  care  and  thoroughness  in  handling  the 
initial  attack;  he  recommends  quinine  here  only 
when  the  plasmodia  is  found  in  the  attack. 
Spirochete  as  a direct  or  indirect  cause  of  the 
hemoglobinurea  is  discarded  and  the  theory  of  an 
hemolysin  being  formed  in  the  blood  in  chronic 
cases  is  accepted  as  tenable. 

The  book  is  not  only  instructive  but  entertain- 
ing and  encourages  the  reader  to  gather  the  loose 
threads  of  the  new  theories  and  to  work  them  into 
the  pattern  himself. 

Naecisse  F.  Thiberge,  M.  D. 


Crawford  W.  Long:  By  Frances  Long  Taylor. 

New  York,  Paul  B.  Hoeber,  Inc.  1928. 
pp.  237. 

In  a small  country  village  of  Georgia  in  the 
early  part  of  the  year  1842,  a country  physician, 
Crawford  W.  Long,  first  used  ether  for  the  re- 


moval of  a small  tumor.  The  discovery  of  Long 
was  not  made  known  to  the  world  at  the  time. 
In  1846  a Boston  dentist  by  the  name  of  Morton, 
at  the  instigation  of  the  famous  surgeon  Bigelow, 
during  an  operation  at  which  there  was  a consid- 
erable number  of  doctors  in  attendance,  used 
ether  to  anesthetize  the  patient.  Long’s  discovery 
was  unknown  to  the  medical  world  at  the  time. 
Morton,  working  in  a large  medical  center,  was 
enabled  to  put  before  physicians  in  general  im- 
mediately the  report  of  his  discovery.  As  the 
result  of  Long’s  tardiness  and  Morton’s  prompt- 
ness, the  past  fifty  years  has  seen  much  contro- 
versy as  to  whom  belongs  the  credit  of  priority  in 
the  use  of  ether.  It  seems  definitely  settled  now 
that  to  Long  and  to  Long  alone,  belongs  the  honor 
of  the  discovery,  although  there  are  still  skeptics, 
notably  in  New  England,  who  would  give  to 
Morton  the  great  place  in  medicine  which  the 
discovery  of  ether  as  an  anesthetic  deserves.  In 
order  to  settle  the  question  definite  and  for  all 
times,  Frances  Long  Taylor  has  reinvestigated 
the  whole  subject  of  the  first  use  of  ether  and 
brings  out  in  the  present  volume  proof  which  is 
so  definite  that  there  can  be  no  question  that  Long 
really  is  the  man  to  whom  praise  should  be  given. 
The  book  is  not  merely  a compilation  of  evidence 
put  forth  categorically  and  dogmatically,  but  is 
an  extremely  interesting,  beautifully  written  life 
of  the  man  to  whom  not  only  the  South  in  par- 
ticular but  the  whole  civilized  world  owes  much. 

J.  H.  Musser,  M.  D. 


The  Mind  of  the  Growing  Child:  Edited  by  Vis- 

countess Erleigh.  London,  Oxford  Univ. 
Press.  1928.  pp.  229. 

Here  is  a little  book  whose  sixteen  chapters 
have  been  written  by  fourteen  different  authors, 
which  should  be  read  by  everyone  who  has  any- 
thing to  do  with  a child,  be  he  parent,  teacher  or 
physician. 

Such  topics  as  the  psychology  of  infancy,  prob- 
lems in  family  adjustment,  the  backward  child, 
problems  of  school  age  and  the  effect  of  sunlight 
on  the  psychology  of  the  child  are  of  paramount 
importance  in  the  understanding  of  children. 
These,  among  other  subjects,  are  briefly  and 
clearly  discussed  in  language  that  anyone  can 
understand. 

The  reviewer  is  of  the  opinion  that  if  this  book 
were  placed  in  the  hands  of  every  mother  and 
father  with  intelligence  enough  to  read  it,  our 
future  generations  would  indeed  be  a superior 
race. 


L.  VON  Meysenbug,  M.  D. 
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Technic  of  Child  Analysis:  By  Anna  Freud.  New 
York,  Nervous  and  Mental  Pisease  Publish- 
ing Co.  1928.  pp.  59. 

A series  of  lectures  given  by  Anna  Freud,  the 
daughter  of  the  famous  Freud,  for  the  purpose 
of  making  clear  the  problems  which  present 
themselves  to  psychoanalysts  who  deal  with  chil- 
dren. It  is  clearly  brought  out  that  the  methods 
used  for  adults  are  not  applicable  to  the  child  and 
herein  lies  the  chief  cause  for  failure  in  the  past. 
The  author  in  this  little  monograph  gives  her 
methods  which  are  vividly  explained  by  case 
histories.  This  book  is  recommended  to  all  who 
are  interested  in  child  psychology,  as  it  gives 
much  valuable  information  not  only  to  those  who 
are  interested  in  child  analysis,  but  also  to  those 
who  come  into  contact  with  the  problem  child. 

Julian  Graubarth,  M.  D. 


Rene  Theophile  Hyacinthe  Laennec:  By  Gerald 

B.  Webb,  M.  D.  New  York,  Paul  B.  Hoeber, 
Inc.  1928.  pp.  146. 

The  semi-centennial  of  the  death  of  Laennec 
celebrated  two  years  ago  has  resulted  in  a recru- 
descence in  the  interest  of  the  life  of  this  inter- 
esting and  great  character  in  medical  history. 
One  of  the  most  charming  and  delightfully  writ- 
ten biographic  brochures  that  has  been  published 
is  the  account  of  the  life  of  Laennec  by  Dr. 
Gerald  Webb.  The  little  book  is  a true  medical 
classic.  It  reads  so  smoothly  and  so  easily  that 
one  is  stimulated  to  unbounded  appreciation  of 
the  work  of  the  author,  who  has  combined  his- 
torical information  of  tremendous  value  with  a 
literary  style  which  is  a real  pleasure  to 
appreciate. 

Hoeber,  as  usual,  has  brought  out  a book 
which  is  more  than  a credit  to  this  artist  and 
superior  craftsman  in-  book  making. 

J.  H.  Musser,  M.  D. 


Clinical  Laboratory  Procedures:  By  George  L. 

Rohdenburg,  M.  D.  New  York,  The  Macmil- 
lan Co.  1928.  pp.  266. 

This  easily  read  and  comprehensible  work  is  a 
compilation  of  simple,  yet  clinically  accurate  lab- 
oratory methods  It  contains  the  routine  proce- 
dures generally  used  in  the  laboratory  with 
several  of  the  newer  tests  for  pathological  urine 
constituents  and  in  addition,  the  recent  serological 
method  of  Kahn  for  the  detection  of  syphilis,  and 
the  test  of  Kramer  for  the  various  mineral  con- 
stituents of  blood. 

While  requiring  some  knowledge  of  laboratory 
procedures  on  the  part  of  those  using  the  manual, 
it  can  hardly  be  used  as  a reference  work  for 
other  than  routine  procedures. 

E.  H.  Lawson,  M.  D. 


Collected  Papers  of  the  Mayo  Clinic  and  the 

Mayo  Foundation:  Ed.  by  Mrs.  M.  H.  Mel- 

lish  and  H.  Burton  Logie,  M.  D.  Vol.  XIX. 

1927.  Philadelphia,  W.  B.  Saunders  Co. 

1928.  pp.  330. 

This  volume  contains  many  valuable  articles 
previously  published  elsewhere,  and  here  combined 
into  a convenient  whole.  Any  medical  man,  re- 
gardless of  his  special  interest  will  find  here  much 
of  value.  In  reading  the  articles  dealing  with 
experimental  work,  one  admires  the  eiforts  of  the 
workers  to  utilize  every  conceivable  technical  aid 
to  clarify  the  problems  under  study.  A great 
part  consists  of  large  series  of  cases  so  presented 
as  to  give  the  most  information  in  diagnosis, 
prognosis,  treatment  and  pathology.  The  follow- 
ing list  of  certain  of  the  articles  will  serve  to 
indicate  the  wide  scope  and  nature  of  the  work: 
The  Significance  of  Infiltration  of  the  Lung;  Pul- 
monary Hemorrhage  more  frequent  in  Bronchiec- 
tasis than  in  Tuberculosis;  The  Importance  of 
Bitemporal  Heminopsia  in  Tumors  of.  the  Pitui- 
tary Body;  Maligfiant  Intracranial  Endothelio- 
mas; The  Value  of  Ketogenic  Diet  in  Constipa- 
tion; The  High  Degree  of  Specificity  of  Micro- 
organisms from  Foci  of  Infections  for  Special 
Structures  of  the  Body;  The  Prevalence  of  Dibo- 
thryocephalus  Latum  at  Ely,  Wisconsin,  and  the 
possibility  of  spread  to  other  regions;  The  Diag- 
nosis, Treatment  and  Pathology  of  Splenome- 
galies, by  several  authors;  Malaria  Inoculation  in 
a large  series  of  Neuro-syphilitic  Patients;  Re- 
search of  the  Lymph  Drainagte  of  the  Thyroid; 
Malignant  Hypertension;  Prevalence  of  Pellagra 
in  Non-endemic  Areas;  Value  of  Germicidal  Dyes 
plus  Blood  Transfusion  in  iSepticemia;  Studies  in 
extra-corporeal  Thrombus  Formation;  Peripheral 
Vascular  Diseases;  Many  articles  on  the  liver, 
gall-bladder  and  choledocus,  as  to  anatomy,  physi- 
ology, pathological  anatomy  and  pathological 
physiology;  New  Conception  of  the  Pathology  of 
Cirrhosis  of  the  Liver;  Corrosive  Preparations 
showing  the  Dilatation  and  Alteration  of  the  Bile 
Tree  in  Different  Types  of  Obstructive  Jaundice; 
Cholesterosis  of  the  Gall-Bladder;  Cholecysto- 
graphy; Blood  Volume  in  the  Edema  of  Nephritis 
and  Nephrosis;  A Cytological  Key  to  the  Diag- 
nosis and  Prognosis  of  Neoplasms. 

In  addition  there  are  many  articles  on  surgical 
technique  as  illustrated  by  the  following:  Par- 

tial Gastrectomy  for  Cancer  of  the  Stomach;  the 
results  of  operation  for  Duodenal  Ulcer;  Imme- 
diate and  End  Results  of  Supra-Pubic  Prostatec- 
tomy; Results  of  Punch  Prostatectomy;  Satisfac- 
tory Method  of  Producing  an  Eck  fistula;  Method 
of  Producing  Block  Anesthesia  for  Sacral  Nerves; 
Diaphragmatic  Hernia;  Tuberculosis  of  the  Knee- 
Joint  in  the  Adult;  Anterior  versus  Latral  Ap- 
proach to  Cervical  Rib;  Surgical  Treatment  of 
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Chronic  Maxillary  Sinusitis;  Embolectomy;  Sur- 
gical Procedure  in  Obliterative  Vascular  Disease; 
Operations  of  Necessity  During  Pregnancy;  Total 
versus  Sub-total  Abdominal  Hysterectomy;  New 
Type  of  Permanent  Colestomy. 

S.  J.  Lewis,  M.  D. 


Les  Association  Microbiennes : By  G.  Papacostas 
and  J.  Gate.  Paris,  France,  Gaston  Doin  et 
Cie.  1928.  pp.  438. 

The  authors  in  their  introduction  call  attention 
to  the  fact  that  here  and  there  and  scattered 
throughout  medical  literature  and  in  text  books  of 
bacteriology  mention  is  made  of  the  interesting 
reaction  of  bacteria  upon  each  other,  but  they  say 
truthfully  that  there  exists  no  completed  work 
dealing  with  this  phase  of  microbiology,  nor  has 
the  literature  ever  been  collected  which  shows 
experimentally  and  clinically  how  various  bacteria 
live  and  grow  with  each  other  or  kill  and  destroy 
their  fellow  organisms.  In  various  chapters  they 
discuss  symbiosis;  antibiosis;  the  reaction  of  mi- 
cro-organisms upon  toxins;  they  deal  with  synergy 
and  the  antagonism  between  anaerobic  and  aerobic 
organisms,  and  lastly  they  discuss  bacteriologic 
therapy,  the  outstanding  example  of  which  is  the 
method  employed  in  changing  the  bacteria  flora 
through  the  action  of  B.  acidophilus.  The  small 
volume  is  completed  with  a fairly  complete 
bibliography. 

J.  H.  Musser,  M.  D. 


Clinical  Medicine:  By  Oscar  W.  Bethea,  M.  D. 

Philadelphia  and  London,  W.  B.  Saunders 

Company.  1928.  pp.  700. 

Dr.  Bethea  has  endeavored,  and  most  success- 
fully it  might  be  inserted  here  parenthetically, 
to  prepare  a text  book  which  might  be  said  to  be 
midway  between  the  great  systems  and  the  very 
much  abbreviated  staccatto  little  hand  book  for 
students,  bearing  in  mind  all  the  time  that  his 
book  was  to  be  written  from  the  point  of  view 
that  the  man  in  general  practice  does  not  have 
available  the  resources  of  large  and  magnificently 
equipped  hospitals.  He  incorporates  in  his  work 
on  clinical  medicine  about  one  hundred  of  the 
most  common  diseases,  again  showing  his  ex- 
tremely good  sense  in  not  attempting  to  describe 
disorders  which  are  rare,  and  with  which  he  per- 
sonally has  had  a very  small  experience.  The 
work,  therefore,  is  written  by  a man  who  knows 
well  these  diseases  which  he  describes.  In  prais- 
ing the  book  much  can  be  said.  The  description 
of  disease  is  concise  but  thorough.  The  advice 
that  is  given  is  extremely  sane  and  conservative. 
Certainly  the  sections  on  treatment  could  not  be 
improved  upon  without  giving  considerably  more 
space  to  this  phase  of  medicine.  The  directions 
are  complete  and  thorough,  and  the  prescriptions 


given  as  examples  are  well  selected  and  therapeu- 
tically excellent.  In  criticism  of  the  book  but 
little  can  be  said.  Several  features  which  may  be 
merely  differences  of  opinion  suggest  themselves. 
In  the  first  place,  in  dealing  with  the  symptoms 
it  will  be  seen  that  it  would  add  to  the  avail- 
ability of  the  book  to  black  face  or  italicise  the 
main  symptoms  which  are  placed  in  the  ordinary 
font.  The  same  might  be  said  of  the  treatment 
in  some  of  the  sections.  In  diseases  of  the  heart 
we  would  have  liked  to  have  seen  the  etiological 
classification  recommended  by  the  American  Heart 
Association  and  coming  to  general  use  throughout 
the  country.  In  the  section  on  diseases  of  the 
kidney,  it  would  seem  that  the  classifications  of 
acute  nephritis  and  nephrosis,  and  chronic  nephri- 
tis and  nephrosis  would  give  the  impression  to 
the  student  and  the  medical  man  that  nephritis 
and  nephrosis  are  practically  synonymous,  which 
they  are  not.  One  would  also  get  the  impression 
that  nephrosis  is  common,  which  is  not.  In  fact, 
there  are  certain  well  informed  medical  men  who 
are  even  doubtful  of  the  existence  of  nephrosis  as 
an  entity.  These  few  remarks  may  be  in  the 
nature  of  carping  criticism.  There  is  so  much 
to  praise  about  the  book,  however,  that  it  would 
take  too  long  to  detail  all  its  merits,  whereas  it 
is  relatively  a simple  thing  to  point  out  the  occa- 
sional defect. 

J.  H.  Musser,  M.  D. 


Plaies  et  Maladies  Infectieuses  Des  Mains  par 
le  Dr.  Marc  Iselin,  Ancien  interne  des  Hos- 
pitaux,  with  a preface  by  Prof.  Charles  Le- 
normant,  1 vol.,  8 oc.,  pp.  217,  with  65  illustra- 
tions. Paris,  Masson  & Co.  1928.  30  fcs. 

This  is  one  of  the  latest  monographs  on  subjects 
of  outstanding  interest  in  contemporary  medical 
and  surgical  thought  that  are  issuing  periodically 
from  the  well  known  press  of  Masson  & Co.  The 
importance  and  timeliness  of  a discussion  of  the 
surgery  of  the  hand  as  it  is  now  evolving  as  a 
highly  specialized  art  through  the  rapid  advances 
of  modern  scientific  surgery,  cannot  be  exagger- 
ated. The  enormous  increase  in  the  hazard  of  ac- 
cident and  injury  as  it  affects  the  human  hand  is 
one  of  the  distinctive  features  of  the  mechanical 
and  industrial  age  in  which  we  live.  Factories, 
foundries,  mills,  railroads,  motor  boats,  motor  cars 
and  even  the  aeroplanes,  are  all  prodigiously  in- 
creasing the  liability  to  accident  and  multiplying 
the  opportunities  for  dangerous  contacts  between 
the  machine  and  the  human  hand.  The  trauma- 
tisms of  the  hand  and  their  infections  have  always 
commanded  the  attention  of  practical  surgeons 
everywhere,  but  perhaps  nowhere  more  than  in 
the  United  States  where  the  immensity  of  the 
country  and  the  activity  of  this  population  have 
stimulated  the  growth  of  every  conceivable  means 
of  speeding  commercial  traffic,  and  every  mechani- 
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cal  agency  for  the  acceleration  of  travel,  with  a 
proportional  increase  in  the  liability  to  accident 
and  injury.  Under  the  stimulus  of  the  world  war 
and  its  immense  number  of  casualties,  highly 
specialized  surgical  units  were  organized  for 
the  treatment  of  almost  every  , varety  of  truama- 
tisms,  and  their  mutilating  sequelae  which 
in  peace,  have  been  followed  by  still  greater 
opportunities  for  their  deliberate  study  and  obser- 
vation in  the  veterans’  bureaus  and  hospitals. 
These  and  other  factors,  particularly  the  increas- 
ing demands  of  accident  insurance  and  working- 
men’s compensation,  have  tended  to  develop  a 
greater  interest  and  closer  study  of  these  manual 
injuries  from  the  conservative  surgeon’s  view 
point.  It  is  with  the  principles  and  practice  that 
govern  this  conservative  treatment  that  D’Iselin’s 
book  is  particularly  concerned.  It  is  a small  and 
unpretentious  volume,  but  the  author  has  com- 
pressed in  the  space  of  its  217  welt  nourished 
pages,  not  only  the  latest  and  most  reliable  in- 
formation that  is  obtainable  from  a thorough 
digest  of  the  many  scattered  contributions  of  the 
ablest  specialists  in  Europe  and  America,  but  he 
has  introduced  a number  of  original  methods  and 
technical  procedures  which  give  a distinct  indi- 
viduality to  the  work  and  call  for  its  attentive 
study  by  all  those  who  are  concerned  in  the  re- 
habilitation of  the  disabled  hand  when  mutilated 
and  crippled  by  injury  or  disease. 

Dr.  Iselin’s  monograph  is  the  fruit  of  long  and 
patient  researches  conducted  in  the  clinic  and  in  the 
anatomical  laboratory,  not  only  in  France,  but  in 
the  United  States  and  Canada.  This  accounts  for 
his  familiarity  with  the  work  of  the  leading 
American  masters  and  the  conspicuous  place 
that  is  given  to  the  fundamental  work  of  Kan- 
avel,  and  to  the  ingenious  methods  of  tendon 
grafting  and  plastic  repair  that  have  been  devised 
by  Sterling  Bunnel,  Leo  Mayer  and  other  Ameri- 
can workers  who  have  done  so  much  to  recast  the 
old  surgery  of  the  hand  into  its  present  wonder- 
fully improved  mould.  If  only  by  acquainting  his 
French  colleagues  of  the  distinctive  and  highly 
briginal  products  of  the  American  surgical  work- 
shop, Dr.  Iselin  has  rendered  them  a real  service. 

The  scope  of  this  book  is  indicated  by  the  cap- 
tions to  its  three  divisions.  The  first,  devoted  to 
pure  traumatology — wounds  or  injuries  of  the 
fingers  and  hands,  is  embraced  in  seven  chapters. 
The  second,  deals  with  the  infections — the  ony- 
chias, felons,  palmar  abscess  and  its  subdivisions, 
teno-synovial  suppurations  in  their  extension  from 
the  fingers  to  the  palms  and  forearms  (six 
chapters).  The  third  division  is  devoted  to  the 
reparative  and  reconstructive  surgery  of  the  hand 
in  which  the  orthopedic,  plastic  and  physiotherapic 
measures  for  the  rehabilitation  of  the  disabled 
hand,  are  admirably  presented.  In  all  this  matter, 
the  anatomy,  the  pathology,  the  guiding  principles 


of  treatment  and  the  details  of  technic  applied  in 
each  case,  are  elaborated  concisely,  but  with  the  re- 
markable precision,  method  and  clarity,  that  is 
characteristic  of  French  writers — made  still  easier 
of  comprehension  by  the  many  excellent  illustra- 
tions that  accompany  the  text.  The  modernity  and 
up-to-dateness  of  the  matter  discussed,  is  illus- 
trated by  the  use  of  a number  of  terms  such  as 
“phalanxization”  to  designate  the  reconstruction 
of  a missing  finger  by  the  transplantation  of  a 
less  important  digit  or  toe,  to  a remaining  meta- 
carpal; and  by  the  term  “pollexization”  (if  we 
may  so  adapt  the  French  word  “pollicisation”  to 
English  use)  to  indicate  the  replacement  of  a 
missing  thumb  by  the  transplantation  of  the  ad- 
adjoining  index.  All  these  and  other  newly-coined 
terms  are  still  waiting  for  admission  in  modem 
medical  lexicons. 

The  impression  gathered  from  the  perusal  of 
this  excellent  book  is  that  the  surgery  of  the 
hand  has  profited  so  largely  by  the  advances  of 
modern  operative  technic,  that  in  its  reparative 
and  reconstructive  phases  it  has  almost  attained 
the  rank  of  a specialty;  a specialty  that  demands 
for  its  mastery  a fundamental  anatomical  training 
and  a mechanical  ingenuity  and  resourcefulness, 
combined  with  patience,  and  a nicety  of  technic 
that  is  by  no  means  common  to  all  surgeons,  even 
those  who  are  quite  expert  in  other  larger  and 
broader  fields.  It  is  particularly  gratifying  to 
note  that  so  great  a part  of  the  progress  accom- 
plished in  this  surgical  domain  is  justly  credited 
to  American  sources  by  a foreign  critic  so  com- 
petent and  unbiased  as  the  accomplished  author  of 
this  book.  It  is  hoped  that  it  will  not  be  long 
before  D’Iselin’s  book  will  be  translated  for  the 
benefit  of  English  speaking  readers. 

R.  M. 


The  Springtime  of  Physick:  By  Lawrence  D. 

Redway,  M.  D.  Author,  1928.  pp.  68. 

This  is  a very  entertaining  and  humorous  small 
book  and  should  make  delightful  pastime  for  one 
tired  of  the  daily  cares  of  professional  duties. 

I.  L.  Robbins,  M.  D. 


The  Young  Man  and  Medicine:  Lewellys  F. 

Barker,  M.  D.,  LL.D.  New  York,  The  Mac- 
millan Company.  1928.  pp.  202. 

This  is  one  of  a series  of  twelve  books  written 
by  representatives  of  diiferent  vocations.  Speak- 
ing for  the  medical  profession.  Dr.  Barker,  in  his 
usual  delightfully  sympathetic  way,  points  out  to 
the  man  about  to  enter  medicine  the  various  pit- 
falls  that  beset  him  and  the  rewards  that  will 
come  to  him.  The  book  is  more  than  worth  while 
for  the  man  considering  the  vocation  of  medicine. 

J.  H.  Musser,  M.  D. 
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Asthma — Its  Diagnosis  and  Treatment:  By  Wil- 

liam S.  Thomas,  M.  D.  New  York.  Paul  B. 
Hoeber,  Inc.  1928.  pp.  279. 

The  features  of  these  300  odd  pages  appealing 
to  the  reader  are  its  clearness,  its  brevity  and 
neat  arrangement  of  the  matter  discussed.  Many 
plates,  6 of  which  are  in  colors  show  distinctly  the 
food  and  pollen  reaction  on  susceptible  patients. 
The  book  is  strongly  stamped  with  the  author’s 
individuality  in  presenting  new  thoughts  and  eli- 
minating much  of  what  is  already  known  and  ac- 
cepted in  handling  hay  fever  and  asthma  patients. 
All  who  have  done  a great  deal  in  this  line  realize 
that  each  asthmatic  has  to  be  treated  not  as  a class 
but  as  an  individual — the  tests  require  study  and 
wide  experience.  Though  the  reviewer  is  not  pre- 
pared to  accept  all  the  new  thoughts  presented,  he 
wishes  to  congratulate  the  author  on  the  work 
reported  and  to  point  out  that  a book  of  this 
character  helps  the  reader  to  grasp  the  subject 
better  and  to  obtain  more  definite  results. 

Special  parts  deserve  mention: 

(1)  Stress  is  laid  on  the  importance  of  history 
taking,  here  details  count;  the  method  of  pro- 
cedure in  testing  and  investigating  hay  fever  and 
asthamatics  is  minutely  given  and  the  reasons  for 
failure  in  obtaining  cures  or  improvements  are 
clearly  set  forth. 

(2)  Large  doses  of  pollen  are  recommended 
for  treatment. 

(3)  The  exact  place  of  the  skyagraph  is  clearly 
pointed  out. 

The  author  recommends  ascertaining  by  indi- 
vidual tests  which  organisms  are  pathogenic  be- 
fore applying  autogenous  vaccines  in  pollen  nega- 
tive patients.  Much  space  is  devoted  to  this 
phase  and  also  to  that  dealing  with  minute  tests 
for  egg  allergy. 

The  chapter  on  pollen  treatment  is  somewhat 
short  but  much  space  is  given  to  ephedrin. 

A work  of  this  character  serves  its  purpose  well, 
it  affords  its  reader  pleasant,  restful  reading, 
incroses  the  hope  of  clearing  the  mystery  sur- 
rounding some  of  the  refractory  asthmatic  cases 
and  is  a worthy  companion  to  the  bibliography 
found  at  the  end  of  the  book. 

Narcisse  F.  Thiberge,  M.  D. 


Baby's  Health  Day  by  Day:  The  Professional 

Press,  Inc.  1928. 

A well  printed  attractively  bound  volume  for 
the  keeping  of  a diary  of  the  baby’s  health,  with 
a weekly  summary  showing  a gain  in  weight  and 
measurement. 

J.  H.  Musser,  M.  D. 


Compend  of  Pharmacy : By  F.  E.  Stewart,  Ph.  M., 
M.  D.,  Phar.  D.,  F.  A.  C.  P.  10th  ed.,  revised 
and  enlarged  by  Heber  W.  Youngken,  Ph.  G., 
Phm.  M.,  Ph.  D.  Philadelphia,  P.  Blakiston’s 
Son  & Co.  1928.  pp.  199. 

A Compend  of  Pharmacy,  which  has  run 
through  ten  additions  and  which  was  written  pri- 
marily for  the  student  of  pharmacy  and  drug 
clerks,  so  packed  with  succint  pharmacologic  in- 
formation that  it  should  prove  of  great  value  on 
the  desk  of  the  average  practitioner  where  he 
could  refer  to  it  as  the  need  arose. 

J.  H.  Musser,  M.  D. 
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Lea  & Febig<er,  Philadelphia:  Modern  Medicine, 
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Volume  VI.  Constitutional  Inadequacies,  by 
Nicola  Pende,  M.  D.  The  Treatment  of  Diabetes 
Mellitus,  by  Elliott  P.  Joslin,  M.  D.,  N.  A. 

F.  A.  Davis  Company,  Philadelphia:  Goiter 

Prevention  and  Thyroid  Protection,  by  Israel 
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C.  V.  Mosby  Company,  St.  Louis:  Blood  and 
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and  Ida  E.  Gradwohl,  A.  B.  Recent  Advances  in 
Chemistry  in  Relation  to  Medical  Practice,  by 
W.  McKim  Marriott,  B.  S.,  M.  D.  Diabetic  Man- 
ual for  Patients,  by  Henry  J.  John,  M.  A.,  M.  D., 
F.A.C.P.  Bacteriology  for  Nurses,  by  Charles  F. 
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MEDICAL  EXPERT  TESTIMONY.* 
HON.  S.  L.  HEROLD, 

Shreveport,  La. 

My  feelings  upon  receiving  the  invitation 
to  address  your  society  were  the  mingled 
ones  of  desire  and  reluctance:  desire  to 
evidence  my  appreciation  of  the  compliment 
which  the  invitation  implied,  and  reluct- 
ance to  address  so  distinguished  and 
learned  an  assembly  on  a subject  upon 
which  I was  so  little  capacitated  to  en- 
lighten. It  was  not  until  I had  read — and 
reread — the  thoughtful  and  learned  article 
of  your  eminent  chairman,  suggesting  legal 
remedies  for  the  abuses  occurring  under 
the  present  system  of  administration  of 
medical  expert  testimony,  that  it  occurred 
to  me  that  I might  possibly  throw  some 
feeble  light  upon  the  discussion  by  present- 
ing to  you  this  subject  from  the  viewpoint 
of  the  lawyer,  rather  than  from  that  to 
which  you  have  been  accustomed — that  of 
the  scientist. 

These  two  attitudes  cannot,  from  the 
nature  of  things,  ever  exactly  coincide. 
The  devotee  to  medical  science,  like  his 
brother  in  other  fields  of  scientific  learn- 
ing and  exploration,  is  concerned  only  with 
his  consciousness  of  the  correctness  of  his 
conclusion.  He  deals  in  abstract  reasoning. 
Close  analysis,  accurate  observation  and 
logical  conclusion  are  for  him  the  begin- 
ning and  the  end  of  each  problem.  If  he 
be  intelligently  careful  in  his  observation 
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of  facts,  able  to  discard  the  wrong  and 
accept  the  correct  principles  to  be  applied, 
and  capable  of  applying  these  principles  to 
his  ascertained  facts  by  proper  process  of 
reasoning,  he  is  and  should  be  satisfied 
with  his  conclusion. 

But  the  lawyer’s  viewpoint  cannot  be  re- 
stricted to  the  abstract  correctness  of  any 
proposition.  He  deals  with  that  most  un- 
certain of  all  qualities — human  nature.  His 
function  is,  not  merely  to  arrive  at  right, 
but  to  convert  right  into  justice  through 
the  chemical  agency  of  human  action.  In 
his  contact  with  courts  he  must  endeavor 
to  bring  the  mind  of  the  judge  into  har- 
mony with  his  own,  so  that  the  mental 
processes  of  the  authority  to  whom  consti- 
tuted government  has  committed  the  func- 
tion of  decision  shall  accept  his  theory  of 
fact  and  the  conclusion  thereon  based.  In 
dealing  with  the  jury  he  has  still  further 
complications  to  mar  the  scientific  tendency 
of  his  professional  work — the  untrained 
and  undisciplined  mind,  and  the  ignorance, 
the  prejudice  and  the  maudlin  sentimen- 
tality with  which  our  juries  are  so  often 
marked.  And  yet,  because  our  Constitu- 
tions so  require  and,  to  be  fair,  because  no 
better  system  has  yet  been  devised  to 
administer  criminal  justice  as  the  commu- 
nity desires  it  administered  (which  after 
all  is  the  real  reason,  though  one  is 
supposed  never  to  say  it  aloud,  for  its  re- 
tention), we  must  continue  to  deal  with  the 
jury  as  a permanent  institution,  though 
perhaps  with  the  same  feeling  as  does  the 
small  boy  for  whom  you  prescribe  the  time 
honored  castor  oil. 
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The  point  is  that  you  scientists  deal  with 
the  abstract;  we  of  the  law  with  the  con- 
crete, and  that  upon  the  basis  of  human 
conduct,  thought  and  emotion,  the  most  in- 
constant of  all  variables. 

But,  however  in  practice  our  two  profes- 
sions may  require  different  angles  of  ap- 
proach, they  are  in  absolute  accord  and 
unison  upon  their  search  for  truth.  And 
no  difference  may  or  can  exist  between  the 
standards  of  ethics  and  of  right  between 
the  medical  and  legal  professions;  in  both 
they  must  be  grounded  upon  and  incorpor- 
ated with  the  earnest  and  whole-hearted 
search  of  truth  and  pursuit  of  right. 

I have  taken  a long  time  to  arrive  at 
my  text,  but  my  answer  to  the  problems 
involved  in  the  subject  assigned  to  me  flows 
entirely  from  what  I have  just  said. 

The  topic  is  not  a new  one;  but  nevei 
has  the  subject  been  more  often  or  ^iv^er 
discussed  in  press  and  in  periodicals  than 
now,  nor  ever  have  remedies  been  as  pro- 
fusely and  as  earnestly  insisted  upon  for 
what  is  acclaimed  a crying  evil,  and  even 
a disgrace.  And  yet  everywhere  these 
critics,  these  howlers  for  reform,  fail  to 
perceive  that  the  blind  spot  in  their  mental 
vision  is  their  inability  or  failure  to  see 
that  the  evils  are  not  of  the  essence,  are 
not  inherent  in  the  present  system,  but  re- 
sult from  the  human  equation,  which  must 
likewise  influence  and  control  any  system 
to  be  carried  out  by  human  beings. 

In  brief,  as  I see  it,  the  argument  is  a 
two-fold  one: 

1.  That  the  present  system  of  adducing 
medical  expert  testimony  is  wrong. 

2.  That  there  should  be  laws  to  rem- 
edy it. 

But  members  of  your  profession  ought  to 
be  slow  to  favor  the  making  of  laws  for 
its  regulation.  Even  for  admitted  evils, 
the  remedy  is  more  than  apt  to  be  worse 
than  the  disease.  Evidence  the  legislative 
impudence  in  dictating  to  learned  physi- 


cians what  they  may  or  may  not  prescribe 
for  their  patients,  regardless  of  the  effect 
of  these  inhibitions  on  health  or  life  itself. 
Witness  the  demoralizing  influence  on  a 
temperate  people  of  the  ridiculous  law 
which  attempts  to  wipe  out  a world-old  and 
normal  human  appetite.  Consider  that 
other  law  which,  to  eliminate  an  evil 
traffic,  says  to  the  physician  and  the  sur- 
geon; “You  may  not  secure  that  drug 
which  alone  may  relieve  your  patient’s 
suffering  or  cure  his  disease.”  I should 
think  your  profession  would  be  loath  to  in- 
crease the  scope  of  legislative  control  or  to 
limit  your  own  sphere  of  usefulness  by  the 
constricting  power  of  legislation.  Such 
action  should  be  unthinkable,  unless  there 
be  an  admitted  evil  which  requires  the 
drastic  remedy  of  lawmaking  to  abolish. 

The  greatest  defect  in  the  present  system 
of  adducing  expert  testimony  is  that  your 
expert  tends  to  become  an  advocate , that 
he  may  be  employed  because  his  opinion 
happens  to  coincide  with  that  which  is 
necessary  to  his  employer’s  case,  or,  as 
sometimes  happens,  that  he  has  worked  up 
an  opinion  to  fit  that  case.  In  either  event, 
he  is  produced  as  a witness  with  the  sole 
object  in  view  of  making  out  a case,  and 
he  appears,  as  truly  as  does  the  counsel,  to 
advocate  a particular  conclusion  and  to 
bring  to  bear  every  mental  resource  to  com- 
pel a decision  favorable  to  the  cause  he 
represents  for  pay. 

But,  despite  the  frequency  with  which 
we  encounter  this  combination  of  advocate 
and  paid  witness,  it  would  be  a gross  slan- 
der on  a noble  profession  to  say  that  it 
was  the  rule.  Just  as  the  law  has  its 
shysters  and  crooks,  so  has  medicine  its 
quacks  and  frauds,  and  the  ministry  its 
blacklegs  and  hypocrites.  But  no  sane 
man  would  contend  that  these  unworthy 
practitioners  illustrate  the  thought  or  con- 
duct of  the  profession  or  that  they  con- 
stitute, however  distinguished  they  may  be, 
other  than  the  element  of  which  each  pro- 
fession must  clean  itself  if  it  hope  to  re- 
tain public  esteem.  It  cannot  leave  that 
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prophylaxis  to  the  law;  it  must  save  itself. 
That  both  our  professions  can  stand  pur- 
gation I have  no  doubt,  but  we  must  ad- 
minister the  drug  ourselves. 

The  reason  secondarily  advanced  is  the 
frequency  with  which  medical  expert  wit- 
nesses clash  with  each  other  in  their  con- 
clusions, the  confusion  which  a jargon  of 
scientific  terms  produces  in  judge  and  jury, 
and  the  alleged  necessity  of  allaying  this 
dizziness  by  resort  to  other  experts  con- 
nected with  no  parties  to  the  case.  But  it 
must  not  be  forgotten  that  the  honest  ex- 
pert is  in  the  real  sense  a witness.  The 
resolving  of  conflicts  of  testimony  is  an  es- 
sential province  of  the  court.  Almost 
every  case  depends  upon  the  determination 
of  issues  of  fact,  which  means  the  recon- 
ciliation of  apparently  conflicting  testi- 
mony or  the  rejection  of  some  and  the  ac- 
ceptance of  other  evidence.  A surprisingly 
small  percentage  of  litigated  cases  depend 
upon  controverted  propositions  of  law;  in 
general  the  law  is  easy  to  apply  when  once 
the  court  can  clearly  determine  the  essen- 
tial facts.  The  most  honest  of  witnesses 
may  and  often  do  differ  materially  in  their 
testimony  as  to  facts  occurring  under  their 
immediate  observation.  Why,  then,  should 
it  be  held  a mark  of  opprobrium  that  scien- 
tists should  differ  in  their  opinions?  In 
such  cases,  the  court  or  jury  have  the  same 
identical  problem  that  they  constantly  have 
before  them — the  problem  of  decision  by 
the  weighing  of  opposing  or  apparently 
conflicting  testimony.  That,  in  its  very  es- 
sence, is  a judicial  function,  which  can- 
not be  delegated  to  any  body  of  experts, 
however  learned  they  may  be. 

There  is  already  in  Louisiana  sufficient 
law  effectually  to  remedy  in  any  case  any 
abuse  that  might  be  threatened,  either 
from  the  partisan  character  of  expert  tes- 
timony or  from  conflicting  opinions  of 
equally  eminent  jurists.  The  Code  of  Prac- 
tice and  the  jurisprudence  of  the  Supreme 
Court  afford  ample  authority  and  prece- 
dent for  the  judge  in  any  case  to  appoint 
experts,  and  he  has  entire  freedom  of  action 


in  his  selection.  But  such  appointed  ex- 
perts are  subject  to  examination  and  cross- 
examination,  just  as  are  those  summoned 
or  employed  by  the  interested  parties.  Such 
judicial  appointee,  therefore,  is  removed 
from  those  factors  which  would  induce  par- 
tisan bias,  but  he  appears  not  as  judge 
or  umpire,  and  is  as  subject  to  a testing 
of  the  correctness  of  his  conclusions  as  is 
any  other  witness. 

In  this  lies  the  necessary  safeguard  to 
the  right  of  the  individual.  For,  in  the 
quest  for  betterment  of  social  conditions, 
it  must  never  be  forgotten  that  individual 
liberty  is  the  sole  reason  and  excuse  for 
organized  government;  that  indeed  the  lib- 
erty of  the  individual  constitutes,  in  its 
final  analysis,  the  only  true  freedom.  One’s 
right  to  claim  or  to  retain  that  which  be- 
longs to  him,  his  right  to  resort  to  legal 
process  to  vindicate  such  rights,  his  right 
to  defend  his  honor,  his  reputation,  his 
liberty,  his  life  by  all  means  constituting 
due  process  of  law,  are  guaranteed — not 
given— to  him  by  the  organic  law.  These 
rights,  says  the  Constitution,  are  reserved 
to  the  people;  mark  the  word  “reserved,” 
not  “granted.”  They  belong  to  and  are 
inherent  in  any  free  people,  and  are.  never 
surrendered  except  to  despotic  power.  One 
is  entitled,  of  right,  to  summons  in  his 
behalf  the  witnesses  to  vindicate  his  rights, 
whether  assailed  by  a private  litigant  or 
by  the  state  itself.  That  right  should  not 
be  and  cannot  be  denied  him.  He  is  en- 
titled to  have  submitted  to  the  branch  of 
government  to  which  has  been  confided 
the  power  of  adjudicating  rights  of  life, 
liberty  and  property  the  evidence  of  his 
witnesses.  He  cannot  be  deprived  of  either 
—of  life,  liberty  or  property— upon  the 
opinion  of  any  expert  body  which  is  not 
tested  by  the  appearance  in  court  of  its 
members  in  his  presence  and  by  their  cross- 
examination,  and  which  is  not  submitted, 
as  is  other  evidence,  to  court  and  jury  to 
be  weighed  and  passed  upon. 

Legislation  along  lines  which  would  pro- 
hibit the  free  selection  by  litigants  or  ac- 
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cused  of  their  own  expert  witnesses,  or 
which  would  resolve  expert  conflicts  by  re- 
sort to  a body  of  selected  experts,  must  be 
dismissed  as  impossible  under  our  bill  of 
rights  and  our  scheme  of  liberty. 

Please  do  not  misunderstand  me.  I do 
not  say  that  there  is  not  much  of  truth 
in  the  charges  leveled  in  general  on  the 
testimony  of  paid  experts.  Every  legal 
practitioner  has  witnessed  dishonest  and 
suborned  medical  expert  testimony.  But 
he  has  seen  dishonest  lawyers ; he  has  seen 
ignorant,  prejudiced  and  corrupt  jurors; 
and  he  has  seen  judges  unfit  for  the  judi- 
cial role.  But  particular  instances  do  not 
suffice  for  general  indictment,  nor  do  evils 
in  administration  of  rights  justify  aboli- 
tion of  the  rights  themselves. 

May  I suggest  that  the  only  practical 
remedy  lies,  not  with  the  law,  but  with  the 
human  equation.  As  long  as  we  have  dis- 
honest lawyers,  dishonest  experts  will  be 
found.  As  long  as  the  so-called  better 
classes  systematically  evade  jury  duty  and 
leave  its  performance  in  such  large  part  to 
the  unfit,  we  shall  have  the  disgrpceful 
court  performances  intended  to  becloud  the 
already  clouded  mind.  As  long  as  the  edu- 
cated and  otherwise  intelligent  classes 
leave  the  selection  of  judges  to  the  pro- 
fessional politician,  we  shall  have  the  oc- 
casional ignoramus,  crook  or  poltroon  who 
sometimes  disgraces  the  court  room.  If 
there  were  the  real  and  abiding  popular 
interest  in  the  administration  of  justice 
that  should  be  inherent  in  a people  who 
have  inherited  the  traditions  of  America, 
the  judicial  branch  of  the  government,  in 
which  finally  our  liberties  repose,  would  be 
administered  by  those  who  would  meet  the 
powers  and  responsibilities  of  their  high 
honors  and  who  would  sternly  repress  those 
performances  which  have  brought  so  much 
of  reproach  on  both  our  professions. 

Meanwhile,  the  only  remedy  as  I see  it, 
is  that  of  house-cleaning.  Vigorous  effort 
to  rid  law  and  medicine  of  their  unworthy 
members  alone  can  give  sanction  to  their 


ethics.  The  lawyer  who  makes  himself  a 
party  to  a line  of  conduct  based  upon  fraud- 
ulent expert  testimony  should  be  dealt  with 
just  as  if  he  had  committed  the  statutory 
offense  of  subornation  of  perjury.  The 
doctor  who  forgets  or  lays  aside  his  pro- 
fessional honor  and  prostitutes  himself 
should  be  summarily  dealt  with  by  you. 

I cannot  but  feel  that  the  only  effective 
remedy  for  the  abuses  that  have  brought 
such  discredit  upon  the  noble  function  of 
enlightening  legal  tribunals  on  matters  of 
medical  science  lies  in  the  disciplinary 
powers  inherent  in  such  associations  as 
yours  and  in  the  effect  of  such  exercise 
upon  public  opinion. 

DISCUSSION. 

Dr.  G.  M.  G.  Stafford  (Alexandria)  : I am 

painfully  conscious  of  the  fact  that  I am  very  in- 
adequately qualified  to  discuss  a paper  of  this  kind, 
however,  I think  that  the  Honorable  S.  L.  Herold’s 
splendid  paper  is  the  most  timely  one  which  has 
been  presented  to  this  body  in  many  a day. 

The  present  status  of  expert  testimony  is,  to  me, 
a most  deplorable  one.  It  accomplishes  little  to- 
ward meeting  the  intentions  of  the  law,  and  it  is 
frequently  a source  of  deep  embarassment  to  the 
better  thinking  element  of  the  medical  profession. 
It  is  frequently  repugnant  to  us  to  read  the  press 
headlines  commenting  on  the  divergence  of  opin- 
ions expressed  in  life  and  death  cases  by  experts 
on  opposing  sides. 

Now,  expert  testimony  means  testimony  given  by 
men  who  are  qualified  to  speak  with  the  voice  of 
authority.  As  it  is  today,  it  means  testimony  given 
by  one  whom  the  courts  see  fit  to  qualify  as  an 
expert.  I think  that  is  all  wrong.  We  have  all 
seen  the  spectacle  of  a man  testifying  in  a capital 
offense  case,  who  is  not  even  familiar  with  the 
rudiments  of  the  subject,  yet,  he  is  qualified  as  an 
expert  and  speaks  with  authority. 

Not  many  years  ago,  in  a parish  in  central  Lou- 
isiana, I will  never  forget  it,  I saw  three  physicians 
qualified  as  experts  in  a murder  case,  where  the 
individual  pleaded  insanity.  Those  gentlemen  had 
never  seen,  to  my  knowledge,  an  institution  where 
insanity  is  treated,  they  knew  very  little  about  it, 
and,  yet,  they  testified  on  the  subject  emphatically 
as  to  the  sanity  of  that  man,  and  he  was  hanged 
as  a result  of  it.  Now,  I have  no  doubt,  from  my 
knowledge  of  the  case,  that  the  man  was  guilty, 
but  his  life  depended  solely  on  expert  testimony, 
and  I do  not  think  he  got  a square  deal.  I think 
there  should  be  a definite  standard  for  the  qualifi- 
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cations  as  an  expert,  and  it  should  be  adopted  by 
legislative  act  and  drawn  up  by  a committee  from 
both  the  medical  and  legal  profession. 

I think  Judge  Herold  brought  out  a point  that 
impressed  me,  he  said  the  expert  of  today  is  too 
prone  to  become  an  advocate.  I do  not  care  how 
honest  a man  is,  or  how  well  he  testifies,  he  is 
going  to  lean  to  the  side  by  which  he  is  employed. 

It  is  nothing  but  human,  he  tells  the  truth,  but 
he  tells  it  in  a way  that  he  helps  his  side.  He 
cannot  help  it,  he  does  it  unconsciously. 

The  Massachusetts  law,  even  though  it  is  not 
perfect,  seems  to  me  is  a step  in  the  right  direc- 
tion. Now,  under  its  provisions  all  persons  in- 
dicted with  a capital  offense  must  undergo  a 
mental  examination  before  the  trial,  and  this  ex- 
amination is  conducted  by  the  State  Department 
of  Mental  Diseases.  Their  report  is  filed  with 
the  clerk  of  the  court,  and  is  to  be  used  in  the 
trial.  Now,  this  is  an  intelligent,  unbiased,  com- 
petent agency  which  passes  on  this  man’s  case. 
That  law  not  only  applies  to  capital  offenses,  but 
to  all  felonies  which  have  been  committed  more 
than  once,  where  the  man  repeats  the  crime. 
Those  cases  must  go  before  this  commission  before 
anything  else  is  done. 

Now,  it  seems  to  me  that  such  a department  in 
every  state  is  not  only  essential,  but  would  prove 
a great  safeguard  to  society,  in  discovering  latent 
and  developing  mental  disorders,  which  sooner  or 
later  would  result  in  some  shocking  crime.  It  is 
too  late  to  close  the  door  after  the  horse  is  out. 
You  ought  to  do  this  beforehand. 

Now,  our  present  method  of  attempting  to 
pass  on  the  sanity  of  a case  by  an  ordinary  rou- 
tine examination  of  an  hour  or  two  is  entirely 
inadequate.  If  such  a person  were  sent  to  a 
hospital  where  insanity  is  treated,  and  placed 
there  under  observation,  a definite,  correct  diag- 
nosis could  sooner  or  later  be  made. 

A man  can  feign  insanity  for  a short  time,  he 
cannot  feign  it  all  the  time.  If  he  is  there  under 
observation  he  is  going  to  give  himself  away 
sooner  or  later,  if  he  isn’t  crazy,  but  he  can  fool 
you  for  a while  if  he  is  smart  enough. 

I have  noticed  in  some  cases  that  sanity  or 
insanity  is  determined  by  the  jury.  I think  that 
is  the  case  in  California.  Now,  gentlemen,  no 
body  of  laymen,  however  intelligent,  is  capable  of 
deciding  a medical  question.  I feel  it  is  high 
time  for  the  legal  and  medical  profession  to  get 
together  and  work  toward  the  solution  of  the 
expert  testimony  question. 

Dr.  N.  H.  Seemann  (New  Orleans)  : I am  cer- 

tainly delighted  to  have  been  enabled  to  be  pres- 
ent and  hear  the  kind  and  consistent  and  master- 
ful exposition  of  this  subject  by  Mr.  Herold,  and 


the  one  thought  throughout  his  paper  that  ap- 
pealed most  forcibly  to  me  was  the  judicial  kind- 
ness that  showed  in  every  line  of  it. 

Now,  everybody  wants  to  jump  on  the  medical 
expert  witness,  and,  because  of  the  spectacular 
surroundings  of  a murder  trial,  where  insanity  is 
frequently  the  plea,  why,  more  attention  is  di- 
rected to  that  particular  branch  of  expert  medi- 
cal testimony  than  to  any  other.  We  have  medical 
experts  who  testify  in  damage  cases,  some  of 
them  constantly  appearing  for  the  same  insur- 
ance company.  We  have  others  appearing  for  the 
same  lawyer,  and  we  have  experts  in  other  lines 
of  business. 

When  a man  comes  to  a legal  light,  for  in- 
stance, and  tells  this  fellow  he  is  as  guilty  as  the 
proverbial  gates  of  Hades,  and  this  man  begins 
to  find  a way  out  for  him,  I cannot  see  where  a 
different  code  of  morals  can  make  that  member 
of  the  legal  profession  correct  in  his  actions,  and 
then  make  the  doctor  who  comes  in  and  attempts 
to  assist  him  with  his  knowledge  any  more  guilty. 

The  same  is  true  in  regard  to  questions  of  the 
soul.  We  have  experts  in  religion,  priests  and 
ministers  and  rabbis  and  so  forth.  The  better 
part  of  them  are  good  people;  they  help  in  this 
w'orld.  Now  and  then  we  have  a small  percent- 
age of  them  who  are  rotten  to  the  core.  That 
does  not  detract  from  these  noble  professions,  nor 
should  we  immediately  abolish  all  forms  of  reli- 
gion because  some  few  of  its  proponents  have 
gone  wrong.  We  want  to  go  about  this  thing 
rather  sanely,  and  we  want  to  protect  our  pro- 
fession, as  Mr.  Herold  has  advised. 

We  jump  on  one  another  in  the  beginning  and 
practically  say  that  the  whole  idea  of  medical 
expert  testimony  is  wrong,  then  we  cannot  blame 
other  people  in  other  professions  from  thinking 
so,  because  we  have  told  them  so  ourselves.  The 
ultimate  cure  of  this  thing  is  not  going  to  be  in 
legislation.  I read  (very  boredly,  I will  admit), 
a report  gotten  up  by  the  Bureau  of  Legal  Medi- 
cine of  the  Medical  Association,  offering  a plan 
v/hereby  the  judge  would  appoint  three  experts, 
which  would  be  very  similar  to  Dr.  Stafford’s  ad- 
vanced plan  of  a state  lunacy  commission.  That 
commission,  or  those  three  men  would  be  ap- 
pointed either  by  a governor  or  by  a judge,  whd 
would  have  his  friends,  his  partisans.  Human 
nature  would  come  into  play  again. 

The  only  solution  of  this,  as  any  other  ques- 
tion affecting  honesty,  is  in  the  individual  himself,' 
the  personal  equation.  If  you  have  a good  square 
shooter,  (pardon  the  expression),  in  any  business, 
you  are  going  to  get  a square  deal,  but  if  he  has 
anything  in  him  that  tends  to  crookedness,  whethef 
he  be  an  architect,  giving  you  an  estimate  on  a 
building,  or  whether  he  be  a road  builder,  giving 
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you  an  estimate  on  a contract  for  road  building, 
or  be  a doctor,  lawyer  or  anything  else,  if  he  is 
crooked  it  will  show.  If  he  is  straight,  you  will 
get  a square  deal.  That  is  all  there  is  to  it. 

Dr.  T.  J.  Perkins  (Jackson) ; I feel  that  the 
State  Medical  Society  owes  the  chairman  of  this 
section  a debt  of  gratitude  for  having  secured  this 
excellent  paper  on  expert  testimony.  I am  pro- 
foundly interested  in  the  question  of  expert  tes- 
timony, because  of  the  fact  that  I have  charge 
of  all  the  criminal  insane  in  the  State  of  Louisi- 
ana. 

I cannot  conceive  of  a medical  man  going  on 
the  stand  and  having  anything  in  view  in  offer- 
ing expert  testimony  in  mental  cases,  except 
whether  that  man  is  insane,  or  whether  he  is 
not  insane.  We  see,  throughout  the  width  and 
breadth  of  this  land,  physicians  arrayed  on  either 
side  of  the  question,  one  for  the  defense  and  one 
for  the  prosecution. 

We  must  get  away  from  that  idea.  Medical  men 
are  called  in  to  determine  a scientific  fact  in  these 
cases,  and  they  are  not  interested  in  anything  ex- 
cept the  scientific  fact.  I do  not  feel  that  this 
condition  can  be  corrected  until  we  have  a State 
Lunacy  Commission,  and  where  the  question  of 
sanity  arises  in  any  case,  the  law  should  provide 
that  it  would  become  the  duty  of  the  judge  to 
assemble  the  State  Lunacy  Commission  to  exam- 
ine into  the  mentality  of  the  individual  in  ques- 
tion, and  their  decision  should  be  final  as  to  the 
mental  status  of  the  accused. 

I think  it  is  time  for  the  medical  profession  to 
take  some  action  on  the  question  of  expert  testi- 
mony, and  I hope  it  will  not  be  long  before  Lou- 
isiana will  enjoy  the  privilege  of  being  freed  of 
medical  men  arrayed  on  either  side  in  lunacy 
cases. 

Dr.  H.  E.  Bernadas  (New  Orleans) : I just 

want  to  make  a little  statement  in  the  question 
of  expert  testimony,  whether  conducted  by  a lunacy 
commission,  by  individual  experts,  would  also  re- 
solve itself  into  a question  of  opinion.  In  these 
border-line  cases,  whether  the  gentlemen  be  on 
the  lunacy  commission  or  be  medical  experts  em- 
ployed by  either  side,  the  opinion  is  always  apt 
to  vary.  Medicine  is  not  only  a science,  it  is  an 
art,  and  there  are  few  of  us  who  can  say  definitely 
who  is  right  and  who  is  wrong  in  border-line  cases. 

We  men  who  see  cases  just  as  we  stand  here, 
how  many  of  us  would  look  at  a surgical  case  and 
say  this  case  must  be  operated,  and  this  case  must 
not  be  operated  and  know  definitely  which  is 
right.  That  same  thing  is  going  to  apply  in  your 
lunacy  commission,  as  it  applied  with  the  individ- 
ual expert.  You  have,  first,  the  question  of  hon- 
esty, and,  second,  to  my  mind,  of  equal  impor- 


tance, the  question  of  individual  interpretation, 
Jjased  on  observation.  That  thing  is  apt  to  fail 
on  either  side,  in  your  commission  or  your  medi- 
cal expert. 

When  you  advocate  a lunacy  commission,  you 
cast  a doubt  on  the  integrity  and  honesty  of  the 
individual  experts,  and  I feel  that  doubt  should 
not  be  cast  by  the  medical  profession. 

Dr.  Jabez  N.  Jackson  (Kansas  City,  Mo.)  : We 
have  as  the  subject  before  us  this  morning,  I 
fancy,  one  of  the  most  interesting  topics  for  argu- 
ment that  we  could  produce,  outside  of  strictly 
professional  discussion. 

In  my  early  years  in  practice,  I had  a consid- 
erable amount  of  experience  in  testifying  as  ex- 
pert technically  in  surgical  cases,  never  as  a neu- 
rologist. From  this  experience  I become  so  abso- 
lutely disgusted  with  the  whole  scheme  of  medical 
expert  testimony  that  I solved  it  for  myself  defin- 
itely fifteen  years  ago,  when  I decided  that  I would 
not  testify  as  an  expert  under  any  conditions. 
And  for  the  last  fifteen  years  I have  declined  to 
examine,  or  to  express  an  opinion  upon  a case 
where  there  was  a suit  involved. 

Now,  that  is  a condition  to  which  many  of  us 
who  are  self-respecting  are  oftentimes  driven,  and 
it  shows,  therefore,  fundamentally  that  there  must 
be  something  wrong  with  the  situation  of  expert 
testimony  when  a decent  man  hesitates  to  go  into 
court. 

Now,  I am  perfectly  frank  in  saying  two  things, 
in  the  first  place,  that  I do  not  believe  that  medical 
men  oftentimes  honestly  differ  in  opinion,  after 
competent,  thorough  investigation  of  the  case.  I 
believe  that  the  average  men  will  come  to  a con- 
clusion, and  to  a correct  conclusion  in  the  large 
majority  of  instances,  provided  they  are  permitted 
to  come  to  that  conclusion  without  bias.  In  other 
words,  that  leads  to  the  conclusion  that  in  an  ex- 
pression of  opinion  on  a professional  subject,  the 
opinion  should  be  reached  by  unbiased  means, 
which  means  that  the  expert  should  not  be  selected 
as  representing  either  side  of  the  question,  and  I 
believe,  if  that  were  the  law,  you  would  find  very 
few  instances  of  difference  of  opinion  which  brings 
the  medical  profession  into  disrepute. 

I oftentimes  have  thought  another  thing,  if  the 
average  lawyer  in  the  beginning  of  his  case  was 
required  to  take  the  same  oath  that  the  witness 
takes,  we  would  be  better  off.  If  a lawyer  were 
compelled  to  swear  that  in  the  case  now  coming 
before  the  court,  “I  shall  endeavor  to  elicit  the 
truth,  the  whole  truth  and  nothing  but  the  truth,” 
there  would  be  less  legal  controversy. 

In  most  instances,  the  lawyer  on  one  side  is 
trying  to  prove  something  be  true  that  he 
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knows,  in  the  bottom  of  his  heart,  is  not  true, 
and  it  is  very  easy  for  him,  with  a fee  advanced, 
to  find  a man  who  can  honestly  produce  the  weak 
arguments  of  a side. 

There  are  no  subjects  which  are  absolutely 
without  two  sides  to  them,  and  it  is  very  easy  for 
a doctor,  if  he  chooses  to  be  an  advocate,  to 
strengthen  those  arguments  which  might  be  intro- 
duced for  his  side,  and  to  gloss  over  the  weak 
arguments.  But  if  he  were  as  a witness,  someone 
summoned  by  a court  to  express  an  opinion  to  a 
court  to  render  the  decision,  as  far  as  the  profes- 
sional subject  is  concerned,  there  would  be  very 
few  instances  of  differences  in  professional  opin- 
ion. I do  not  believe  that  doctors  inherently 
differ  as  widely  as  we  are  made  to  appear.  I 
believe,  fundamentally,  therefore,  that  the  medical 
jury  should  be  an  independent  jury  and  should 
render  a decision,  and,  therefore,  I believe  in  the 
appointment  of  these  expert  commissions. 

I do  not  know  whether  I would  always  agree  in 
the  point  that  selection  of  an  expert  jury  should 
consist  of  a set  of  men  officially  selected,  politically 
selected.  I am  not  always  sure  that  because  a 
man  happens  to  be  the  Superintendent  of  one  of 
our  insane  asylums  that  he  is  the  best  neurologist, 
it  isn’t  so  in  Missouri,  a man  may  receive  his  ap- 
pointment because  he  is  a good  politician,  and  fun- 
damentally knows  nothing  about  neurology  when 
he  gets  the  job. 

I believe  there  should  be  a commission  of  men, 
an  opinion  from  men  who  are  known  to  be,  and 
there  is  no  difficulty  for  you  gentlemen  to  know 
who  your  expert  neurologists  are  in  the  State  of 
Louisiana.  I think  that  commission  should  be 
made  by  the  State  Medical  Society,  who  are  com- 
petent judges  of  the  efficiency  of  the  men.  Fun- 
damentally, were  bias  removed  there  would  be 
little  difference  of  opinion  in  a medical  jury,  and 
in  cases  where  there  is  honest  difference  of  opin- 
ion then  the  defendant  should  be  given  the  ad- 
vantage of  the  difference  of  opinion  honestly 
arrived  at. 

Dr.  C.  V.  Unsworth  (New  Orleans) : As  I am 
called  upon  very  frequently  to  give  expert  testi- 
mony in  mental  and  nervous  cases,  I feel  as  though 
I am  in  a position  to  say  something  on  this  subject. 
I do  not  feel  as  a great  many  of  you  do,  that  ex- 
perts are  not  always  honest  in  their  opinions.  I 
feel  sure  we  have  as  many  honest  alienists  in  the 
medical  profession  as  in  its  other  branches.  Prob- 
ably this  misunderstanding  is  caused  by  a lack  of 
knowledge  that  the  general  public  has,  as  to  what 
constitutes  the  mental  responsibility  of  an  indi- 
vidual. We  have  often  been  accused  of  leaning 
towards  the  side  by  whom  we  are  employed.  This, 
of  course,  is  not  correct  as  a general  thing,  we  are 
appointed  by  the  court  with  a fixed  compensation 


for  our  examination  and  report  back  to  the  court. 
In  other  words,  we  are  part  and  parcel  of  the 
court.  I am  not  in  favor  of  legislation  of  the 
appointment  of  a Lunacy  Commission,  as  I feel  it 
is  impossible  to  legislate  against  honesty.  If  such 
an  idea  that  a Lunacy  Commission  was  to  be  ap- 
pointed, I am  sure  the  Governor  would  have  appli- 
cations in  great  numbers  from  many  who  would 
not  be  competent  to  serve  on  such  a commission. 
This  would  be  particularly  true  if  there  was  some 
compensation  attached.  To  my  mind  probably  the 
proper  remedy  for  the  evils  in  expert  testimony 
lies  in  adequate  amendments  of  the  code  of  ethics 
by  which  physicians  and  surgeons  regulate  their 
own  conduct.  As  one  judge  says,  “by  that  code, 
you  can  regulate  your  own  conduct  in  the  practice 
of  medicine,  and  insist  that  others  who  join  the 
ranks  of  your  profession  from  year  to  year,  shall 
agree  to  regulate  theirs. 

Mr.  S.  L.  Herold  (Shreveport)  : I have  little  to 
say.  The  discussion  seems  to  revolve  itself  around 
the  question  of  medical  expert  testimony  in  cases 
where  insanity  is  alleged  in  criminal  cases,  in 
other  words,  around  such  alienists  as  those  who 
figured  in  the  infamous  case  just  ended  in  Cin- 
cinnati. That  is  hardly  a fair  test  of  the  proposi- 
tion which  I attempted  to  lay  down  in  the  paper. 

Medical  expert  testimony  is  called  from  the 
necessities  of  the  case  into  various  branches  of 
litigation;  not  merely  in  murder  cases,  where  in- 
sanity is  pleaded  by  a rich  bootlegger,  but  in  cases 
involving  the  testamentary  capacity  of  one  who 
has  died  and  left  a will,  and  in  cases  where  it  is 
necessary  to  prove  insanity  or  contractual  capacity, 
where  contracts  are  attacked  as  being  made  by 
one  of  unsound  mind. 

Medical  expert  testimony  is  necessary  in  many 
cases  in  regard  to  physical  diseases,  not  merely 
mental,  and  as  to  the  necessity  of  surgical  treat- 
ment, just  as  expert  testimony  is  necessary  in 
almost  every  line  of  litigated  cases  that  involves 
some  particular  technical  or  professional  question. 
We  have  questions  of  disputed  handwriting,  we 
have  questions  of  metallurgy,  we  have  questions 
of  patent  law,  we  have  many  cases,  because  law 
is  as  varied  and  infinitely  diversified  as  life  itself. 
Expert  witnesses  are  needed  constantly  in  the 
courts  in  every  variety  of  litigation  as  to  every 
conceivable  kind  of  question. 

There  is  no  more  reason  for  attacking  the 
validity  of  medical  expert  testimony  than  there  is 
for  attacking  the  testimony  of  one  who  has  made 
a life  study  of  mechanics  with  regard  to  whether 
a machine  is  patentable,  or  as  to  whether  the  in- 
vention has  been  anticipated  by  someone  else. 

There  is  no  more  reason  for  discrediting  medi- 
cal expert  testimony  than  there  is  for  questioning 
the  testimony  of  an  agricultural  expert  as  to  the 
quality  of  soil  or  the  manner  in  which  crops  are 
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raised.  Every  man  is,  more  or  less,  an  expert  in 
some  line.  Because  a medical  expert  is  employed 
by  someone  who  needs  to  have  medical  advice, 
there  is  no  more  reason  for  questioning  his  testi- 
mony than  to  prohibit  the  testimony  of  employees 
of  a corporation  in  behalf  of  the  corporation.  You 
had  as  well  say  they  are  biased  or  question  the 
testimony  of  one  who  belonged  to  the  same  lodge 
or  same  church  as  a litigant.  All  those  are  mat- 
ters revolving  around  the  human  equation.  You 
cannot  make  men  honest  by  law.  You  cannot 
make  men  decent  or  sober  by  law,  as  has  been  well 
proved. 

I have  a horror  of  law-making.  Mr.  Chairman, 
are  you  familiar  with  the  fact  that  at  the  last 
session  of  the  Legislature,  in  Baton  Rouge,  there 
were  made  and  fabricated  sixty-seven  new  crimes 
which  were  not  crimes  before  1926.  They  range 
in  seriousness  all  the  way  from  wearing  a pin  of 
a fraternal  order,  of  which  the  accused  was  not  a 
member,  to  the  failure  to  obey  the  summons  of  the 
boxing  commission.  Do  you  want  your  profession 
regulated  and  “ham  strung”  by  politicians  who 
are  elected  to  sit  for  seventy  days  every  two  years 
and  draw  ten  dollars  a day?  Do  you  want  a 
learned  profession  whose  roots  go  back  two  thou- 
sand years,  grounded  in  scientific  training  and  in 
education,  to  be  regulated  and  controlled  by  men 
who  know  nothing  whatever  of  the  traditions  of 
your  profession,  of  the  thoughts  and  sentiments 
that  underly  it,  of  the  knowledge  upon  which  it  is 
based,  and  who  care  less? 

I take  no  stock  in  the  statistics  which  the 
learned  Chairman  of  this  meeting  has  quoted.  I 
do  not  doubt  the  authenticity  of  his  statement  as 
extracted  from  the  newspapers,  but  I do  challenge 
the  statement  that  crime  has  increased  in  America, 
in  spite  of  the  contrary  argument  that  we  read  in 
medical  and  legal  periodicals.  And  when  I say 
that  crime  has  not  increased  I mean  that  those 
things  which  are  really  crimes  have  not  increased. 
I absolutely  deny  the  inherent  right  of  any  law- 
making body  to  make  a crime.  You  can  no  more 
make  a crime  than  you  can  make  a disease.  Just 
as  a doctor  makes  his  scientific  investigation  to 
ascertain  and  find  new  remedies  for  diseases,  so 
does  the  lawmaker  attempt,  legitimately,  to  find 
new  remedies  for  social  diseases,  for  those  things 
which  are  wrong  in  themselves. 

We  know  it  is  wrong  to  murder;  it  is  wrong  to 
steal;  it  is  wrong  to  rob;  it  is  wrong  to  take  ad- 
vantage of  certain  confidences;  many  things  are 
morally  wrong,  and  the  wrong-doing  appeals  to 
every  normal  mind.  But  when  the  legislature  sits 
down  in  its  omnipotence  to  declare  that  things  are 
crimes  that  are  not  criminal  to  the  normal  human 
mind;  when  the  legislature  sits  down  to  make 
those  acts  criminal  which  the  normal  person  does 
without  any  feeling  of  conscious  wrong-doing. 


then  it  is  stepping  beyond  the  proper  sphere  of 
legislation,  and  making  rules  which  may  incur 
penalty  by  their  violation,  but  which  are  not,  in 
themselves,  crimes.  And  it  is  precisely  because 
these  rules  have  been  made  by  the  bigots,  by  the 
forty-nine  legislatures  and  by  the  busy  Congress 
in  Washington  that  we  have  this  enormous  pseudo- 
criminal wave. 

I challenge  the  statement  that  there  has  been 
any  appreciable  increase,  or  that  there  has  been 
any  increase  in  murders,  in  rapes,  in  burglaries, 
in  larceny,  or  any  of  those  things,  which  are  really 
a crime  to  the  average  human  being.  Chicago,  of 
course,  excluded. 

I know  that  in  my  parish,  which  is  rather  typi- 
cal of  the  whole  Southwest,  I have  made  a very 
careful  study,  together  with  one  of  the  judges  of 
the  criminal  court,  and  we  have  come  to  the  con- 
clusion, after  careful  study,  that  there  is  much 
less  crime  in  Caddo  Parish,  much  less  violent  crime 
in  Caddo  Parish,  very  much  less  crime  in  propor- 
tion to  the  population  in  Caddo  Parish,  in  pro- 
portion to  the  population  thirty  years  ago,  if  you 
call  crime  those  things  which  we  know  to  be  wrong 
whether  there  is  a law  or  not. 

There  is  an  increase  if  you  consider  crime  the 
violation  of  the  Volstead  Act  and  those  other  acts 
penalized  by  the  reformers  who  set  aside  those 
guarantees  that  the  founders  of  this  nation  had 
been  so  careful  to  preserve  for  the  individual  lib- 
erty of  the  individual  citizen.  If  I am  accused  of 
murder,  and  I plead  insanity,  I may  be  insane;  it 
is  not  due  process  of  law  to  leave  the  question  as 
to  whether  I shall  be  hung  or  not,  or  whether  I 
shall  be  imprisoned  in  the  penitentiary  to  any  body 
of  experts,  however  learned.  They  are  wholly 
incapable  under  our  scheme  of  government,  under 
the  Bill  of  Rights  of  the  American  Constitution 
and  under  the  Constitution  of  Louisiana  and  the 
principles  underlying  these  fundamental  rights, 
they  are  absolutely  incapable  of  saying  whether  I 
shall  be  hung  or  deprived  of  my  liberty. 

Tradition  of  six  hundred  years  requires  that  I 
be  considered  innocent  until  I am  conclusively 
proven  guilty,  and  that  I retain  my  life  and  my 
liberty  until  I am  convicted,  not  by  experts,  but 
by  the  constituted  authorities  consisting  of  court 
and  jury.  They  derive  the  basis  of  their  conclu- 
sion from  facts,  from  witnesses. 

Those  witnesses  may  testify  to  concrete  facts 
upon  which  they  are  as  apt  to  differ  as  experts 
are;  they  are  equally  apt  to  differ  as  to  exactly 
what  they  saw  and  what  they  witnessed;  or  their 
testimony  may  consist  of  the  conclusion  of  experts 
who,  by  reason  of  their  particular  knowledge  of 
the  subject,  are  capable  of  expressing  an  opinion, 
but,  after  all,  under  our  scheme  of  things,  under 
our  charter  of  liberty,  under  our  system  of  gov- 
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eminent,  that  testimony,  whether  it  be  as  to  facts 
or  opinions,  must  be  weighed  by  the  constituted 
authorities  and  court  and  jury,  each  in  its  propm: 
sphere. 

Until  this  is  done,  I cannot  be  deprived  of  the 
rights  of  a free  man,  and  what  I say  as  to  crimi- 
nal law  is  equally  applicable  to  my  civil  rights — 
my  rights  must  be  adjudged  not  by  experts,  but 
by  the  court — that  branch  of  the  government  to 
w’hom  has  been  confided  by  the  people,  under  our 
American  traditions,  the  power  of  judging. 

The  court  may  derive  its  conclusion  from  the 
testimony  of  witnesses  as  to  concrete  facts;  the 
court  may  derive  its  conclusions  from  the  testi- 
mony of  men  skilled  in  their  profession  or  occupa- 
tion, as  to  their  conclusions  from  the  facts;  in 
either  event,  the  constituted  authority,  the  judicial 
branch  of  the  government  passes  on  those  facts, 
and  I cannot  believe  the  American  people  will 
ever  content  themselves  with  leaving  the  decision 
of  their,  life,  their  liberty  and  their  property  to  a 
body  of  experts,  not  subject  to  examination  and 
cross-examination  in  open  court.  That  is  the 
basis  of  my  observation. 


THE  FULL  TIME  HEALTH  PROGRAM 

DEVELOPED  IN  THE  MISSISSIPPI 
VALLEY  FOLLOWING 
THE  FLOOD.* 

J.  G.  TOWNSEND,  M.  D., 

Kansas  City,  Mo. 

EMERGENCY  SANITATION. 

The  flood  caused  by  the  waters  of  the 
Mississippi  and  its  tributaries,  which  oc- 
curred in  the  spring  of  1927,  was  one  of  the 
largest  and  most  extensive  in  the  flood  his- 
tory of  this  river.  The  States  flooded  were ; 

Arkansas  Mississippi 

Kentucky  Missouri 

Louisiana  Tennessee 

Illinois,  to  a small  degree,  also  suffered 
from  the  effects  of  the  high  water. 

The  total  acreage  flooded  has  been  esti- 
mated to  be  nearly  thirteen  million.  This 
represents  20,000  square  miles.  The  num- 
ber of  people  affected  in  this  area  is  esti- 
mated at  908,185.  With  such  a large  area 
involved,  sustaining  a population  of  nearly 

*Read  before  Louisiana  State  Medical  Society, 
Baton  Rouge,  April  10-12,  1928. 


a million  people,  the  question  of  the  public 
health  was  one  of  greatest  importance. 

In  order  to  care  for  properly  and  house 
the  individuals  who  were  forced  from  their 
homes,  the  American  Red  Cross,  with  its 
usual  efficiency  in  such  disasters,  organized 
and  operated  149  concentration  camps  in 
the  area  caring  for  330,000  people.  The 
distribution  these  camps  was  as  follows: 


Number  Maximum  number  peo- 
STATE  of  Camps  pie  cared  for  in  camp 

Arkansas  62  133,800 

Illinois  6 2,500 

Kentucky  2 2,200 

Louisiana  33  105,400 

Mississippi  23  64,800 

Missouri  18  14,000 

Tennessee  5 7,300 


149  330,000 

These  people  were  not  only  housed  and 
fed,  but  the  care  of  the  sick,  as  well  as  the 
prevention  of  the  spread  of  contagion  was 
also  an  important  feature  of  what  might  be 
termed  the  emergency  flood  sanitation  pro- 
gram in  contra-distinction  to  the  perma- 
nent post-flood  program  which  was  soon  to 
follow. 

In  order  to  assist  the  local  State  health 
officers  and  local  county  health  officers  in 
combating  this  problem,  much  assistance 
was  received  from  neighboring  States  in 
the  furnishing  of  personnel  and  biologies. 

The  United  States  Public  Health  Service 
furnished  twenty-four  doctors,  eight  sani- 
tary engineers  and  five  scientific  assistants, 
thirty-seven  in  all.  The  neighboring  States 
furnished  eighty  medical  officers,  engineers 
and  inspectors,  and  medical  personnel  was 
also  furnished  by  the  International  Health 
Board.  This  personnel  was  detailed  only 
through  the  requests  of  the  State  health 
officers  and  assigned  to  the  State  Boards  of 
Health.  Their  work  consisted  in — 

(1)  Measures  toward  the  safe  disposal 
of  excreta  through  proper  latrines  in 
proper  locations,  properly  policed. 

(2)  Safe  water  supplies. 
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(3)  The  inspection  of  food  and  milk 
supplies  furnished  concentration  camps. 

(4)  The  isolation  and  quarantine  of 
communicable  diseases,  and 

(5)  The  immunization  against  typhoid 
fever  and  smallpox. 

It  has  been  estimated  that  in  all  the 
States  in  the  flooded  area  469,442  individu- 
als were  immunized  against  typhoid  fever, 
receiving  three  inoculations,  while  137,340 
individuals  were  vaccinated  against  small- 
pox before  the  permanent  health  program 
began  to  function  subsequent  to  July  1, 
1927. 

CONTROL  OP  MALARIA  BY  MEANS  OF  SCREENING 
HOUSES  OF  MALARIA  CARRIERS. 

This  program,  developed  in  the  late 
spring  and  early  summer  of  1927,  financed 
by  the  Red  Cross  and  supervised  by  engi- 
neers of  the  U.  S.  Public  Health  Service 
under  general  supervision  of  Senior  Sani- 
tary Engineer  J.  A.  LePrince,  was  based 
on  the  premise  that  the  major  part  of  any 
potential  spread  of  malaria  would  be  on  the 
plantations,  and  that  the  most  effective  way 
of  reducing  the  spread  of  malaria  would 
be  to  prevent  Anopheles  having  access  to 
malaria  carriers  at  the  farm  tenant  houses 
so  long  as  the  limited  time  available  and 
the  available  funds  would  allow.  The  work 
was  organized  in  Arkansas,  Mississippi, 
Louisiana  and  the  western  portion  of  Ten- 
nessee, this  being  the  first  time  that  so 
extensive  a program  had  been  carried  out 
in  this  manner. 

The  plan  of  procedure  was  to  visit  as 
many  homes  as  possible  in  the  flooded  coun- 
ties to  determine  whether  or  not  cases  of 
malaria  carriers  were  living  there  and  to 
screen  completely  such  homes,  making  them 
mosquito  proof.  This  was  accomplished  by 
inspectors  at  the  time  of  their  visit,  taking 
measurements  of  doors  and  sending  them 
to  a central  point  in  the  State  where  screen 
doors  were  made  in  conformity  with  such 
measurements  and  shipped  to  the  commun- 
ities in  carload  lots,  where  they  were  hauled 


to  the  plantations  by  the  several  plantation 
owners.  The  Red  Cross  assisted  the  State 
health  departments  and  co-operating  agen- 
cies in  supplying  these  inspectors,  and  also 
supplied  the  materials  for  screening  and 
transportation  from  the  factory  to  the 
local  communities. 

Wire  screen  was  used  for  all  doors  and 
windows  with  the  exception  of  some  homes 
where  a specially  prepared  netting  was 
used  for  windows. 

The  plan  of  procedure  in  Louisiana  dif- 
fered from  that  in  other  States.  Here  the 
State  Board  of  Health  located  and  listed 
the  malaria  carrier  farm  tenant  homes  in 
eight  parishes,  while  the  Assistant  State 
Sanitary  Engineer  supervised  the  construc- 
tion of  screen  doors,  their  shipment,  and 
the  installation  of  all  protective  screening. 

In  Arkansas  the  screen  doors  were  made 
at  the  Boys’  Industrial  School  at  Pine 
Bluff ; in  Mississippi  at  Greenwood ; in 
Louisiana  at  the  State  Boys’  Industrial 
School  at  Monroe,  while  in  Tennessee  the 
Manual  Training  Department  of  the  public 
schools  at  Dyersburg  accomplished  the 
work. 

This  feature  of  the  health  program  was 
extensive.  The  distance  from  the  north  to 
the  south  end  of  the  entire  project  was 
about  320  miles,  and  the  homes  to  be 
screened  were  scattered  over  36  counties  of 
four  States.  Each  of  the  malaria  case 
homes  had  to  be  sought  for  and  the  dimen- 
sions of  the  doors  made.  In  the  making  of 
doors  about  19  tons  of  twenty-four  inch 
sheet  steel  had  to  be  cut  into  337,680  small 
triangles  for  screen  door  enforcement 
plates  and  each  triangle  had  to  have  holes 
punched  to  receive  the  nails.  About  50 
miles  of  sixteen  mesh  wire  screen  had  to 
be  placed  on  door  frames  with  a minimum 
of  wastage  in  addition  to  the  seven  miles 
of  cotton  mosquito  bar  used  on  the  window 
frames  in  some  of  the  counties  in  Arkansas. 

The  actual  work  accomplished  in  the 
project  was  as  follows: 
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Tennessee 

Flooded  Counties  Where  Homes  Were 


Screened  4 

Homes  Screened  483 

Doors  Screened  1440 

Windows  Screened  2387 

Average  Cost  of  Screening  a Farm 

Tenant  Home  $ 11.68 

Total  Cost  - - $5,630.87 


Arkansas 

Mississippi 

Louisiana 

Four  States 

15 

9 

8 

36 

2348 

3276 

653 

6761 

7304 

10,238 

2,193 

21,175 

12,200 

12,931 

2,777 

30,295 

9.67 

11.07 

13.99 

11.02 

$22,707.35 

$36,254.39 

$9,883.00 

$74,475.61 

— This  table  is  taken  from  the  report  of  Senior  Sanitary  Engineer  J.  A.  LePrince,  XJ.  S.  P.  H.  S. 


The  labor  cost  of  making  these  doors  was 
about  twenty-seven  cents  per  door,  the 
average  door  costing  in  all  about  $1.40  com- 
plete. It  is  realized  that  all  homes  with 
malaria  carriers  were  not  screened,  only  a 
proportion  were,  but  the  fact  that  nearly 
7,000  homes  were  screened  in  a period  of 
approximately  90  days  is  a good  start, 
especially  when  it  is  recognized  that  so  far 
as  it  was  possible  to  determine  these  homes 
represented  places  where  malaria  cases  re- 
side and  that  the  number  of  families  con- 
taining malaria  cases  capable  of  infecting 
others  is  but  a small  proportion  of  the  sur- 
rounding farm  homes  in  the  vicinity. 

The  work  of  further  extending  the 
screening  program  now  rests  with  the  full 
time  county  health  units,  the  creation  of 
which  was  the  last  step  in  the  flood  health 
program,  or  which  might  more  properly  be 
termed  the  post-flood  program. 

FULL  TIME  COUNTY  HEALTH  UNITS  DEVELOPED  AS 
A RESULT  OF  THE  FLOOD. 

The  program  just  discussed  might  be 
properly  termed  actual  emergency  pro- 
grams, which,  of  course,  were  limited  to 
immediate  needs,  but  a time  came  when  the 
strictly  emergency  work  was  curtained  or 
discontinued  as  the  situation  was  relieved. 
It  was  recognized,  however,  that  a serious 
problem  still  existed.  In  the  majority  of 
the  flooded  counties  there  were  no  organ- 
ized public  health  agencies  to  carry  on  the 
preventive  measures  started  to  a logical 
conclusion  and  with  slight  prospects  of  de- 
veloping a program,  as  the  counties  affected 
had  very  little  money  to  appropriate  for 
this  work,  in  some  instances  being  in  actual 
financial  straits. 


It  has  long  been  recognized  that  the  best 
public  health  program  and  one  that  will 
best  insure  permanency  is  the  full-time 
county  health  unit  plan,  the  community 
served  enjoying  the  services  of  a full-time 
director,  full-time  nurse  and  full-time  sani- 
tary inspector.  Some  communities  have 
more  personnel,  some  less,  but  that  is  the 
standard. 

At  a meeting  in  New  Orleans,  June, 
1927,  attended  by  representatives  of  the 
Public  Health  Service,  Rockefeller  Founda- 
tion, American  Red  Cross,  and  various 
State  Boards  of  Health,  it  was  recognized 
and  agreed  that  some  such  plan  should  be 
formulated  and  such  a program  fostered 
in  the  so-called  flooded  counties.  This  was 
made  possible  by  a liberal  contribution 
from  the  Public  Health  Service  and  Inter- 
national Health  Board  supplementing 
county  and  State  funds,  the  counties  being 
asked  to  appropriate  a very  small  part  of 
the  total  budget  necessary  to  finance  the 
health  units.  It  was  agreed  that  this  fiscal 
plan  would  be  in  operation  for  eighteen 
months,  that  is  to  say  from  July  1,  1927, 
to  January  1,  1929. 

Representatives  of  the  Public  Health 
Service  and  International  Health  Board 
assigned  to  the  various  State  Boards  of 
Health  assisted  the  State  health  depart- 
ments in  laying  this  proposition  before  the 
various  county  officials,  and  organizing  the 
programs  adopted.  Of  the  103  counties 
considered  flooded  in  the  six  States,  85  were 
visited  and  this  plan  presented  to  the  local 
governing  authorities.  The  result  was  en- 
couraging in  that  sixty-seven,  or  78  per 
cent  signed  the  budget  and  definitely  com- 
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mitted  the  county  funds  to  the  project  as 
of  October  31,  1921. 

Since  the  October  figures  were  compiled, 
four  additional  flood  parishes  of  Louisiana 
adopted  the  full-time  plan,  while  two  more 
committed  to  the  project  were  organized. 
These  six  parishes  started  to  function  on 
the  first  of  the  year.  This  gives  Louisiana 
19  parishes  organized  on  a full-time  health 
plan  since  the  flood. 

The  total  number  of  counties  adopting 
the  full-time  plan  to  date,  including  those 
in  which  no  county  funds  were  committed, 
is  78,  or  about  92  per  cent  of  the  total  con- 
tacted. There  were  a few  counties  that 
actually  had  no  money  whatever  to  put  into 
a health  project,  and  in  these  the  Public 
Health  Service,  International  Health  Board 
and  State  Boards  of  Health  financed  the 
projects  temporarily  with  a limited  per- 
sonnel. In  many  counties  the  work  was 
made  possible  by  donations  from  the  local 
Red  Cross  chapters,  municipalities,  cham- 
bers of  commerce  and  civic  organizations. 

As  is  generally  the  case  in  the  organiza- 
tion of  full  time  health  units,  a difficulty  of 
no  mean  proportion  was  that  of  finding 
suitable  trained  personnel  to  carry  on  the 
work.  In  order  to  meet  this  difficulty  and 
facilitate  the  speeding  up  of  the  program 
the  International  Health  Board  organized 
training  schools  for  the  practical  teaching 
of  field  public  health  work  to  prospective 
health  officers,  nurses  and  inspectors.  The 
principal  school  was  located  at  Indianola, 
Mississippi.  Without  exception  the  states 
developing  the  full  time  rural  program  sent 
trainees  to  this  school.  The  International 
Health  Board  approved  the  training  of  the 
candidates  upon  request  of  the  various 
State  Boards  of  Health.  Those  accepted 
were  given  a grant  of  their  railroad  and 
pullman  fare  from  their  homes  to  the  train- 
ing school  and  return  to  the  new  field  of 
duty  as  well  as  a per  diem  allowance  while 
enroute  and  at  the  school.  The  number  of 
trainees  sent  to  the  school,  as  of  March  15, 
1928,  is  given  in  the  following  table: 


STATE  Physicians  Nurses  Inspectors  Total 

Arkansas  20  23  17  60 

Kentucky  10  29  16  55 

Louisiana  13  7 24  44 

Mississippi  4 12  19  35 

Missouri  0 0 7 7 

Tennessee  10  0 1 

Total  • 48  71  • 83  202 


Not  all  of  these  trainees  were  placed  on 
duty  through  failure  to  qualify  and  resig- 
nations, while  some  were  appointed  with- 
out being  sent  to  the  school.  This  does  not 
include  the  twenty-four  office  clerks  on 
duty  as  of  October  31,  1927. 

The  International  Health  Board  sub- 
mitted an  appraisal  on  each  trainee  which 
was  of  inestimable  value  to  the  State 
Boards  of  Health  in  determining  the  fitness 
and  ability  of  the  persons  seeking  these 
positions. 

The  public  health  programs  adopted  in 
these  full  time  projects  were  along  the 
same  standard  lines  as  elsewhere  enjoyed. 
In  brief,  activities  were  directed  towards 
safeguarding  the  health  of  the  child  from 
before  birth  to  adolescence  through  the 
media  of  pre-natal,  infant,  pre-school  and 
school  hygiene.  This  was  accomplished 
through  group  conferences  or  clinics  and 
the  intensive  physical  inspection  of  school 
children  for  the  purpose  of  locating  physi- 
cal defects  and  advising  the  parents  to 
have  corrections  made  through  the  family 
physicians.  Concomitant  with  this  pro- 
gram were  educational  measures  in  news- 
paper articles,  lectures  and  the  distribu- 
tion of  pamphlets.  The  local  profession 
was  encouraged  to  report  communicable 
diseases  and  proper  steps  taken  toward 
isolation  and  quarantine.  Prevention  of 
soil  polution  was  affected  by  sewer  connec- 
tions when  possible  and  the  construction  of 
the  vault  type  of  sanitary  privy  through 
personal  persuasion  and  the  enforcement 
of  the  existing  ordinances.  The  inspection 
of  food  and  milk  supplies,  the  vaccinations 
against  smallpox,  inoculations  against 
typhoid  fever  and  diphtheria  were  also 
stressed  and  emphasized.  A resume  of  the 
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work  of  these  full  time  projects  in  the 
Mississippi  Valley  from  July  1,  1927, 
through  the  month  of  February,  1928,  is 
given  in  the  following  table : 

JULY  1ST,  THROUGH  FEBRUARY  29TH,  1928. 


1. 

Educational: 

(a)  Lectures  - 

5,152 

(b)  Attendance  - 

166,996 

(c)  Bulletins  distributed  

201,361 

(d)  Newspaper  articles  — 

5,807 

(e)  Circular  letters  

38,229 

(f)  Health  exhibits  

319 

2. 

Sanitary  Inspections: 

(a)  Private  premises  

37,749 

(b)  Public  premises  — schools. 

churches,  etc 

7,848 

3. 

Special  Inspections: 

(a)  Dairies  - 

. 1,028 

(b)  Other  food-producing  or  food- 

handling  places  - 

4,757 

4. 

Examinations: 

(a)  For  life  extension  advice... 

470 

(b)  For  work  certificates  (children) 

26 

(c)  For  lunacy  

112 

(d)  Of  prisoners  

847 

(e)  Of  food  handlers  

266 

5. 

Acute  Communicable  Disease  Control: 

(a)  Visits  to  cases,  carriers,  con- 

tacts  or  suspects 

. 11,673 

(b)  Cases  of  carriers  isolated  or 

quarantined  

5,831 

6. 

Venereal  Disease  Control: 

(a)  Suspects  examined  

. 1,191 

(b)  Prophylactic  treatments  --- 

48 

(c)  Curative  treatments  

1,675 

(b)  Antismallpox  vaccinations  42,045 

(c)  Complete  diphtheria  toxin-anti- 

toxin  administrations  30,843 

(d)  Persons  given  prophylactic  diph- 
theria antitoxin  640 

(e)  Persons  given  antirabic  treat- 
ment   ”74 

13.  Child  Hygiene: 

(a)  Prenatal — 

(1)  Cases  given  advice 881 

(2)  Examinations  - 266 

(3)  Office  consultations  769 

(4)  Group  conferences  120 

(5)  Home  visits  1,287 

(6)  Midwives  instructed  2,725 

(b)  Infant  and  pre-school — 

(1)  Babies  and  children  exam- 
ined   - 4,371 

(2)  Office  consultations,  mothers  2,385 

(3)  Group  conferences  with 

mothers  — 437 

(4)  Home  visits  4,966 

(c)  School — 

(1)  Children  examined  .113,394 

(2)  Found  defective  69,453 

(3)  Defects  found  136,030 

(4)  Consultations,  parents  (of- 
fice and  school) 3,547 

(5)  Home  visits  — - 18,098 

(6)  Talks  to  classes  or  drills  in 

hygiene  4,769 

(7)  Exclusions  for  communi- 
cable disease  — 2,620 

(d)  Nutritional  classes — 

(1)  Cases  attending  — 3,352 

15.  Laboratory  Examinations: 


7.  Tuberculosis  Control: 

(a)  Number  examined  .... 

(b)  Positive  

(c)  Negative  

(d)  Placed  in  institutions 

(e)  Home  visits  


775 

170 

269 

232 

1,132 


8.  Persons  Treated  Hookworm  Removal 

9.  Persons  Treated  for  Prevention  or 

Cure  of  Goiter  


10.  Shick  Tests  --- 4,075 

11.  Cows  Tuberculin  Tested  3,587 

12.  Immunization: 

(a)  Complete  antityphoid  adminis- 
trations   91,173 


Specimens — 

Blood  for  Widal  --  118 

Blood  for  B.  typhosus 20 

Blood  for  Wassermann 1,654 

Blood  for  malaria  parasite 4,791 

Smears  for  B.  diphtheria 2,314 

Smears  for  gonococci  260 

Sputum  for  B.  tuberculosis 446 

Feces  for  parasites  1,015 

Water  for  B.  coli 1,453 

Milk  for  high  bacterial  content..  255 

1.  Sanitary  privies  installed: 

Type — (a)  Septic  or  L.  R.  S 58 

(b)  Water-tight  vault  9 

(c)  Bucket  and  box 38 

(d)  Pit  9,037 
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2.  Privies  restored  to  sanitary  type 1,210 

3.  Septic  tanks  installed 138 

4.  New  sewer  connections  1,659 

5.  New  water  connections  336 

6.  'Wells  or  springs  improved 2,556 

7.  Public  milk  supplies  radically  im- 
proved   178 

8.  Public  food  handling  places  radically 

improved  867 

9.  Places  producing  foods  for  sale  radi- 
cally improved  196 

10.  Dwellings  effectively  screened  against 

flies  and  mosquitoes 2,524 

11.  Stables  made  sanitary  56 

12.  Nuisances  corrected  2,505 

13.  Convictions  for  violation  sanitary 

laws  5 

14.  Nutritional  cases  improved 688 

15.  Corrections  of  physical  defects  in- 
duced: 

(a)  Infants  ) 

(b)  In  pre-school  children ) 

(c)  In  school  children ) 10,241 

(d)  In  adults  ) 


(Note)  : These  figures  present  the  pub- 

lic health  activities  carried  on  in  the  newly 
organized  counties  and  parishes  from  July 
1,  1927,  to  date,  and  do  not  include  any  ac- 
tivities carried  on  in  the  eighteen  full  time 
county  health  projects  in  the  several  states 
which  were  organized  and  functioning  be- 
fore the  flood.  It  must  also  be  remembered 
that  many  of  the  flood  counties  were  not 
organized  and  operating  until  the  late  fall 
of  1927,  while  some  were  not  organized 
until  the  first  part  of  this  year. 

MEASURES  TAKEN  IN  THE  CONTROL  OF  PELLAGRA. 

The  diseases  which  showed  the  greatest 
increase  during  the  post-flood  period  were 
pellagra  and  malaria.  On  the  morbidity 
reports  submitted  from  the  six  states  a 
definite  increase  in  the  pellagra  rate  was 
shown  with  the  exception  of  Missouri 
where  no  cases  whatever  were  reported 
and  Kentucky  where  only  thirteen  cases 
were  reported  for  1927.  The  greatest  in- 
crease was  shown  in  the  State  of  Missis- 
sippi where  there  were  reported  nearly 


4000  cases  in  the  four  months  period,  July 
to  November,  1927.  Only  700  cases  were 
reported  for  the  corresponding  period  in 
1926.  A marked  increase  in  the  pellagra 
rate  was  also  experienced  in  Arkansas. 

The  only  measures  taken  to  combat  the 
pellagra  rate  were  through  the  medium  of 
the  distribution  of  dried  brewers’  yeast 
which  was  generously  supplied  by  the 
American  Red  Cross  to  various  state 
boards  of  health.  This  was  distributed 
through  the  full  time  health  departments 
who  in  turn,  in  many  instances,  utilized 
the  farm  demonstration  agents  and  other 
local  organizations.  In  some  instances, 
tomato  juice  in  a limited  amount  was  also 
distributed. 

MALARIA  CONTROL. 

In  the  control  of  malaria  emphasis  was 
placed  on  the  continuance  of  the  screening 
program  previously  discussed.  Although  at 
present  the  work  is  not  being  done  free  of 
cost  to  the  owners  of  homes,  at  the  same 
time  the  comfort  of  properly  screened 
houses  was  amply  demonstrated  and  it  is 
believed  that  a renewed  interest  in  this 
phase  of  malaria  control  is  developing. 
From  the  reports  submitted  by  Mr.  Le- 
Prince  on  the  results  of  the  screening  pro- 
gram of  last  summer  it  was  learned  that  in 
some  instances  county  health  officers  have 
demonstrated  at  county  agricultural  fairs 
how  substantially  made  screen  doors  can  be 
constructed  by  farm  tenants.  In  two  par- 
ishes in  Louisiana  the  health  officers  under- 
took a project  which  includes  the  screening 
of  all  malaria  families  in  his  parish.  In 
other  states  the  work  is  under  way  for  the 
protection  by  screening  of  all  malaria 
homes  in  malaria  counties.  (Work  is  now 
going  on  in  6 counties  of  five  states  as  re- 
ported by  Mr.  LePrince,  March  19,  1928.) 

The  free  distribution  of  quinine  in  the 
form  of  capsules,  pills  and  tablets  was  also 
carried  out  by  the  full  time  health  depart- 
ments through  the  medium  of  local  organi- 
zations, quinine  being  furnished  by  the 
American  Red  Cross.  At  the  present  time. 
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however,  the  Red  Cross  has  retrenched 
considerably  in  its  policy  of  supplying  this 
commodity  as  well  as  yeast  in  the  control 
of  pellagra. 

CONCLUSIONS. 

We  are  not  unmindful  of  the  disaster  of 
last  spring  but  some  comfort  can  be  ob- 
tained in  the  knowledge  that  better  com- 
munities are  builded  on  the  ruins  of  those 
destroyed  and  as  a rule  a better  public 
health  regime  inaugurated.  Surely  in  this 
experience  there  has  developed  another 
flood ; a flood  of  sanitation  which  has  placed 
us  many  years  ahead  of  our  old  program 
of  full  time  health  development.  The  fact 
that  since  last  July  78  counties  are  enjoy- 
ing adequate  public  health  protection 
through  the  labors  of  over  200  full  time 
health  workers  is  a distinct  step  forward 
and  a stimulus  to  perpetuate  these  en- 
deavors. This  can  be  done  by  creating 
such  a popular  demand  for  full  time  health 
protection  that  it  will  merit  the  same  con- 
sideration in  local  government  as  an  “edu- 
cational program”  or  a “good  roads 
program.” 

It  is  not  too  much  to  believe  that  this 
will  be  accomplished  and  that  the  Missis- 
sippi Valley  will  enjoy  the  universal  public 
health  protection  it  deserves. 

DISCUSSION. 

Dr.  C.  C.  Bass  (New  Orleans)  : I am  sure  I 

voice  the  feeling  of  all  others  in  expressing  ap- 
preciation of  the  work  done  by  the  Public  Health 
agencies  in  the  health  program  that  was  so  suc- 
cessfully carried  on  following  the  flood.  It  fre- 
quently takes  great  catastrophies  to  induce  peo- 
ple to  put  into  effect  the  measures  for  preven- 
tion and  control  of  disease  that  are  already  well 
known. 

One  of  the  best  examples  of  the  necessity  for 
special  demand  to  bring  about  the  proper  reforms 
and  to  force  people  to  employ  available  means 
was  the  control  of  yellow  fever  in  1905.  Five 
years  after  the  method  spread,  and  then  the 
method  of  control  was  well  known,  New  Orleans 
and  the  other  parts  of  this  country  were  just  as 
full  of  yellow  fever  as  it  was  before  the  infor- 
mation was  at  hand.  But  whenever  the  epidemic 
of  yellow  fever  came,  then  the  people  woke  up 
and  eliminated  those  conditions  which  made  it 


possible  for  the  disease  to  exist  and  spread.  The 
same  thing  has  occurred  with  regard  to  plague. 

During  the  flood  period,  I remember  hearing 
many  people  say  that  perhaps  the  flood  would 
Anally  prove  to  be  a blessing  in  disguise.  No 
doubt,  those  who  were  in  the  flooded  district 
found  the  disguise  very  perfect.  This  Health 
Program  that  has  been  so  much  speeded  up  by 
the  opportunity  that  was  presented  and  the  de- 
mands that  were  presented,  has  certainly  been 
one  of  the  blessings  in  disguise,  of  the  flood. 

The  County  Health  Unit  is  destined  to  be  one 
of  the  organizations  of  government  in  all  well 
developed,  highly  civilized  sections  of  the  coun- 
try. It  seems  that  the  county  is  the  ideal  unit, 
and,  barring  the  few  large  cities  where  there 
may  be  municipal  health  units  operating  inde- 
pendently to  advantage,  the  county  unit  is  the 
most  successful. 

The  demonstration  that  has  resulted  from  the 
success  of  these  health  units  and  that  have  re- 
sulted from  health  units  in  other  parts  of  the 
country  show  beyond  question  that  whenever  the 
time  arrives,  whenever  the  demand  is  sufficiently 
great,  whenever  the  people  are  sufficiently  well 
aroused  to  the  opportunity  and  the  need,  then 
it  is  possible  to  put  into  operation  a health  organ- 
ization, which  can  control  most  any  of  the  com- 
municable diseases,  and  contribute,  perhaps,  inore 
largely  to  the  welfare  of  the  people  than  a simi- 
lar amount  of  money  or  effort  put  into  any  other 
activity. 

Dr.  Oscar  Dowling  (New  Orleans) ; I wish  to 
express  appreciation  to  the  United  States  Pubilc 
Health  Service,  the  Rockefeller  Foundation,  and 
especially  to  the  doctors  of  the  State  of  Louisiana 
for  their  co-operation  during  the  last  flood.  The 
doctors  were  wonderfully  helpful.  This  was  veri- 
fied by  a statement  made  by  Dr.  M.  C.  Reeves  of 
Vidalia  a week  ago.  He  told  me  that  everybody  in 
his  vicinity  was  vaccinated  against  typhoid,  for 
w'hich  service  he  had  not  received  one  cent  of  com- 
pensation from  the  Red  Cross  or  from  any  other 
source,  and  there  had  not  occurred  a case  of  ty- 
phoid in  that  community. 

We  were  very  happy  to  emerge  from  the  flood 
wRh  health  conditions  better  than  before.  It  was 
due  to  the  splendid  co-operation  of  the  doctors 
and  the  help  of  the  people  who  realized  that  our 
program  was  pertinent  to  conditions  and  meant 
control  of  disease.  I want  to  quote  from  an  ad- 
dress— I read  this  night  before  last — made  by  Dr. 
Formento  before  the  American  Public  Health  As- 
sociation in  Mexico  City  in  1892,  in  which  he  said; 

“Every  citizen  today  fully  understands  the  im- 
portance, the  necessity  of  a pure  water  supply, 
pure  milk  and  wholesome  food,  removal  of  nui- 
sances, ventilation,  drainage,  sewerage,  paving  of 
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streets,  etc.  Everyone  appreciates  the  benefits  of 
hygiene  in  all  its  branches  and  numerous  applica- 
tions. Never  was  there  a more  propitious  time  to 
agitate  this  great  question  of  public  sanitation. 
Governments  and  individuals  begin  to  fully  real- 
ize that  sanitary  improvement  is  a good  invest- 
ment— that  hundreds  or  thousands  spent  in  that 
direction  will  bring  back  millions  and  millions, 
to  say  nothing  of  the  added  value  of  increased 
population  and  diminished  death  rate.  It  pays  to 
enforce  sanitation  .... 

“On  the  subject  of  alimentation  we  will  say 
that  the  necessity  of  meat  inspection  as  well  as 
that  of  a fixed  standard  to  determine  the  quality 
of  milk,  and  the  prohibition  from  the  market  of 
tuberculous  milk  and  meat,  are  now  recognized 
by  all  sanitarians,  and  sanitary  laws  to  that  effect 
are  being  gradually  adopted  and  enforced  in  every 
country.” 

The  important  part  to  me  is  that  this  statement 
was  made  in  1892,  and  up  to  the  present  time 
we  have  not  succeeded  in  convincing  a number 
of  our  communities,  among  which  are  some  of  the 
largest,  of  the  need  of  standardization  of  the  milk 
supply.  I hope  it  will  come  in  the  near  future. 

Based  on  past  experience,  I feel  safe  in  saying 
that  the  time  is  not  far  distant  when  all  com- 
municable disease  will  be  controlled  in  the  State 
of  Louisiana,  as  has  been  yellow  fever. 

Chairman  Fred  Mayer  (Opelousas):  Is  there 

any  further  discussion?  It  is  a strange  phase  of 
mob  psychology  in  Louisiana  that  we  have  been 
whipped  into  a fever  of  excitement  by  some  spec- 
tacular disease,  like  yellow  fever,  and  pay  abso- 
lutely no  attention  to  those  diseases  that  steal 
in  like  a thief  in  the  night,  “T.  B.”  or  typhoid. 

Our  Board  of  Health,  in  1906,  through  whole- 
sale fumagation,  in  New  Iberia,  stamped  out  a 
case  of  yellow  fever,  and  prevented  a spread  for 
the  first  time  in  the  history  of  the  South,  before 
frost  in  a year  following  an  epidemic  year.  The 
town,  whipped  into  excitement,  paid  absolutely 
no  attention  to  an  epidemic  of  typhoid  that  had 
carried  off  sixty  cases,  and,  of  course,  as  usual, 
paid  no  attention  to  “T.  B.”,  which  there  as  else- 
where, continued  to  ply  its  deadly  work. 

It  is  a strange  phase  of  human  nature  that  I 
have  never  been  able  to  understand;  the  measures 
taken  to  stamp  out  yellow  fever,  directed  primar- 
ily against  that  disease,  stamped  out  the  epidemic 
of  typhoid  and,  incidentally,  malaria,  and  the  doc- 
tors for  a year  and  a half  were  short  of  malaria 
cases,  as  a result  of  the  measures  directed  against 
yellow  fever.  And  incidentally,  the  people  for  the 
first  time  in  forty  years  sat  on  their  galleries 
without  being  pestered  with  mosquitoes,  but  when 
the  danger  of  yellow  fever  passed  away,  they 
lapsed  back  into  their  old  methods  and  indiffer- 


ence with  the  usual  malarial  incidence,  hence  the 
necessity  of  constantly  preaching  hygiene  and 
sanitation. 

Dr.  Oscar  Dowling  (New  Orleans)  : The  ques- 

tion raised  by  Dr.  Willis  in  reference  to  educating 
the  public  is  provided  for  in  the  requirements 
for  the  Health  Officer.  There  are  certain  duties 
the  Health  Officer  shall  perform,  but  the  directors 
of  Health  Units  do  additional  work.  The  added 
activities  do  not  excuse  the  director  from  per- 
forming routine  duties,  and  undoubtedly  they 
would  have  the  community  meetings  or  community 
clubs  and  have  specific  dates  for  lectures.  Where 
the  director  desires  help  the  State  Board  of  Health 
will  arrange  to  provide  an  additional  lecturer. 

May  I bring  to  your  attention  that  the  law 
says  each  parish  shall  have  a Health  Officer.  If 
we  had  the  support  of  the  doctors  in  the  state 
we  would  have  an  efficient  health  officer  in  every 
parish  of  the  state.  The  matter  of  compensation 
was  decided  by  the  Supreme  Court,  which  ruled 
that  the  minimum  salary  for  a health  officer  was 
three  thousand  a year  with  six  hundred  dollars 
for  traveling  expenses  and  four  hundred  dollars 
for  incidental  expenses. 

The  State  Board  of  Health  stands  ready  to  pro- 
vide for  every  parish  in  the  State  which  desires 
to  undertake  full-time  health  work  and  will  put 
up  $4,000.  Where  this  is  done  the  work  is  carried 
on  more  effectively.  I bring  this  to  your  atten- 
tion and  ask  your  co-operation  in  seeing  that  we 
have  effecient  health  departments  in  every  parish 
in  the  State. 


NINE  YEARS  GOING  BEGGING.— There  are 
communities  in  the  South  and  Southwest  where  the 
most  modern  practice  has  been  adopted;  but  there 
are  still  others  in  which  conditions  are  utterly  at 
variance  with  the  high  level  of  prosperity  and  in- 
telligence characteristic  of  the  nation  as  a whole. 
There  are  no  public  channels  into  which  the  South 
can  more  wisely  pour  liberal  appropriations  of  its 
new-found  wealth  than  those  which  lead  to  health, 
comfort  and  the  prevention  of  disease.  No  one 
knows  this  better  than  the  medical  men  of  the 
South.  Parts  of  the  North  and  Northwest  are 
equally  behind.  Nothing  is  too  good  for  them  in 
the  way  of  tangibles.  They  have  costly  roads, 
motors,  radios,  musical  instruments  and  all  the 
amenities  of  modern  American  life.  It  is  right 
that  they  should  have  them;  but  it  is  not  to  their 
credit  if  they  neglect  such  intangibles  as  health 
and  education. — Editorial;  Saturday  Evening  Post, 
August  25,  1928,  p.  22. 
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THE  PROPHYLAXIS  OF  CANCER, 
WITH  SPECIAL  REFERENCE 
TO  THE  CERVIX  UTERI.* 

C.  JEFF  MILLER,  M.  D., 

New  Orleans. 

Every  year  500,000  people  die  of  cancer, 
100,000  of  them  in  the  United  States  alone. 
It  claims  its  victims  at  the  rate  of  one  in 
every  four  minutes,  and  it  more  than 
equals  the  combined  annual  devastation  of 
storms,  earthquakes,  floods  and  volcanic 
eruptions  throughout  the  world.  Between 
the  ages  of  forty-five  and  sixty-five  one 
woman  in  every  five  dies  of  it,  with  car- 
cinoma of  the  cervix  uteri  responsible  for 
more  than  half  of  these  deaths,  and  the 
United  States  leads  the  world  in  the  prev- 
alence of  genital  carcinoma. 

Moreover,  within  the  last  twenty-one 
years — I am  quoting  from  Schereschew- 
sky’s  brilliant  report  in  the  United  States 
Public  Health  Reports  for  1926 — within 
the  last  twenty-one  years,  while  the  death 
rate  from  tuberculosis  has  decreased  40  per 
cent  and  the  death  rate  from  typhoid  has 
decreased  50  per  cent,  the  death  rate  from 
carcinoma  has  actually  increased.  It  has 
not  remained  merely  stationery,  which 
would  be  black  enough,  but  it  has  actually 
increased.  It  must  be  granted  that  a por- 
tion of  this  increase  is  apparent  rather 
than  real  and  can  be  explained  in  two  ways. 
In  the  first  place,  death  certificates  are  now 
being  filled  out  with  greater  accuracy  and 
precision.  In  the  second  place,  at  least  in 
civiliaed  countries,  men  and  women  reach  a 
greater  age  and  possess  a higher  degree  of 
longevity,  so  that,  as  one  writer  puts  it, 
every  person  saved  from  death  in  youth  is 
one  more  potential  victim  for  cancer  in  old 
age.  Granting  all  of  this,  however,  the 
fact  still  remains  that  part  of  the  increase 
is  real,  and  in  view  of  the  generally  de- 
creasing death  rate  for  other  conditions, 
an  actual  increase  of  at  least  25  per  cent 
in  the  death  rate  for  cancer  in  less  than 

♦Read  before  Louisiana  State  Medical  Society, 
Baton  Rouge,  April  10-12,  1928. 


twenty-five  years  cannot  be  viewed  with 
complacency  by  the  medical  profession  or 
with  equanimity  by  the  laity. 

Statistics  are  notoriously  unreliable,  but 
these  figures  permit  of  no  argument,  and 
they  are  my  apology,  if  apology  be  needed, 
for  presenting  again  a subject  to  which  I 
can  add  nothing  new  and  on  which  I can 
probably  say  nothing  that  you  do  not 
already  know.  But  it  seems  to  me,  even  at 
the  risk  of  being  monotonous,  that  it  is  not 
amiss  for  us  to  study  the  situation  again, 
to  take  stock  of  our  knowledge  of  this 
hitherto  invincible  disease,  and  to  consider 
how  we  are  fulfilling  our  responsibility  to 
our  patients  and  to  the  public  in  what  we 
are  doing  for  it. 

As  Graves  pointed  out  in  his  scholarly 
paper  before  the  Sixth  British  Congress  of 
Obstetrics  and  Gynecology  which  met  at 
Manchester  in  1926,  in  the  combat  with 
any  given  disease  three  factors  must  be 
considered,  the  essential  or  primary  cause, 
the  exciting  or  secondary  cause,  and  the 
cure.  We  do  not  know  the  primary  cause 
of  cancer  and  our  efforts  to  prevent  it  are 
therefore  largely  strokes  in  the  dark.  But 
we  do  know  definitely  its  secondary  or  ex- 
citing cause,  and  efforts  to  prevent  it,  in- 
telligently and  intensively  directed,  would 
do  much  to  lessen  the  incidence  of  the  dis- 
ease. And  we  know  absolutely  the  cure, 
complete  excision  of  the  growth  while  it  is 
still  a local  condition.  That  the  disease  is, 
relatively  speaking,  so  seldom  cured,  is  not 
a refutation  of  this  fact  but  rather  a re- 
proach to  us  of  the  profession  who  fail  to 
see  it  at  this  stage,  partly  because  we  have 
not  educated  the  laity  to  seek  out  promptly, 
partly  because  we  are  prone  to  trifle  with 
the  condition  even  when  it  is  brought  to 
our  attention. 

I have  only  admiration  and  respect  for 
the  work  that  is  being  done  in  laboratories 
and  clinics  all  over  the  world  in  the  scien- 
tific study  of  cancer,  and  I know  that  our 
ultimate  success  in  the  combat  with  it  will 
be  due  entirely  to  that  work.  I hope  there- 
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fore  that  you  will  not  misunderstand  me, 
that  you  will  realize  that  I am  in  no  way 
disparaging  the  efforts  of  these  tireless 
students,  when  I say  that  until  their  work 
is  complete,  until  the  ultimate  cause  of 
cancer  is  identified,  the  key  to  success  in 
the  management  of  it  does  not  lie  in  their 
hands.  It  lies  rather  in  our  hands,  we  men 
who  are  clinicians  rather  than  scientists, 
and  particularly  it  lies  in  the  hands  of  the 
family  physician  who  usually  sees  the 
patient  first,  and  in  the  hands  of  the 
gynecologist  to  whom  she  is  usually  sent 
for  treatment. 

It  is  not  my  intention  to  dwell  upon  the 
pathology  of  cancer  or  to  discuss  at  length 
the  various  theories  of  its  origin,  but  be- 
cause prevention  and  treatment  are  so 
largely  based  upon  etiology,  that  phase  of 
the  question  can  be  completely  ignored. 
While  we  are  still  in  the  dark  as  to  the 
ultimate  cause,  we  do  know  that  cancer  is 
in  all  instances  due  to  an  abnormal  growth, 
a running  wild,  so  to  speak,  of  normal 
cells  which  have  lost  the  power,  undoubt- 
edly possessed  by  them  though  as  yet  un- 
identified, of  inhibiting  the  size  and  growth 
of  their  tissues.  Eventually  these  cells 
which  grow  out  of  their  natural  environ- 
ment and  beyond  their  natural  boundaries 
destroy  first  the  local  tissues  which  feed 
them  and  finally  the  entire  host.  That  is, 
cancer  is  essentially  a perverted  biologic 
process,  an  atavistic  throw-back,  as  Blair 
Bell  puts  it,  of  the  somatic  cell  to  its  earliest 
embryonic  type  because  of  the  failure  of  its 
restraining  hormone. 

The  primary  cause  of  this  perversion  we 
do  not  yet  know  but  the  exciting  or  predis- 
posing cause  is  very  clear.  Chronic  irrita- 
tion, no  matter  what  form  it  may  assume, 
probably  lies  back  of  every  cancer  of  which 
it  is  possible  to  conceive.  First  advanced 
by  Virchow  and  by  Billroth,  and  for  many 
years  established  only  from  the  clinical 
side,  in  the  last  fifteen  years  this  theory 
has  been  repeatedly  proven  from  the  expe- 
rimental side  also.  The  work  of  Jones, 
under  the  auspices  of  the  Cancer  Commis- 


sion of  Harvard  University,  is  particularly 
conclusive  and  may  be  quoted  as  typical  of 
all  such  investigations.  Her  report  is 
based  upon  a study  undertaken  to  deter- 
mine the  susceptibility  or  immunity  of  mice 
to  a certain  type  of  transplanted  malig- 
nant tumor,  the  strain  in  which  it  is 
originally  found  being  susceptible  to  its 
transplantation  in  100  per  cent  of  all  cases; 
that  is,  the  transplanted  tumor  always 
grows.  On  the  other  hand,  mice  of  another 
strain  are  completely  immune  to  it  under 
ordinary  circumstances;  that  is,  the  trans- 
planted tumor  never  grows.  But — and 

here  is  the  crux  of  the  investigation — the 
addition  to  the  inoculated  tumor  of  a 
piece  of  sterilized  flannel  results  in  the 
development  of  malignancy  in  about  15  per 
cent  of  the  animals.  That  is,  without 
considering  other  factors,  local  irritation, 
no  matter  how  simple  or  how  favorably 
introduced,  if  we  may  employ  such  a term, 
will  cause  malignancy  and  will  overcome 
even  an  inherited  immunity  which,  with- 
out such  irritation,  is  capable  of  prevent- 
ing any  growth  whatever. 

Fitz-Patrick  has  recently  advanced  a 
special  theory  for  uterine  cancer  which  I 
quote  to  you,  without  comment,  for  what 
it  is  worth.  It  is  his  idea  that  there  may 
be  a possible  connection  between  the  rapid 
increase  in  the  incidence  of  uterine  cancer 
and  the  corresponding  decrease  in  the 
bearing  of  children,  since  uterine  and  mam- 
mary cancer  are  increasing  most  rapidly  in 
those  countries  in  which  race  suicide  is 
most  prevalent.  That  is,  by  his  theory  a 
woman  who  persists  in  marital  relations, 
which  reflexly  cause  in  the  uterus  the 
changes  incident  to  pregnancy,  but  who  at 
the  same  time  repeatedly  avoids  child- 
bearing, is  misusing  her  organs  and  is  not 
functioning  physiologically.  The  virgin,  on 
the  other  hand,  even  though  she  does  not 
bear  children,  is  not  misfunctioning.  The 
theory  is  fanciful  and  as  yet  there  is  noth- 
ing to  substantiate  it,  as  its  author  is  the 
first  to  admit.  But  he  believes  that  special 
investigation  along  this  line  may  be  worth 
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undertaking,  and  he  quotes  in  its  favor 
Gideon  Wells’  suggestive  statement  that 
the  dairy  cow,  which  has  the  most  over- 
worked mammary  gland  in  the  world, 
never  develops  cancer,  while  the  human 
subject  which  does  less  work  in  bearing 
children  than  any  other  animal,  is  the  only 
one  which  has  cancer  of  the  uterus  with 
any  degree  of  frequency. 

Diametrically  opposed  to  this  view  is  the 
long  accepted  theory  that  cancer  of  the 
cervix  develops  because  women  have  had 
children.  Certainly  the  figures  seem  to 
support  this  belief,  though  recently  it  has 
been  suggested  that  they  may  be  capable 
of  another  interpretation,  and  we  are  com- 
ing to  believe  that  it  is  not  the  actual 
child-bearing  which  is  important,  or  even 
the  trauma  which  results  from  it,  but  the 
inflammations  and  infections  which  follow 
that  trauma.  The  sequence  of  events  is 
quite  clear.  Cancer  never  develops  in 
healthy  tissues.  The  process  of  child- 
bearing, even  if  normal  and  physiologic, 
furnishes  always  a certain  amount  of 
trauma;  if  it  is  pathologic  in  itself  or  if  it 
is  improperly  managed,  that  trauma  is  ex- 
aggerated. The  injuries  thus  caused 
furnish  a.  ready  soil  for  infection,  and  the 
infection  in  its  turn  results  in  inflamma- 
tions, foul  discharges,  and  finally  erosions 
which  are  characterized  by  hyperplasia, 
proliferation  and  cystic  degeneration. 
This  is  particularly  true  of  erosions  of  the 
papillary  type,  and  Matthews  and  others 
have  called  attention  to  the  fact  that  they 
have  inherent  in  them  all  the  hallmarks  of 
malignancy,  and  that  it  is  but  a step  from 
the  extreme  cell  proliferation  with  orderly 
arrangement  which  occurs  in  marked 
hyperplastic  endocervicitis  to  the  disor- 
derly arrangement  with  embryonic  cells 
which  is  found  in  true  malignancy.  The 
sequence  has  been  proved  too  many  times 
to  make  it  longer  a matter  of  dispute.  I 
am  aware  that  pathologists  object  to  the 
term  precancerous  on  the  ground  that  a 
condition  is  either  malignant  or  it  is  not, 
and  academically  they  are  correct,  but  if 


ever  the  term  is  used  justifiably  it  is  cer- 
tainly in  such  cervical  conditions  as  these 
we  have  just  been  discussing. 

From  the  clinical  side  the  proof  is 
equally  clear.  It  is  supported  by  incontro- 
vertible statistics  and  by  the  observations 
of  many  skilled  clinicians.  The  incidence 
of  obstetric  lesions  preceding  cervical  car- 
cinoma is  variously  estimated  at  from  90 
to  98  per  cent,  and  in  those  instances  in 
which  there  is  no  story  of  child-bearing, 
investigation  usually  brings  to  light  a his- 
tory of  long-standing  pathology  ranging 
from  inflammations  to  new  growths.  As 
Graves  has  well  said,  in  the  traumatized, 
lacerated,  infected  cervix  are  found  all  the 
elements  favorable  for  carrying  out  in  the 
human  being  the  experiment  of  cancer  pro- 
duction. Whether  he  is  equally  correct  in 
emphasizing  as  strongly  as  he  does  the 
role  which  gynatresia  plays  in  its  produc- 
tion it  is  still  not  possible  to  say,  but 
certainly  it  is  a factor  which  cannot  be 
altogether  disregarded. 

So  much,  then,  for  what  we  know  of  the 
etiology  of  cancer  and  especially  of  cancer 
of  the  cervix.  Our  knowledge  is  limited,  it 
is  true,  but  is  it  sufficiently  limited  to  ex- 
plain the  appalling  incidence  of  the  disease 
throughout  the  world  and  to  explain  the 
appalling  mortality,  the  tremendous  econ- 
omic and  social  losses,  which  follow  in  its 
wake?  Are  we  as  free  from  blame  in  the 
matter  as  we  are  wont  to  believe?  And  if 
not,  how  are  we  to  improve  the  situation? 

Leaving  aside  for  the  moment  the  matter 
of  public  education  in  this  regard,  let  us 
consider  our  personal  responsibility.  The 
most  eloquent  news  article,  the  most  effec- 
tive editorial,  will  never  equal  the  personal 
instruction  of  the  trusted  family  physician. 
Women  must  be  taught  to  lay  aside  their 
dread  of  pelvic  examinations.  They  must 
be  taught  that  genital  health,  if  I may  so 
express  it,  is  an  integral  part  of  their 
general  bodily  well-being.  They  must  be 
taught  to  consult  the  physician  not  only 
when  they  suspect  that  something  is  wrong, 
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but  even  when  they  are  sure  that  nothing 
is,  as  a sort  of  insurance  against  evil. 
Routine  pelvic  examinations  at  regular  in- 
tervals during  the  cancer  years  and  even 
before  them  would  do  more  than  any  other 
thing  to  lessen  the  incidence  of  the  disease 
and  to  reduce  its  mortality.  And  that  ideal, 
Utopian  though  it  be  and  far-off  though  it 
seem,  is  not  impossible  of  attainment  if  we 
of  the  medical  profession  set  it  before  our- 
selves as  a definite  goal. 

Specifically,  women  must  be  taught  that 
a vaginal  discharge  is  never  physiologic; 
that  irregularities  of  menstruation  are  not 
normal  at  any  age  and  are  not  more  normal 
at  forty-five  than  at  twenty-five ; that  bleed- 
ing is  not  a natural  accompaniment  of  the 
menopause;  and  that  neither  discharge  nor 
bleeding  ever  occurs  from  a healthy  uterus 
when  once  menstruation  has  ceased. 
Finally,  they  must  learn  that  pain  is  not 
an  early  symptom  of  cancer  and  that  the 
woman  who  deludes  herself  with  the  belief 
that  because  she  has  no  pain  she  cannot 
have  cancer  is  going  later  to  pay  the  price 
of  her  false  security. 

It  is  equally  important  that  women  be 
taught  the  truth  about  cervical  injuries  and 
cervical  infections.  They  must  learn  that  a 
healthy  cervix  is  the  best  possible  safe- 
guard against  the  development  of  malig- 
nancy. Here  the  responsibility  of  the 
physician  is  quite  clear,  and  yet  we  still 
find  men,  many  of  them,  who  advise  de- 
ferring the  correction  of  cervical  injuries 
until  the  patient  is  past  her  child-bearing 
years,  with  a blissful  disregard  of  the  fact 
that  by  that  time  irrevocable  damage  may 
have  been  done  to  the  pelvic  structures  and 
malignancy  may  have  become  an  actuality 
instead  of  a potentiality.  Such  treatment, 
too,  must  be  undertaken  promptly,  not 
after  the  changes  have  occurred  which  may 
later  produce  cancer.  The  exact  interval 
after  childbirth,  provided  it  be  reasonably 
prompt,  is  not  a matter  of  great  moment, 
though  I may  say  in  passing  that  except 
in  the  occasional  case  I am  not  an  advocate 


of  routine  cervical  repair  immediately 
after  delivery. 

That,  such  a plan,  consistently  followed, 
actually  does  prevent  malignancy  is  over- 
whelmingly evident.  Graves’  figures,  the 
latest  I have  at  hand,  show  that  in  a series 
of  roughly  5,000  cases  studied  by  him  in 
which  cervical  repair  had  been  done,  only 
four  patients  later  developed  malignancy, 
and  in  two  of  these  the  operation  was  un- 
skillfully  performed  and  defeated  its  own 
end  in  that  a definite  stenosis  of  the  canal 
resulted.  While  the  figures  are  not  conclu- 
sive in  that  they  have  not  been  checked  by 
an  equally  large  control  series  in  which 
cervical  repair  was  done,  at  least  they 
amply  support  the  argument  that  properly 
performed  repair  operations  are  a most 
effective  phophylaxis  against  cervical 
cancer. 

It  seems  incredible  and  yet  it  is  only  too 
sadly  true  that  often  a physician  is  con- 
sulted by  a patient  who  gives  what  would 
seem  to  be  a typically  suggestive  history 
of  discharge  and  bleeding  and  yet  who 
is  dismissed  without  examination,  with 
merely  a prescription  for  ergot,  instruc- 
tions for  douching,  and  the  advice  to  wait 
and  see  whether  the  condition  does  not 
clear  up  of  itself.  Perhaps  the  physician 
does  not  realize  the  significance  of  such  a 
history,  perhaps  he  is  untrained  or  un- 
equipped to  make  the  necessary  examina- 
tions, but  whatever  the  cause,  his  tactics 
are  more  than  futile,  they  are  criminal. 
The  equipment  for  a pelvic  examination  is 
simple,  the  cervix  is  readily  accessible  for 
inspection  through  a speculum,  the  devel- 
opment of  a tactile  sense  is  not  difficult, 
and  if  the  general  physician  does  not  feel 
himself  competent  to  pass  upon  the  case, 
he  can  always  refer  the  patient  to  a special- 
ist who  is.  No  woman  in  the  cancer  years 
or  before  them,  with  such  a history,  should 
be  dismissed  without  pelvic  examination. 

Moreover,  mere  palpation  and  mere  in- 
spection are  not  usually  sufficient.  Cancer 
in  these  modern  days  is  not  only  a clinical 
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itity,  it  is  a microscopic  fact.  The  curette 
the  physician’s  weapon,  the  pathologist 
his  ally.  Indeed,  cancer  cannot  be 
eated  without  the  pathologist,  and  a hos- 
tal  which  lacks  that  important  member 
)es  not  deserve  its  name.  Serodiagnosis 
cancer  is  still  in  its  infancy  and  perhaps 
will  never  outgrow  its  swaddling  clothes, 
it  diagnostic  curettage  and  biopsy  are 
tablished  procedures,  and  the  results  of 
leir  interpretation  by  a competent  path- 
ogist  may  be  taken  as,  humanly  speaking, 
isolutely  reliable.  The  patient  may  be  in- 
»nvenienced,  she  may  be  put  to  needless 
cpense,  she  may  be  unnecessarily  alarmed, 
it  on  the  other  hand  her  life  may  be  saved, 
id  the  end  justifies  the  means.  The  cura- 
lity  of  cancer  depends  entirely  upon  its 
irly  detection  and  early  detection  can  be 
;hieved  only  by  adequate  co-operation 
ith  the  laboratory  and  the  pathologist. 

In  this  connection  it  is  well  to  emphasize 
so  the  necessity  for  the  routine  examin- 
;ion  of  tissues  excised  when  cervical 
;pair  is  done.  We  have  no  guarantee  that 
alignancy  does  not  already  exist,  even  in 
3ung  women,  and  such  a precaution  is 
mply  an  added  insurance  against  disaster. 

The  treatment  of  cancer  is  beyond  the 
mits  of  my  subject,  but  even  at  the  risk 
: transcending  them,  let  me  point  out 
lat  mere  diagnosis  is  not  enough.  Treat- 
lent  must  be  instituted  promptly  and  it 
lust  be  instituted  discriminatingly.  There 
i no  type  of  treatment  for  all  cases, 
urgery  is  no  more  indicated  as  a routine 
lan  is  irradiation,  and  there  are  instances 
1 which,  from  the  patient’s  standpoint, 
le  best  treatment  is  none  at  all,  or,  rather, 
) express  it  more  clearly,  the  best  treat- 
lent  is  one  aimed  to  alleviate  the  symp- 
)ms  rather  than  to  cure  the  disease,  for 
le  reason  that  it  is  too  late  to  treat  the 
isease.  The  proper  classification  of  cases 
1 a sine  qua  non  before  any  procedure  is 
ndertaken.  The  former  devision  of  bor- 
erline cancer  is  no  longer  admitted  to 
sist,  and  today  we  have  only  early  and  late 
ases,  the  early  being  those  in  which  the 


disease  is  clearly  localized  within  the 
cervix,  the  late,  those  in  which  it  is  ex- 
tended beyond  it.  There  may  be  subdi- 
visions of  this  grouping  and  refinements 
of  classification,  but  we  cannot  go  beyond 
the  fact  that  the  type  of  treatment  must 
always  be  decided  by  whether  or  not  the 
disease  is  early  or  late,  which  in  turn 
means  whether  or  not  is  confined  to  the 
cervix  or  has  extended  beyond  it. 

As  to  the  medical  treatment  of  cancer, 
my  own  instinct,  like  yours,  is  to  doubt 
the  diagnosis  in  any  supposed  case  in 
which  a cure  has  been  effected  by  drugs. 
As  W.  P.  Mayo  well  puts  it,  the  success 
of  the  cancer  quack  depends  not  upon  the 
number  of  cancers  he  cures  but  upon  the 
number  of  non-cancerous  lesions  he  re- 
moves in  the  name  of  cancer.  It  would 
seem  almost  unnecessary  to  bid  you  flee 
from  the  advertised  cancer  cure  as  you 
would  from  the  plague  except  that  again 
and  again  one  hears  of  physicians  who, 
perhaps  from  ignorance,  perhaps  from 
other  and  less  worthy  motives,  have  ap- 
parently succumbed  to  its  lure.  In  spite 
of  its  specious  promises  and  its  glowing 
testimonials,  death  stalks  in  its  wake. 

The  situation  is  far  from  hopeless,  at 
least  as*  concerns  cervical  cancer.  As 
Graves  has  pointed  out,  there  are  certain 
favorable  factors  in  this  disease  which  are 
not  duly  appreciated.  It  has  a tangible 
etiology  and  a recognizable  precancerous 
stage,  it  is  primarily  accessible,  it  is  to  a 
considerable  extent  preventable  and  in  its 
early  stages  it  is  largely  curable.  The  mul- 
tiplication of  statistics  is  unnecessary;  we 
all  know  that  the  crux  of  the  problem  lies 
in  two  things,  prevention  and  early  detec- 
tion. And  both  of  these  roads  lead  straight 
back  to  the  medical  profession,  the  achieve- 
ment of  both  goals  lies  mainly  in  our 
hands. 

We  have  already  considered  the  impor- 
tance of  prompt  diagnosis,  we  have  already 
discussed  the  importance  of  the  prompt 
correction  of  cervical  lacerations  and  cer- 
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vical  infections.  They  are  always  path- 
ologic and  they  should  never  be  tolerated, 
for  while  they  may  not  become  malignant, 
they  have  in  themselves  the  possibilities  of 
malignancy,  so  that  every  piece  of  prophy- 
laxis, where  they  are  concerned,  cheats 
cancer  of  one  potential  victim. 

But  our  responsibility  lies  deeper  than 
our  responsibility  to  our  individual  pa- 
tients. We  owe  it  to  the  public  to  keep 
constantly  before  it  the  true  menace  of 
cancer,  and  notable  work  has  been  done  in 
this  connection  by  the  American  Society 
for  the  Control  of  Cancer,  the  American 
Medical  Association,  the  American  College 
of  Surgeons  and  the  Gorgas  Memorial  In- 
stitute. But  we  have  not  gone  far  enough, 
we  have  not  even  approximated  the  results 
obtained  in  similar  campaigns,  notably  that 
against  tuberculosis.  Cancer  weeks  are  all 
very  well  but  they  are  not  enough.  Syste- 
matic, intensive,  unremitting  preaching  is 
necessary,  precept  upon  precept,  line  upon 
line,  repetition  upon  repetition.  Nothing 
else  can  bring  results. 

And  while  we  are  preaching  the  menace 
of  cancer,  let  us  not  ignore  the  other  side. 
Let  us  emphasize  to  our  patients  and  to  the 
public  that  even  in  our  present  state  of 
knowledge  cancer  is  relatively  a prevent- 
able disease,  and  that  every  case  of  cured 
cancer  is  fresh  evidence  that  cancer  can  be 
cured.  Cancer-hysteria  is  only  a remote 
possibility,  and  I prefer  Sir  Berkeley 
Moynihan’s  view  of  the  situation,  that  by 
preaching  the  menace  of  cancer  to  the  pub- 
lic we  are  not  scaring  people  to  death,  we 
are  literally  frightening  them  into  life. 

DISCUSSION. 

Dr.  C.  P.  Gray  (Monroe)  : I am  sorry  that  I 

was  just  a few  minutes  late,  I was  unavoidably 
detained,  and  I did  not  get  here  in  time  to  hear 
all  of  the  doctor’s  paper.  I want  to  compliment 
him  upon  this  paper,  and,  first  of  all  to  call  to 
your  attention  the  importance  of  the  subject 
w'hich  the  doctor  has  chosen. 

I believe,  in  a way,  there  is  no  doubt  but  what 
the  medical  profession,  from  some  angles,  have 
frightened  the  public  and  misled  the  public,  and 
have  not  educated  them  in  the  right  direction, 


or,  in  other  words,  that  we  have  spent  a gre, 
deal  of  lost  motion  in  trying  to  teach  them  ai 
in  educating  them  in  the  importance  of  the  pr 
vention  of  cancer. 

I am  only  going  to  take  two  or  three  minut' 
of  your  time,  because  I would  much  rather  he  ' 
Dr.  Miller  discuss  this  than  for  me  to  make  ai  i 
attempt. 

Next,  I believe  that  we  have  been  at  fault, 
regards  the  cervix.  We  have  been  disposed 
look  upon  the  cervix  simply  as  that  portion  ' 
the  uterus,  the  vaginal  portion  of  the  uterus  whi' 
was  capable  only  of  creating  damage  to  the  e' 
tent  of  producing  an  extensive  leukorrhea  ai  i 
in  the  majority  of  cases. 

Now,  it  is  true  that  we  all  know  and  reali:  ‘ 
that,  to  give  grave  consideration  to  the  cerv 
that  has  been  lacerated  and  torn  in  childbirt  I 
and  to  advise  that  that  be  repaired  as  early  ;; 
possible,  in  order  to  remove  that  scarred  tissi,; 
or  that  source  of  irritation,  in  order  to  preve:  | 
cancer.  Now,  it  seems  to  me,  that  that  is  ju  ^ 
about  as  far  as  the  medical  profession,  as  a whol  j 
has  gone.  It  seems  that  we  have  forgotten  to  ir  | 
press  upon  the  public  those  little  glands  beyoi^ 
the  external  or  physical  of  the  cervix,  and  the  ij 
f ection  which  becomes  imbedded  in  those  glan^  I 
and  produces,  in  the  majority  of  cases,  this  si 
called  leukorrhea.  | 

Now,  it  seems  to  me  that  in  those  cases  th  j 
we  have  overlooked  the  fact  to  impress  this  worn:  J 
or  that  woman  that  that  very  condition  is  like 
to  become  cancerous,  and,  no  doubt,  in  my  opi^ 
ion,  a great  many  of  those  cases  are  pre-cance| 
ous  when  we  see  them.  I have  been  struck  wi 
what,  to  me,  is  an  abhorrence  of  the  incorre, 
treatment  of  these  so-called  cases  of  leukorrhe 
simply  for  the  reason  that  with  proper  treatme 
we  might  possibly  destroy  a latent  cancer, 
fancer  which  we  do  not  recognize  at  that  pa 
ticular  time. 

I am  sorry.  Dr.  Miller,  that  I did  not  hear  i 
of  your  paper.  I thank  you. 

Dr.  E.  D.  Martin  (New  Orleans)  : To  emphasi: 
what  Dr.  Miller  has  said,  that  is,  the  importani 
of  examining  patients,  not  in  any  particular  stat 
but  at  all  times.  I say  this  because  I believe  thC; 
are  many  members  of  this  profession  who  are  li, 
in  such  matters.  Some  of  them  live  in  distric^ 
where  the  women  are  too  modest  to  permit  s| 
examination.  It  is  surprising  how  often  patien^ 
come  to  us,  who  if  they  had  been  examined  be.fo/i 
or  examined  for  some  trouble  of  which  they  coi 
plain,  they  would  have  been  relieved  of  a gre 
many  distressing  symptoms. 

I will  report  one  case  to  show  you  how  impo^ 
tant  it  is  to  make  these  examinations,  and  I wou 
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to  stress  the  importance  of  the  rectal  examina- 
as  well.  Not  more  than  a week  ago  a patient 
a to  me  with  a diagnosis  of  hemorrhoids.  On 
nining  the  vagina  I found  a large  tumor.  This 
ed  to  be  a fecal  pack;  this  was  removed  and 
ler  symptoms  disappeared.  It  was  fortunate 
her  that  this  occurred,  because  she  had  an 
ed  cervix  which  looked  angry,  and,  although 
malignant,  might,  I believe,  in  time  have  be- 
e so. 

he  younger  men  are  being  taught  to  examine 
r patients,  but  the  older  men  in  the  profes- 
are  lax,  and  they  are  not  only  lax  in  the 
ninations  but  they  are  lax  in  not  insisting  on 
e examinations  as  routine. 

r.  Jabez  N.  Jackson  (Kansas  City,  Mo.) : I am 
what  is  known  as  a gynecologist,  although  in 
particular  part  of  the  country  the  general 
jeon  does  gynecology  as  well. 

heard  most  of  Dr.  Miller’s  paper,  enough  to 
the  trend  of  his  opinion,  which  I approve  of 
)lutely.  In  all  the  years  that  have  gone  in 
much  investigated  subject  of  cancer  it  is 
)rising  how  little  we  know  about  cancer  today, 

, yet,  in  another  sense  it  is  surprising  how  im- 
;ant  are  the  things  we  do  know,  if  we  would 
them  into  working  effect. 

le  know  very  little  as  to  the  real  nature  and 
in  of  cancer,  some  have  believed  in  the  spe- 
ity  of  it,  due,  possibly,  to  bacterial  origin  of 
)thers  do  not.  I belong  to  the  latter  group, 
) not  believe  there  is  any  specific  infection  in 
ling  with  cancer,  but  we  all  have  learned  cer- 
things,  that  is,  that  cancer  can  be  produced 
lertain  things,  and  those  things  can  be  classified 
er  one  thing,  that  is,  chronic,  repeated  irri- 
on,  whatever  it  may  be. 

ometimes  this  chronic  irritation  may  be  bacter- 
gical  in  type,  sometimes  mechanical,  sometimes 
•mal  in  type,  but  old  lesions,  neglected,  can 
the  site  in  which  cancer  will  develop,  the  re- 
is  the  argument  which  Dr.  Miller  has  produced 
the  repair  of  the  cervix  and  the  correction  of 
cervical  cases,  the  only  logical  thing  we  know 
prevention. 

'he  second  thing  of  importance  is  that  every 
cer,  to  begin  with,  is  purely  a local  disease, 
■e  is  the  correlary:  that,  if  recognized  when 
ely  local  and  eradicated,  nobody  would  die  of 
eer.  Therefore,  comes  the  great  necessity  of 
eating,  not  only  the  doctors  who  have  the  pa- 
ts to  examine,  but  in  arousing  the  conscience 
woman  to  submit  herself  to  examination  when- 
r she  finds  anything  in  the  nature  of  an  irreg- 
• discharge  of  whatever  type. 

etting  about  what  I expect  to  talk  to  you  this 
jrnoon.  In  my  early  days  of  cancer  of  the 


breast,  I never  saw  a woman  with  cancer  until  the 
diagnosis  was  so  evident  that  a housemaid  might 
have  made  the  examination.  Now-a-days  I find 
that  in  at  least  fifty  percent  of  the  women 
who  come  to  me  for  tumor  of  the  breast,  a clinical 
diagnosis  is  impossible,  and  the  result  is  that  we 
are  getting  our  patient  at  a time  when  the  possi- 
bility of  surgery  is  being  vastly  improved. 

It  matters  not  what  we  may  consider  as  the 
therapeutics  of  late  diseases,  in  most  cases  hope- 
less, although  I am  frank  to  say  this,  that,  from 
observations,  in  the  last  few  years,  I have  been 
very  much  encouraged  to  realize  that  there  are 
some  types  of  carcinoma  of  the  cervix  which  used 
to  be  hopeless,  but  are  now  giving  promising  re- 
sults from  the  use  of  radium,  I still  believe,  how- 
ever, that  if  the  disease  can  be  recognized  in  the 
very  earliest  state,  where  we  know  the  pathology 
is  confined  entirely  within  the  uterine  body  there 
is  nothing  so  logical  as  the  complete  surgical  re- 
moval of  the  uterus  at  that  time.  The  difficulty 
comes  in  enabling  us  to  determine  as  to  whether 
there  may  be  lymphatic  permeation  beyond  the 
line. 

When  one  comes  with  the  infiltration  of  the 
uterus,  backaches,  severe  in  type,  we  realize  that 
patient  has  passed  the  period  for  surgery,  and  it 
is  a question  of  whether  we  can  accomplish  it  by 
such  a thing  as  radiation. 

In  the  early  days,  I was  somewhat  skeptical  of 
the  benefit  of  radium,  I am  speaking  of  radium 
because  I think  that  is  the  only  thing  to  consider 
in  the  treatment  of  cervical  carcinoma.  In  the 
radium  you  can  put  your  application  right  where 
you  want  it,  and  in  the  last  few  years  I have  seen 
several  cases  apparently  inoperable  that  have  been 
submitted  to  the  radium  with  apparent  clinical 
cure,  some  of  them  running  over  enough  years  to 
make  it  encouraging  but,  fundamentally,  I think 
it  is  a most  important  thing  for  us  to  teach  our- 
selves and  to  teach  our  patients  that  any  dis- 
turbances of  any  unusual  type  in  the  woman, 
particularly  when  she  reaches  that  period  of  sus- 
ceptibility, that  is  about  forty,  that  every  unusual 
symptom  should  be  carefully  noted,  that  a doubt- 
ful diagnosis  should  be  made  a clear  diagnosis  by 
curetage  and  examination  of  the  specimen,  and 
these  pre-cancerous  lesions  should  be  removed  be- 
fore they  become  cancer,  and  the  cancer  should 
be  attended  to  in  the  early  stages,  where  it  is 
curable. 

Dr.  J.  A.  Devron  (New  Orleans) ; There  is  one 
thing  I want  to  comment  on.  Most  of  you  gentle- 
men have  been  approached  by  the  radium  inter- 
ests. They  are  going  around  telling  the  doctors 
that  if  you  buy  radium  it  will  cure  cancer  and 
everything  else.  That  is  a great  danger.  I think 
we  should  warn  the  general  practitioner  that  it  is 
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dangerous.  Radium  must  be  applied  scientifically, 
and  even  men  who  have  been  using  it  for  years 
will  tell  you  that  at  first  they  did  not  know  how 
to  apply  it  and  not  destroy  too  much  tissue.  Some- 
times, in  the  past,  we  have  had  the  uterus  and  even 
the  bladder  slough  down  on  us  when  we  did  not 
know  how  to  use  it.  How  can  the  general  practi- 
tioner play  with  such  a weapon?  I think  we  should 
tell  the  general  practitioner  not  to  listen  to  these 
radium  salesmen,  but  if  they  buy  radium  before 
applying  to  consult  a gynecologist,  or  a specialist 
who  will  tell  them  how  to  apply  it  correctly. 

Dr.  C.  Jeff  Miller  (New  Orleans)  (closing): 
The  purpose  of  my  paper  was  to  emphasize  the 
prophylaxis  of  cancer,  not  its  treatment,  and,  in 
particular,  to  call  attention  to  chronic  infections 
of  the  genital  tract  as  possible  sources  of  malig- 
nancy. The  cervix  is  the  most  common  site  of  ma- 
lignancy of  the  genital  tract,  a fact  that  is  self- 
explanatory  if  we  accept  the  theory  of  chronic 
irritation  as  the  chief  causative  factor  in  the 
disease.  Lacerations  of  the  cervix  occur  in  some 
degree  in  every  delivery.  All  of  them  do  not  re- 
quire surgical  repair,  indeed,  the  majority  of  them 
heal  spontaneously.  But  those  which  do  not,  if 
they  are  neglected,  produce  definite  and  annoying 
symptoms,  chief  of  which  is  the  leukorrhea  which 
is  the  most  frequent  reason  for  gynecologic  con- 
sultation. Many  physicians,  I know,  still  advise 
against  prompt  repair  of  the  cervix,  even  in  those 
lacerations  which  quite  evidently  demand  surgical 
treatment,  on  the  ground  that  the  woman  will 
probably  have  more  children  and  the  work  will  be 
undone.  This  is  bad  advice.  Every  diseased  cer- 
vix which  gives  rise  to  symptoms  demands  treat- 
ment, and  whether  that  treatment  is  or  is  not 
surgical  is  beside  the  point.  The  principle  is  that 
some  treatment  is  indicated,  the  details  are  mat- 
ters to  be  settled  by  a study  of  the  individual 
case. 

Moreover,  promptness  of  treatment  is  quite  as 
essential  as  the  procedure  itself.  In  our  present 
knowledge  of  cancer,  imperfect  though  it  be,  we 
at  least  know  that  it  is  a disease  whose  origins 
may  be  traced  many  years  back.  To  permit  a lac- 
erated and  diseased  cervix  to  remain  untreated 
for  years  is  therefore  simply  an  invitation  to  ma- 
lignancy to  establish  itself  in  the  tissues.  Correc- 
tion of  these  troubles  at  or  after  the  menopause 
is  a policy  which  has  nothing  to  commend  it.  If 
the  condition  is  handled  promptly  the  treatment 
is  frequently  a very  simple  matter,  for  cauteriza- 
tion with  the  electro-cautery,  which  is  a feasible 
office  procedure,  is  sufficient  for  the  majoritj 
of  cases. 

Graves  has  emphasized  very  strongly  the  part 
which  defective  drainage  may  play  in  the  develop- 
ment of  malignancy,  and  it  is  easy  to  see  how 
stenosis  of  the  cervix  or  a contraction  of  the 


vagina  may  give  rise  to  chronic  irritation.  Li 
wise  fibroids  play  a part  in  the  production  of  t 
condition,  not  in  the  production  of  cervical  cai 
noma  but  of  fundal  carcinoma.  Histological  C( 
siderations  prevent  the  development  of  mal 
nancy  in  the  growth  itself,  but  the  presence 
fibroids  within  the  uterus  means  another  sou: 
of  chronic  irritation,  and  a very  large  num) 
of  cases  of  fundal  malignancy  are  found  to 
associated  -with  uterine  fibroids. 

Until  we  know  more  about  the  actual  cause 
cancer,  we  must  labor  persistently  in  the  field 
prophylaxis,  and  there  is  no  doubt  that  both  t 
incidence  of  the  disease  and  its  frightful  mort 
ity  can  be  materially  reduced  by  prompt  a 
systematic  treatment  of  lacerated  and  infeci 
cervices. 


BLASTOMYCOSIS* * 

ALDO  CASTELLANI,  M.  D.,f 
New  Orleans. 

For  some  years  I have  been  interest 
in  the  investigation  of  diseases  caused  1 
yeast-like  or  budding  fungi.  The  ter 
blastomycosis  sensu  lato  covers  all  the 
conditions,  although  from  a practical  poi 
of  view  it  could  be  of  advantage  to  lin 
the  meaning  of  the  term  blastomycosis 
denote  solely  or  principally  a clinical  en- 
ty  or  more  correctly  a group  of  close: 
allied  entities  characterized  by  the  pre: 
ence  of  granulomatous,  verrucoid  lesio 
in  which  fungi  of  the  type  blastomycoid : 
are  found. 

Yeast-like  Fungi. — The  term  “ysast-lilj 
fungi  or  ‘ budding  fungi”  is  unscientifij 
but  useful  in  practice.  “Yeast-like  fungi 
are  fungi  which  in  the  lesions  appear  i 
free  oval  or  roundish  cells,  some  of  the. 
budding,  with  usually  no  mycelium  at  a 
exceptionally  a few  mycelial  elements.  !| 
cultures  there  my  be  only  budding  cells, 
budding  cells  and  mycelium  or  myceliu 
only.  Morphologically,  in  the  lesions  tv 
principal  types  of  yeast-like  fungi  may  1, 
distinguished  (a)  the  blastomycetoid  (bla 
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ycetic  type,  (b)  the  cryptococcoid  (sac- 
romycetic)  type. 

'he  characters  of  the  blastomycetoid 
3 are  the  following : Cells  large, 

ble  contour  very  well  marked,  granules 
pherules  in  the  protoplasmi  very  evident 
of  comparatively  large  dimensions. 

'he  characters  of  the  cryptococcoid  (or 
jharomycetic)  type,  are  the  following: 
s generally  smaller,  double  contour 
ent  or  much  less  marked,  protoplas- 
;ic  granules  not  so  evident  and  usually 
:h  finer. 

'hese  fungi  belong  to  widely  different 
mical  groups;  when  cultivated,  some  of 
n show  the  same  morphological  char- 
jrs  as  in  the  lesions,  viz.,  oval  or  round- 
budding cells,  with  no  mycelium,  but 
:e  a number  of  them  show  presence  of 
:elium,  and  some,  in  fact,  mycelium  only. 

'lassification  of  Yeast-Uke  Fungi  (Bud- 
g Fungi). — The  late  Dr.  Chalmers  and 
self  have  given  a botanical  classifica- 
i of  these  organisms  in  the  third  edi- 
i of  our  “Manual  or  Tropical  Medi- 
5.”  Some  of  them  are  ascomycetes, 
ers  are  fungi  imperfecti ; the  principal 
lilies  to  which  they  belong  are  the  fol- 
ing: 

a)  In  cultures,  budding  cells,  and  in 
ition  asci  and  ascospores  present,  no 
:elium  — Family  Saccharomycetaceae, 
IS,  1870. 

b)  Same  as  (a),  but  mycelium  pres- 
— Family  Endomycetaceae,  Rees. 

'c)  In  cultures,  budding  cells  (blas- 
lores)  present,  no  asci  and  no  mycelium 
'amily  Cryptococcaceae,  Kiitzing,  1833. 
d Same  as  (c),  but  mycelium  present 
'amily  Ooosporaceae,  Saccardo. 

lach  family  contains  a number  of  gen- 
, a brief  description  of  which  may  be 
nd  in  Castellani  and  Chalmers’  “Manual 
Tropical  Medicine”,  and  also  in  the 
irmann  Lectures,  University  of  Illinois, 


1926  (Fungi  and  Fungous  Diseases,  by 
Castellani) . 

The  following  genera  concern  us — Blas- 
tomycoides,  Cryptococcus,  Saccharomyces, 
Debaryomyces,  Monilia,  Willia. 

GENUS  BLASTOMYCOIDES  CASTELLANI,  1926. 

Synonyms.  — Blastomyces;  Oidium  pro- 
parte;  Crytococcus  pro  parte;  Coccidioides 
pro  parte;  Zymonema  pro  parte. 

Remarks. — As  unfortunately,  for  botani- 
cal reasons,  the  generic  term  Blastomyces 
can  not  stand,  I suggested  recently  the 
creation  of  a new  genus,  Blastomycoides, 
which  should  be  placed  in  the  Family 
Oosporaceae  rather  than  in  the  Family 
Cryptococcaceae. 

Definition. — The  genus  Blastomycoides 
Castellani  may  be  defined  as  follows : 
“Oosporaceae,  with  abundant  mycelium 
and  aerial  hyphae  when  grown  on  glucose 
agar;  abundant  mycelium  with,  at  times, 
lateral  conidia  when  grown  in  glucose 
broth  hanging  drops;  no  gas  fermentation 
of  any  sugar.  In  the  lesions,  only  round- 
ish or  oval  large  cells  are  seen,  at  times, 
budding,  with  well-defined  double  contour 
and  well-marked  granulations  in  the 
plasma  present,  without  any  mycelium.” 
This  genus,  in  all  probability,  contains  a 
number  of  species,  but  for  the  time  being 
the  following  may  be  differentiated : 
Blastomycoides  dermatitidis , Blastomy- 
coides immitis,  Blastomycoides  tulanensis. 
For  the  practical  differentiation  of 
these  three  types  I have  found  useful 
to  grow  the  fungi  on  mannitol  agar 
(1  per  cent)  and  on  lactose  agar  (1  per 
cent),  besides  other  media.  The  agar  is 
made  up  with  peptone  water,  not  broth. 
Large  tubes  should  be  used,  not  the  ordi- 
nary tubes  used  for  bacterial  cultures. 
The  inoculated  tubes  are  kept  at 
26°  C.  for  two  weeks  and  then  examined. 
In  a fairly  warm  climate  like  New  Orleans 
keeping  the  tubes  at  the  temperature  of 
the  room  is  satisfactory. 

Blastomycoides  dermatitis  Gilchrist  and 
Stokes,  1898  emen.  Castellani.  — Syn- 
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onyms:  Blastomyces  dermatitis,  Gilchrist 
and  Stokes,  1898;  Oidium  dermatitis 
Ricketts;  Cryptococcus  gilchristi  Vuillemin; 
Zymonema  gilchristi  de  Beurmann  and 
Gougerot;  Mycoderma  gilchristi  Jannin, 
1913. 

In  the  lesions  large  roundish  spore-like 
cells  are  found,  10  to  16  microns  and  much 
more,  with  a well-marked  double  contour 
and  well  marked  protoplasmatic  granules. 
On  glucose  agar  the  growth  is  white  or 
greyish  and  often  fluffy;  abundant  mycel- 
ium is  present;  several  tufts  of  longer 
aerial  hyphae  are  often  seen  in  the  centre. 
In  mannitol  agar  (1  per  cent)  the  growth 
is  white-greyish  with  often  a peculiar 
woolly  surface.  After  a time  (2  to  3 
weeks)  there  may  be  a darkening  of  the 
growth  and  of  the  medium.  In  glycerine 
agar  (1  per  cent.)  the  growth  is  white, 
fluffy.  On  potato  the  growth  is  abundant, 
with  white  duvet.  In  glucose  broth  and 
other  sugar  broths  the  growth  takes  place 
all  over  the  medium,  including  the  surface 
portion.  In  glucose  broth  and  peptone 
water  hanging  drops  made  from  glucose 
agar  cultures,  at  times  only  mycelial  threads 
are  seen,  with  absence  of  only  very  scanty 
lateral  conidia;  if  these  are  present  they 
seem  to  be  mostly  sessile.  Gelatine  is  not 
liquefied.  No  gas  fermentation  of  any 
sugar. 

Blastomycoides  immitis  Rixford  and  Gil- 
christ, 1897.  — Synvmyms.  — Coccidioides 
pyogenes  Rixford  and  Gilchrist,  1896; 
Oidium  coccidioides  Ophuls,  1905 ; Oidium 
protozoides  Ophuls,  1905 ; Pcsadasia  esferi- 
formis  Canton,  1898;  Oidium  immite  Ver- 
dun, |1907 ; Oidium  pyogenes  Verdun,  1906; 
Mycoderma  immitis  Brumpt,  1925. 

Remarks. — For  this  fungus  the  genus 
Coccidioides  was  created  by  Rixford  and 
Gilchrist  in  1897.  The  principal  char- 
acteristic would  be  the  presence  of  very 
large  asci  with  numerous  ascospores.  The 


botanical  investigation  I have  carried 
on  two  strains  of  this  fungus  did  not  si 
the  presence  of  true  ascospores.  " 
numerous  minute  bodies  described  as 
cospores  inside  the  large  round  cells 
not  in  my  opinion  ascospores;  they 
protoplasmatic  granules  or  spherules, 
contention  seems  to  be  proved  by  the  i 
that  when  one  of  the  large  roundish  c 
produces  a bud  which  later  becomes  a i 
celial  filament  the  same  minute  bodies 
seen  in  the  bud  and  in  the  mycelium 
produced.  I venture  to  state  theref< 
that  for  the  present  at  least  this  fun 
should  not  be  considered  to  belong  to 
ascomycetes  but  tio  the  fungi  imperf 
and  being  very  similar  to  blastomycoi 
dermatitis  should  be  placed  in  the  s£ 
genus,  viz.,  in  the  genus  blastomycoidt 

Characters  of  the  Fungus  in  the  Lesi 
and  in  Cultures. — In  the  lesions  la 
roundish  or  oval  spore-like  bodies  are  s( 
10  to  20  microns  and  even  much  lar{ 
They  have  a well  defined  double  cont 
and  numerous  minute  roundish  bodies 
seen  in  the  protoplasma  which  I am 
dined  to  consider  to  be  protoplasm; 
granules  or  spherules.  On  mannitol  a 
1 per  cent  after  two  weeks  incubation 
26°  but  as  a general  rule  also  after 
same  period  of  incubation  at  22°  or  at 
room  temperature  the  growth  becomes 
a black  slate  colour  and  most  of  the  medi 
takes  the  same  colour.  On  glycerol  a 
the  growth  is  white-greyish  with  a flu 
surface  with  a somewhat  woolly  app« 
ance.  On  lactose  agar  the  growth  is  w 
ish  or  greyish,  there  is  no  evident  da 
ening  of  the  medium.  On  potato  it  is  i 
ally  white  and  fluffy.  On  carrot  it  is  v 
white  and  fluffy.  In  glucose  broth 
fungus  growth  is  both  at  the  surface  a 
bottom.  In  hanging  drop  cultures  a la 
amount  of  mycelial  threads  are  seen,  lali 
al  conidia  supported  by  sterigmata 
often  absent  or  present  only  in  small  ni 
bers. 
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Blastomycoides  tidanensis  Castellani, 
)26. — In  the  lesions  large  roundish  or 
7al  cells  are  found,  8 to  16  microns  and 
ren  much  larger  with  well-marked  double 
>ntour  and  some  granules  or  spherules  in 
le  protoplasma  of  fairly  large  size.  On 
[ucose  agar  the  growth  is  white  and 
)mewhat  fluffy,  this  being  due  to  tufts 

• aerial  hyphae.  In  mannitol  agar  the 
rowth  is  white  and  the  medium  does  not 
jcome  darkened.  On  lactose  agar  the 
rowth  is  white,  there  is  no  darkening  of 
le  medium.  In  glycerol  agar  the 
rowth  is  at  times  nodular  with  slight 
hite  duvet,  at  times  fluffy  white.  In 
jptone  water  or  glucose-peptone  water  or 
lucose  broth  hanging-drop  cultures  made 
•om  glucose  agar  cultures  round  lateral 
)nidia  supported  by  well-developed  sterig- 
lata  are  usually  present.  In  cultures  on 
did  media  especially  in  the  submerged 
jrtion  of  the  growth  at  times  large  round 

* oval  cells  with  a well-marked  double  con- 
>ur  membrane  and  protoplasmatic  granu- 
tions  may  be  present  very  similar  or  iden- 
cal  to  those  found  in  the  lesions. 

Blastomycoides  tulanensis  on  glucose 
?ar  and  several  other  media  often  grows 
ke  a trichophyton  with  white  duvet  and 
: times  radiating  furrows. 

In  the  following  table  are  collected  some 
ifferential  cultural  characters  of  the 
iree  types  of  blastomycoides.  On  glucose 
?ar  the  differences  are  slight  or  absent, 
lit  they  are  usually  distinct  on  mannitol, 
ictose  and  glycerol  agars.  The  tubes 
ere  kept  at  26°  C.  for  three  weeks. 


GENUS  CRYPTOCOCCUS  KUTZING,  1833. 

Definition. — Cryptococcaceae  (budding 

fungi  not  forming  ascospores)  with  vege- 
tative elements  not  elongate;  roundish  or 
oval,  with  no  very  distinct  double  contour 
although  there  are  exceptions;  pathogenic 
and  non-pathogenic ; no  globule  of  fat  and 
only  one  bud  at  a time,  and  no  formation 
of  thick  pellicle  on  fluid  sugar  media.  Can 
be  cultivated,  the  cultures  consisting  solely 
of  roundish  or  oval  cells  with  no  mycelial 
filaments.  Some  species  gas-ferment  glu- 
cose and  other  sugars. 

PHncvpal  Species. — For  reasons  already 
stated,  and  principally  owing  to  the  pres- 
ence of  a large  amount  of  mycelium  in  cul- 
tures, the  fungi  described  by  Gilchrist  in 
blastomycosis  — Cryptococcus  (Blasto- 
myces) dermatitis — cannot  be  placed  in 
this  genus,  as  has  often  been  done  by  some 
observers.  The  fungus  found  by  Busse  in 
a case  of  multiple  abscesses  and  some  fungi 
found  by  me  in  certain  cases  of  blastomy- 
cosis of  the  tongue  and  in  blastomycosis 
furunculosa  may  be  placed  in  this  genus. 

Cryptococcus  hominis  Vuillemin  1901. 
— Synonyms.  — Saccharomyces  (sp.?) 
Busse,  1894;  Atelosaccharomyces  busse- 
buschki  (Beurmann  and  Gougerot,  1909). 

This  organism  was  found  in  multiple 
deep  abscesses  in  a woman  by  Busse.  In 
the  pus  the  fungus  was  present  in  the 
shape  of  oval  bodies,  with  a membrane 
which  had  a double  contour.  These  el- 
ements were  arranged  in  groups;  each 
group  was  embedded  in  an  amorphous 
substance  and  surrounded  by  a capsule. 
Culturally  the  fungus  showed  only  round- 
ish budding  forms,  no  mycelium  and  no 


Glucose  Agar 

Mannitol  Agar 

Lactose  Agar 

Glycerol  Agar 

immitis 

Whitish-greyish  or  light 
fawn. 

Growth  and  medium  slate 
black  colour. 

White  or  greyish. 

Greyish,  woolly  appear- 
ance. 

dermatitis 

Whitish  or  greyish,  fluf- 
fy. 

Greyish  wth  often  woolly 
appearance;  at  times 
deep  darkening  of  the 
growth  and  medium. 

Dark  grey,  at  times  al- 
most slate  black 
with  darkening  of 
medium. 

White,  fluffy. 

tulanensis 

White,  fluffy. 

Always  white,  no  darken- 
ing of  medium. 

White,  medium  not 
darkened. 

At  times  fluffy,  at  times 
nodular  with  short 
white  duvet. 
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asci.  Growth  on  solid  mediums  was  gen- 
erally white  with  at  times  a yellowish 
tinge.  Gelatine  was  not  liquefied.  Ac- 
cording to  Sasagawa,  this  fungus  produces 
acidity  in  glucose,  levulose,  mannitol  and 
galactose.  The  organism  was  pathogenic 
to  rabbits,  white  mice  and  dogs. 

Cryptococcus  {Monilia)  macroglossiae 
Castellani,  1925. — In  Ceylon  during  the 
period  1903-1915  I observed  three  cases  of 
a peculiar  type  of  macroglossia  of  blasto- 
mycetic  origin.  Two  years  ago  an  interest- 
ing case  of  macroglossia  of  the  same  type 
was  referred  to  me  in  London  by  Dr. 
Broughton  Alcock,  and  in  this  case,  too,  I 
isolated  a yeast-like  organism. 

Description  of  the  Organism. — It  is  a 
yeast-like  fungus,  gram-positive  and  not 
acid-fast.  The  individual  cells  are  oval 
and  of  rather  large  dimensions,  the  maxi- 
mum diameter  varying  between  4 and  5 
microns. 

Cultural  and  Biochemical  Characters. — 
On  dextrose  agar  there  is  abundant 
growth,  white,  with  a smooth  surface.  On 
ordinary  agar  there  are  the  same  char- 
acters as  on  dextrose  agar,  but  they  are  less 
abundant.  Glycerin  and  serum  are  not 
liquefied. 

Sugar  Peptone  Water. — The  organism 
does  not  produce  gas  in  any  sugar  or  other 
carbohydrate.  Rarely  it  may  produce  a 
slight  amount  of  acidity  in  dextrose. 

Litmus  Milk. — In  litmus  milk  there  is  no 
change. 

Agglutination. — It  is  agglutinated  by  the 
patient’s  blood  (1  in  400)  ; not  agglutin- 
ated, or  only  slightly  so,  by  the  blood  of 
patients  suffering  from  furunculosis  blas- 
tomycetica. 

Presence  of  Asci  and  Mycelium — Asci 
have  never  been  observed  even  in  very  old 
cultures;  a little  mycelium  is  not  rarely 
visible  in  certain  cultures,  especially 
in  fluid  mediums.  It  would,  there- 
fore, probably  be  more  correct  to 


place  this  fungus  in  the  genus 
Monilia,  instead  of  the  genus  Crypt- 
ococcus. If  it  is  placed  in  the  genus 
Monilia  it  belongs  to  the  zeiylanica  type 
(absence  of  gas  in  every  sugar)  ; it  differs 
from  Monilia  zeylanica  in  not  producing 
pigment,  the  cultures  of  Monilia  zeylanica 
being  yellow.  The  correct  name  for  the 
organism  would  be  Monilia  macroglossiae 
Castellani  (synonym,  Cryptococcus  macro- 
glossiae Castellani). 

Remarks  on  Macroglossia  Blastomyce- 
tica. — The  whole  tongue  is  greatly  en- 
larged, occasionally  painful;  the  patient 
feels  discomfort  in  eating  and  may  have 
some  difficulty  in  speaking;  he  cannot 
whistle.  It  may  be  difficult  to  make  the 
clinical  diagnosis  of  blastomycetic  macro- 
glossia, as  the  tongue,  though  greatly  en- 
larged, may  show  almost  complete  absence 
of  the  verrucoid  patches  so  typical  of  blas- 
tomycosis. Deep  scrapings  should  be 
made  from  the  tongue  after  it  is  dried  and 
painted  with  tincture  of  iodine,  and  cul- 
tures should  be  made.  The  observation  of 
yeast-like  organisms  in  superficial  scrap- 
ings of  the  tongue  is  without  importance, 
as  these  fungi  are  not  rarely  found  in  that 
situation  even  in  normal  mouths.  Potas- 
sium iodide  has  a beneficial  effect  on  the 
condition.  Vaccines  prepared  with  the 
fungus  seem  to  be  useful. 

Cryptococcus  castellanii  Re,  1925. — 
Synonym.  — Monilia  (Sp.?)  Castellani, 
1924 ; Monilia  castellanii  Re,  1925.  Iso- 
lated by  me  from  peculiar  cases  of  persist- 
ent furunculosis,  not  answering  to  staphy- 
lococcus vaccine  (blastomycosis  furuncu- 
losa,  furunculosis  blastomycetica) . 

Descriptioyi  of  the  Fungus  {English 
cases). — Morphologically  the  organism  is 
yeast-like,  gram-positive  and  not  acid-fast. 
The  individual  cells  are  somewhat  rounded 
or  oval.  The  maximum  diameter  of  most 
cells  is  from  3 to  4 microns.  The  fungus 
is  seldom  detected  microscopically  in  the 
pus  of  the  boil-like  lesions,  staphypococci 
generally  being  present  in  large  numbers; 
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cultural  methods  are  necessary ; the  cul- 
tures from  the  pus,  as  a rule,  resemble  cul- 
tures of  staphylococcus  aureus.  It  may  be 
necessary  to  make  a dozen  or  more  prep- 
arations from  what  looks  like  a pure 
staphylococcus  growth  to  find  a few  yeast- 
like cells.  By  plating  and  replating  on 
dextrose  agar  mediums  the  fungus  is  final- 
ly isolated. 

Cultural  and  Biochemical  Characters. — 
The  fungus  grows  abundantly  on  dextrose 
agar  and  grows  also  well,  though  less 
abundantly,  on  ordinary  agar.  The  cul- 
tures on  dextrose  agar  are  at  first  white, 
but  after  a few  days  they  show  a character- 
istic yellowish  or  yellowish  brownish  pig- 
mentation with  occasionally  a purplish  or 
reddish  tinge.  Gelatin  and  serum  are  not 
liquefied. 

Lead  agar  is  not  darkened  during  the 
first  two  weeks;  later  a slight  darkening 
may  occasionally  take  place. 

Sugar  Peptone  Waters. — The  fungus 
when  recently  isolated  has  little  or  no  fer- 
mentative action  on  any  sugar;  it  may 
produce  a slight  acidity  in  dextrose  and 
levulose,  and  occasionally  a slight  amount 
of  gas.  When  the  fungus  has  been  trans- 
planted several  times  its  fermentative  ac- 
tion is  greatly  increased,  and  it  generally 
produces  acid  and  gas  in  dextrose  and 
levulose  and  occasionally  slight  acidity  in 
galactose ; it  does  not  form  gas  in  any  other 
sugars. 

Litmus  Milk. — The  medium  is  not  clot- 
ted ; a slight  acidity  may  be  present. 

Agglutination. — The  fungus  is  aggluti- 
nated by  the  patient’s  blood  in  certain 
cases  up  to  1 in  400. 

Ascospores  and  Mycelium. — I have  never 
never  found  asci  even  in  extremely  old  cul- 
tures; mycelium  in  small  amount  is  not 
rarely  present  in  certain  mediums,  espec- 
ially fluid  mediums.  A more  complete  de- 
scription may  be  found  in  the  Journal  of 
Tropical  Medicine  and  Hygiene,  June  15, 
1925. 


Cryptococcus  farciminosus  Rivolta  and 
Miscellone,  1883.  Synonyms: — Cryptococ- 
cus  tokishigei  Vuillemin;  Lymphospcridium 
equi  Gasperini,  1908 ; Leukocytozoon  piro- 
plasmoides  Ducloux,  1908. 

Definition.  — Vegetable  oils  in  situ, 
oval  or  roundish,  with  well  marked  double 
contour. 

Remarks. — This  organism  is  often  in- 
cluded in  hypertrophied  endothelial  cells 
and  in  leukocytes  in  the  lesions  in  horses 
suffering  from  lymphangitis  epizootica  in 
Europe,  Africa,  Asia  and  America. 

Cultivation. — It  is  difficult  to  cultivate. 
Negre  and  Boquet  have  used  with  success 
a medium  made  of  agar  and  dried  horse 
dung.  Sugar  reactions  are  unknown. 

Cryptococcus  epidermis  Castellani, 
1914. — Found  by  me  in  saccharomycosis  or 
cryptococcosis  epidermica ; cells  of  vari- 
able size ; has  not  yet  been  cultivated. 

Cryptococcus  capsulatus  Darling,  il906. 
Synonym. — Histoplasma  capsulatum  Dar- 
ling, 1906. 

Definition. — In  the  affected  tissue  the 
parasite  appears  in  round  or  oval  form, 
measuring  from  1 to  4 microns  in  diameter 
and  enclosed  in  an  achromatic  retractile 
capsule.  Cultivation  so  far  has  been  neg- 
ative. 

Remarks.— This  organism  was  found  by 
Darling  in  the  endothelial  cells  of  capil- 
laries and  small  blood  vessels  in  the  lungs, 
spleen,  liver,  intestines  and  lymph  glands, 
as  well  as  in  the  leukocytes.  It  was  con- 
sidered by  Darling  and  others  to  be  a pro- 
tozoon,  and  for  it  the  genus  histoplasma 
was  created.  At  present  there  is  a con- 
sensus of  opinion  that  it  is  a cryptococcus. 

Pathogenicity. — This  fungus  is  patho- 
genic for  man,  causing  disseminated,  hy- 
aline, pseudogranulomas  in  the  lungs, 
splenomegaly,  necrotic  areas  in  the  liver 
and  ulceration  of  the  small  and  large  in- 
testines. 
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Cryptococctis  histolyticus  Stoddard  and 
Cutler,  1916. — Synonym: — Torula  histoly- 
tica Stoddard  and  Cutler.  Found  in  a 
case  of  mycotic  cerebrospinal  meningitis 
(Freeman  and  Weidman)  ; cultures  yel- 
lowish. Produces  acidity  in  glucose,  mal- 
tose, saccharose  and  dextrine. 

Cryptococcus  ruber  Demne,  1889. — 
Synonym: — Saccharomyces  ruber  Demne, 
1889. 

This  organism  was  found  in  the  stools 
of  children  suffering  from  enteritis  and 
also  in  certain  specimens  of  milk. 

It  grows  easily  on  ordinary  laboratory 
mediums,  producing  red  colonies.  Accord- 
ing to  Casagrandi,  it  does  not  ferment  any 
sugar. 

Crytococcus  pararoseus  Castellani,  1926. 
— Isolated  by  me  from  the  sputum  of 
patients  in  the  tropics  with  chronic  bron- 
chitis. Grows  well  on  all  ordinary  med- 
iums. The  growth  has  a smooth  surface 
and  is  pink  or  pink-red.  It  produces  slight 
acidity  in  glucose  and  levulose. 

Cryptocciccus  metaniger  Castellani,  1926. 
— Isolated  by  me  from  a peculiar  variety  of 
Trichomycosis  nigra.  The  cells  are  rather 
elongated,  and  it  is  posible  that  further  in- 
vestigation will  show  that  the  fungus  does 
not  belong  to  the  genus  Cryptococcus.  On 
glucose  agar  it  produces  a jet  black 
growth.  It  differs  from  C.  niger  Vuille- 
min  in  that  the  cells  are  more  elongated 
and  that  the  cultures  are  black  in  all  the 
ordinary  laboratory  mediums.  C.  niger 
Vuillemin  was  originally  found  by  Muf- 
fucci  and  Sirleo  in  1895  from  a pulmonary 
myxoma  of  a guinea  - pig.  The  cells  in 
situ  have  a thick  mucilaginous  membrane. 
The  growth  was  brown  or  black  on  potato, 
but  white  on  most  other  mediums. 

Cryptococcu^  graciloides  CasUellani, 
1925. — Isolated  by  me  from  cases  of  stom- 
atitis cryptococcobacillaris  in  Central 
America.  It  is  generally  found  living  in 
symbiosis  with  Bacillus  vermiculoides  Cas- 


tellani, 1925,  from  which  it  may  be  separ- 
ated with  difficulty. 

This  cryptococcus  is  a delicate  yeast-like 
organism,  gram-positive  and  not  acid-fast. 
Each  cell  is  roundish  or  more  often  oval, 
with  frequently  a flask-like  shape.  In  pre- 
parations from  the  cultures  the  average 
maximum  longitudinal  diameter  of  most 
cells  is  from  3 to  4.5  microns,  and  the  max- 
imum average  transverse  diameter  is 
from  2 to  3 microns. 

Cultural  and  Biochemical  Characters. — 
On  dextrose  agar,  minute  colonies  some- 
what streptococcus-like  appear.  On  Mc- 
Conkey  lactose  agar  there  are  minute 
colonies,  but  growth  is  often  more  abundant 
than  on  dextrose  agar.  In  gelatin  and 
serum  growth  is  exceedingly  scanty,  and 
neither  of  the  mediums  is  liquefied.  With 
lead  agar  there  is  no  evident  darkening  of 
the  medium. 

Sugar  Peptone  Waters. — There  is  no 
fermentation  of  any  sugar,  but  it  must  be 
noted  that  the  fungus  grows  scantily  in 
these  mediums  and  that  sometimes  there  is 
no  growth. 

There  are  many  other  species  of  less 
known  cryptococci.  The  following  may  be 
mentioned,  none  of  which  has  been  com- 
pletely investigated  biochemically. 

Cryptococcus  linguae-pilosae  Lucet,  1901. 

Cryptococcus  plimmeri  Constantin,  1901. 

Cryptococcus  degenerans  Vuillemin, 
1896. 

Cryptococcus  corselli  Neveu  - Lemaire, 
1908. 

Cryptococcus  breweri  Verdun,  1912. 

Cryptococcus  tonkini  Legendre,  1911. 

Cryptococcus  sulfureus  Beauverie  and 
Lesieur,  1912. 

Cryptococcus  hsieuri  Beauverie  and 
Lesieur,  1912. 

Cryptococcus  salmoneus  Sartory,  1911. 

Cryptcrcoccus  niger  Vuillemin. 
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Cryptococcus  guillemondii  Beauverie 
and  Lesieur,  1912. 

Cryptococcus  harteri  Beurmann  and 
Gougerot,  1913. 

Cryptococcus  hudelo  Beurmann  and 
Gougerot,  1914. 

Crytococcus  membrano  genes  Stein- 
house,  1916. 

GENUS  SACCHAROMYCES  MEYEN,  1838. 

Definition.  — Saccharomycetaceae  (viz. 
budding  fungi  producing  ascospores)  with 
smooth  spores,  spore  membrane  single;  no 
evidence  of  any  copulative  process;  occa- 
sionally rudimentary  mycelial  tubes  pres- 
ent ; with  transverse  septation ; induce 
alcoholic  fermentation. 

Saccharomyces  hlanchardi  Guiart,  1906. 
— Found  at  an  operation  by  Blanchard, 
Schwartz  and  J.  Binot,  on  a patient  who 
had  been  considered  to  be  sutfering  from 
tubercular  peritonitis.  The  fungus  had 
produced  in  the  peritoneum  a large  whitish, 
gelatiniform  mass,  weighing  about  1 kg. 
The  fungus  grew  well  on  all  sugar 
mediums. 

On  maltose  agar  it  produced  crateriform 
colonies  of  snow-white  color ; asci  witP 
eight  spores  were  present.  On  gelatin  the 
growth  was  mucoid-like  and  gray.  Lique- 
faction of  the  medium  was  slow.  On 
potato  there  was  a mucoid  growth,  whitish 
and  darkening  after  a long  time.  On  car- 
rot the  growth  was  viscid  and  abundant; 
it  was  pathogenic  to  rabbits,  in  which  it 
induced  a general  mycosis,  whiH.i  ter- 
minated fatally. 

Saccharomyces  granulatus  Vuillemin  and 
Legrain,  1900. — Observed  by  Vuillemin 
and  Legrain  in  a tumor  of  the  submaxillary 
bone;  cells  ovoid,  from  4 to  5 microns  in 
length,  and  from  3 to  4 microns  in  breadth ; 
cultures  pinkish  or  pinkish  red;  ascospores 
and  chlamydospores  present ; gelatin  not 
liquefied,  sugar  reactions  not  given. 

Saccharomyces  tumefaciens  Curtis,  1896. 
Synonym.  — Saccharomyces  suheutaneus 
tumefaciens  Curtis,  1896.  Found  by  Cur- 


tis in  a myxomatous  tumor.  It  appeared  in 
the  tissues  in  the  shape  of  spherical  bodies 
from  16  to  20  microns  in  diameter,  each 
surrounded  by  a zone  of  amorphous  sub- 
stance; grows  well  on  all  sugar  mediums; 
in  old  cultures  asci  are  seen,  with  from 
one  to  four  spores;  gelatin  with  surface 
growth  whitish,  no  liquefaction;  said  to 
ferment  saccharose,  but  not  maltose  or 
lactose;  action  on  dextrose  not  mentioned; 
pathogenic  to  rats  and  dogs. 


Saccharomyces  samboni  Castellani,  1907. 
— Cells  roundish,  from  6 to  8 microns  in  j 
diameter,  easily  grown  on  various  me- 
diums, producing  white  colonies,  which 
rapidly  coalesce;  found  by  me  in  Ceylon  in 
a few  cases  of  intertriginous  dermatitis  of  | 
the  cruroscrotal  region.  A similar  or  iden-  j 
tical  organism  has  been  observed  by  Whit-  | 
field  in  England  in  a case  of  the  same  ' 
dermatitis.  Ferments  glucose,  levulose  ; 
and  maltose;  gelatin  is  not  liquefield;  in 
old  cultures  asci  are  occasionally  present, 
but  certain  strains  do  not  seem  capable  of 
producing  asci  and  therefore  probably  ; 
belong  to  the  genus  cryptococcus.  s 


Saccharomyces  hominis  Klein  and  Gor- 
don, 1903. — Isolated  in  some  cases  of  ton- 
sillitis clinically  resembling  diphtheria; 
roundish  or  oval  cells,  from  5 to  7 microns 
in  diameter;  pathogenic  to  guinea-pigs  and 
rabbits;  sugar  reactions  unknown. 


Saccharomyces  anginae  Achalme  and 
Troisier,  1895. — Found  by  Achalme  and 
Troisier  in  a case  of  tonsillitis  showing 
white  patches;  in  situ  cells  ovoid,  from  8 to 
15  to  5 to  6 microns;  in  cultures  4-spore 
asci  are  present ; on  gelatin,  surface  growth 
white;  ferments  saccharose,  but  other  re- 
actions not  given. 


ll 


Saccharomyces  balzeri  Balzer,  Bumier  || 
and  Gougerot,  |1911. — Synonym. — Parendo- 
myces  balzeri  Balzer,  Burnier  and  Gouge-  || 
rot,  1911.  Grows  on  culture  mediums  1 
under  the  type  of  oval  or  roundish,  yeast- 
like  cells,  proliferating  by  budding;  iso-  .. 
lated  by  Balzer,  Burnier  and  Gougerot  |l 
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from  a gummatous  condition;  sugar  reac- 
tions unknown. 

Saccharomyces  cerevisiae  Meyen,  emen- 
davit  Hansen. — Synonym: — Cryptococcus 
fermentum  Kiitzing;  Tortula  cerevisiae 
Turpin;  Hormiscum  cerevisiae  Bail. 

Cells  oval  or  roundish,  ascospores  formed 
at  all  temperatures  between  12  and  37  C., 
optimum  from  25  to  30  C.;  abundant 
growth  on  all  ordinary  laboratory  mediums, 
colonies,  white,  surface  usually  smooth. 
There  are  several  varieties  of  S.  cere- 
visiae. The  one  in  my  collection  gas  fer- 
ments dextrose,  levulose,  maltose,  galac- 
tose and  saccharose.  This  fungus  and  its 
varieties  are  used  in  the  production  of 
beer. 

Saccharomyces  ellipsoideus  Hansen. — 
Vegetative  cells,  mostly  elliptical;  optimum 
temperature  for  appearance  of  ascospores 
25°  C.,  ascospores-formation  takes  place 
at  any  temperature  between  10°  and  32°  C. 
The  ascus  cell  is  of  small  dimensions,  is 
ellipsoidal  and  contains  from  one  to  four 
ascospores  which  measure  from  2 to  5 
microns ; according  to  Marchand,  they 
germinate  after  having  copulated  two  by 
two.  This  saccharomyces  which  is  found 
on  the  surface  of  grapes  plays  an  import- 
tant  role  in  the  process  of  vinification. 

Saccharomyces  pastorianus  Hansen. 

Vegetative  cells  roundish  or  oval,  at  times 
elongated ; asci  elongated,  usually  contain- 
ing from  1 to  4 ascospores,  each  ascospore 
varies  in  size  between  1.5  and  3.5  microns; 
occasionally  much  larger  ascospores  may 
be  seen,  up  to  5 microns  in  diameter ; opti- 
mum temperature  for  development  of  asco- 
spores 27.5°  C.,  but  ascospore  formation 
takes  place  at  any  temperature  between 
4 and  30.5°  C. ; at  31.5°  C.  formation  of  as- 
cospores ceases  completely.  This  fungus 
gives  a bitter  taste  and  a bad  odor  to  beer. 

GENUS  DEBARYOMYCES  KLOCHER. 

definition. — Saccharomycetaceae  with  as- 
cospores presenting  a verucose  surface. 
Several  yeastlike  organisms,  some  of  which 


are  found  in  scrapings  from  the  skin  and 
are  probably  non-pathogenic,  have  been 
classified  in  this  genus  of  Ota.  A pathogenic 
one  is  Debaryomyces  hudelci  (de  Beurmann 
and  Gougerot,  (1909),  Fonseca  emendavit 
1922.  Asci,  which  are  scanty,  contain  one 
spore  with  a cerrucose  surface.  The  fungus 
is  said  to  ferment  glucose  and  saccharose, 
but  not  levulose,  maltose,  galactose  or  lac- 
tose. It  was  found  by  Hudelo,  Rubens, 
Duval  and  Laederich  in  a case  of  multiple 
abscess  in  France  (Busse-Buschke  type  of 
blastomycosis).  The  vegetative  cells  are 
roundish  or  oval,  occasionally  elongated. 
They  are  from  2 to  4 microns,  in  diameter, 
and  when  elongated  from  6 to  8 microns. 

GENUS  WILLIA  HANSEN,  1904. 

Definition. — Saccharomycetaceae  with  as- 
cospores lemon-shaped  or  hat-shaped;  as  a 
rule  they  do  not  produce  alcoholic  fermen- 
tation, but  do  produce  various  ethers;  cul- 
tures present  a pleasant  fruity  odor. 

Species  in  Man. — Willia  anomala  Hansen, 
1904. 

Willia  anomala  Hansen,  1904. — Rather 
small  oval  cells;  in  sugar  liquid  mediums  it 
forms  a well  marked  membrane,  containing 
air  bubbles;  asci  with  from  two  to  four 
spores  of  the  so-called  hat-like  type;  dex- 
trose fermented,  but  not  saccharose  or  mal- 
tose, ferments  beer-wort,  with  production 
of  ethers ; found  by  Beauverie  and  Lessieur 
in  the  sputum  of  a tuberculous  patient. 

GENUS  MONILIA  PERSOON,  1797. 

As  regards  the  botanical  characters  of 
the  genus  Monilia,  the  original  definition  by 
Persoon  is  Stipitata  aut  effusa  byssoidea, 
Fila  monilif 07’mis  articulata.  These  fungi 
are  stated  to  be  characterized  by  the  sporo- 
phores  being  simple  or  subsimple,  and  pro- 
ducing by  constriction  at  their  extremities, 
a chain  of  large,  lemon-shaped  conidia,  often 
provided  with  a disjunction  apparatus.  The 
general  tendency  at  the  present  time,  how- 
ever, is  to  extend  the  term  “Monilia'’  so  as 
to  include  all  those  organisms  of  the  family 
Oosporaceae  Saccardo,  1886,  the  vegetative 
body  of  which  (thallus)  in  its  parasitic  life 
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in  situ  in  the  lesions)  appears  composed  of 
lycelial  threads  and  free  budding  forms, 
jme  of  the  mycelial  filaments  being  long 
tid  branched,  and  of  rather  a large  size,  and 
ften  presenting  arthrospores.  In  the  sapro- 
hytic  life  (cultures  on  the  usual  solid  lab- 
ratory  media  mostly  yeast-like,  roundish  or 
val  bodies  are  seen,  while  mycelial  fila- 
lents  are  very  scarce  or  absent,  and  when 
resent  they  are  rather  short  and  consist 
tily  of  a few  articles.  Some  monilias  show 
gry  little  mycelium  also  in  the  lesions, 
lonilia  fungi  very  often  ferment  glucose 
nd  other  carbohydrates  with  the  produc- 
on  of  gas. 

Classification.  — Morphologically,  monil- 
is  may  be  separated  into  two  groups: 
1)  the  free  budding  cells  are  roundish, 
id  (2)  the  free  budding  cells  are  oval  or 
ongated.  Morphological  characters,  how- 
ler, will  not  help  further  in  the  classifi- 
ition  of  these  fungi,  and  for  some  years 
have  recommended  a biochemical  classifi- 
ition.  For  practical  purposes  monilias 
ay  be  conveniently  classified  according  to 
»me  of  their  biochemical  characters,  as 
Hows : 


1.  Gas  produced  in  dextrose  only. 
alcanica  Group. — Principal  species:  Mon- 
'■O,  halcanica,  Castellani ; Mcnilia  para- 
ilcanica,  Castellani. 


2.  Gas  produced  in  dextrose  and  levu- 
se.  Krusei  Group. — Principal  species : 
onilia  krusei,  Castellani ; Monilia  para- 
'usei;  of  Monilia  krusei  there  are  appar- 
itly  two  types  morphologically:  one  oval 
ypical  krusei),  the  other  roundish;  Mon- 
a castellanii  Re.,  is  probably  a cryto- 
iccus. 


3.  Gas  produced  in  dextrose,  levulose 
id  maltose.  Pinoyi  Group.  — Principal 
•ecies : Monilia  pinoyi  Castellani ; Monilia 
ibarroi  Castellani. 


4.  Gas  produced  in  dextrose,  levulose, 
altose  and  galactose.  Metalondinensis 
roup.— Principal  species:  Monilia  meta- 
ndmensis  Castellani;  Monilia  pseudome- 
londinensis  Castellani, 


5.  Gas  produced  in  dextrose,  levulose, 
maltose,  galactose,  and'  saccharose.  Tropi- 
calis  Group. — ^Principal  species:  Monilia 
tropicalis  Castellani ; Monilia  metatropi- 
calis  Castellani. 

6.  Gas  produced  in  dextrose,  levulose, 
galactose  and  saccharose.  Rhoi  Group. — 
Principal  species:  Monilia  rhoi  Castellani, 

7.  Gas  produced  in  dextrose,  levulose, 
maltose  and  saccharose.  Bronchialis 
Group. — Principal  species:  Monilia  bron- 
chialis. 

8.  Gas  produced  in  dextrose,  levulose, 

saccharose  and  raifinose.  Guillermondi 
Group. — Principle  species:  Monilia  guil- 

lermondi Castellani ; Monilia  pseudcguil- 
lermondi  Castellani. 

9.  Gas  produced  in  dextrose,  levulose, 
galactose,  saccharose  and  insulin.  Mace- 
doniensis  Group, — Principal  species : Mon- 
ilia macedoniensis  Castellani;  Monilia  ma- 
cedoniensoides  Castellani ; Monilia  chal- 
mersi  Castellani. 

10.  Gas  produced  in  lactose  and  other 

carbohydrates.  Pseudotropicalis  Group. — 
Principal  species : Monilia  pseudotropi- 

calis Castellani,  of  which  there  are  several 
varieties. 

11.  Gas  produced  in  dextrin,  in  addi- 

tion to  other  carbohydrates,  but  not  in  lac- 
tose., Pseudolpndinensis  Group.  — Princi- 
pal species:  Monilia  pseudolondinensis 

Castellani;  Monilia  pseudolondinoides  Cas- 
tellani ; Monilia  africana  Macfie. 

12.  No  gas  produced  in  any  sugar.  Zey- 
lanica  Group. — Principal  species:  MonUia 
zeylanica  Castellani ; Monilia  zeylanoides 
Castellani ; Monilia  macroglossiae  Castel- 
lani. 

It  is  important  to  note  that  many  monil- 
ias after  a few  transplantations  lose  some 
of  their  fermentative  characters  or  these 
are  altered.  Hence,  the  determination  of 
species  is  possible  only  when  recently  iso- 
lated strains  are  used..  There  are,  how- 
ever, certain  monilias,  as,  for  instance,  M. 
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TABLE  II. 

iMPLE  CLASSIFICATION  OF  YEAST-LIKE  FUNGI  FOR  THE  USE  OF  CLINICAL  PATHOLOGISTS. 


east-like  Fungi  (viz.)\ 
ingi  which  in  the  lesionsJ 
jpear  as  round  cells/ 
ime  of  them  budding,! 
ith  no  mycelium  or  excep-| 
onally  a trace).  ' 


^Blastomycetoid  type,  viz., 
large  cells  with  well  defined 
double  contours  and  well- 
marked  granulations,  genus 

1 Blastomycoides  (Blastomy- 
\ces). 


Examine  morphological 
characters  in  the  lesions 


!I. 

II. 

III. 

IV. 


Mycelium  absent,  ascospores  ab- 
sent— Cryptococcus  sensu  lato. 
Mycelium  absent,  ascespores 

present  — Saccharomyces  sensu 

lato. 

Mycelium  present,  ascospores 

absent — Monilia  sensu  lato. 
Mycelium  present,  ascospores 

...present — Endomyces  sensu  lato. 


TABLE  III. 


Key  to  the  Principal  Groups  of  Yeast-like  Fungi  (Budding  Fungi). 
"Yeast-like  Fungi” 


(Fungi  which  in  the  lesions  appear  as  free,  round  or 
oval  budding  cells,  no  mycelium  or  only  exceptionally 
a trace) 


astomycoid  appearance,  viz., 
•ge  cells  with  well  defined 
uble  contour  and  well  marked 
anulations.  Blsistomycoides 
tiastomyces). 


Morphological  Characters  in  the  Lesions 


Cryptococcoid  appearance,  viz., 
cells  smaller  with  double  contour 
absent  or  faint  and  granulations 
very  fine  or  absent. 


Cultures 

Mycelium 


absent  in 
all  media 


present  in 
certain  media 


Ascospores 


Ascospores 


absent  present 

Cryptococcus  Saccharomyces 


absent 

Monilia 


present 

Endomyces 


nsei,  M.  metalondinensis , M.  tropicalis 
i(i  M.  macedoniensis,  which  possess  per- 
anent  biochemical  characters. 

Further  details  on  classification  of  the 
irious  species  of  the  genus  Monilia  may 
) found  in  the  Manual  of  Tropical  Medi- 
ae (Castellani  and  Chalmers,  footnote  3, 
1081). 

Pathogenicity  and  Virulence. — The  sub- 
taneous,  intravenous  or  intrapulmonary 
oculation  of  some  monilias  into  rabbits 
•es  not  produce  any  symptoms;  other 
onilias  are  virulent  and  cause  the  death 
the  rabbit.  It  is  interesting  to  note 
at  monilias  with  identical  biochemical 


reactions  may  vary  enormously  in  their 
virulence : some  strains  may  be  quite  aviru- 
lent,  while  others  are  exceedingly  virulent. 

PRINCIPAL  CLINICAL  TYPES  OF  BLASTOMYCOSIS 
SENSU  LATO 

All  dermatomycoses  due  to  “Yeast-like 
fungi’”  (or  Budding  Fungi)  come  under 
the  designations  Blastomycosis  senstt  lato. 

A.  Mycotic  infection  deep: 

1.  Blastomycosis  Gilchristi. 

2.  Blastomycosis  Wernikeli. 

3.  Blastomycosis  Kartulisi. 

4.  Blastomycosis  Bussei. 

5.  Blastomycosis  furunculosa. 
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6.  Blastomycosis  pyotica  (including 
paronychia  blastomycetica,  vel  moniliaca, 
vel  cryptococcica) . 

B.  Mycotic  infection  superficial: 

1.  Intertrigo  blastomycetica,  vel  moni- 
liaca, vel  cryptococcica,  vel  saccharomyce- 
tica. 

2.  Cryptococcosis  epidermica. 

3.  Prickly  heat  according  to  certain  au- 
thorities. 

PRINCIPAL  CLINICAL  TYPES  OF  BLASTOMYCOSIS 
SENSU  STICTO. 

The  principal  types  of  blastomycosis 
cutis  are  the  following: 

(1)  Blastomycosis  verrucosa  (syn. 
Blastomycosis,  Gilchrist  type). 

(2)  Blastomycosis  ulcerativa  profun- 
da seu  mutilans  (Blastomycosis,  Wernike- 
Posadas-Ophiil  type  or  Coccidioides  type  or 
Californian  type). 

(3)  Blastomycosis  purulenta  profunda 
(syn.  Blastomycosis,  Busse  type). 

(4)  Blastomycosis  glutealis  (syn. 
Blastomycosis,  Kartulis  type). 

(5)  Blastomycosis  furunculosa  (syn. 
Blastomycosis  furunculosa,  Furunculosis 
blastomycetica. 

(1)  BLASTOMYCOSIS  VERRUCOSA. 

(Synonym:  Blastomycosis,  Gilchrist  type.) 

Clinical  Sijmptoms.— This  type  is  char- 
acterized by  raised,  roundish  or  oval 
patches  with  a verrucoid  papillomatous  or 
framboesiform  surface,  somewhat  similar 
to  tuberculosis  verrucosa  cutis,  and  in  cer- 
tain cases  framboesia.  The  patches  are 
not  rarely  surrounded  by  a violaceous  halo. 
The  following  subtypes  may  be  differenti- 
ated : 

(1)  Affecting  usually  the  skin  only,  but 
may,  in  addition,  in  a later  stage  affect 
the  mucosae  and  internal  organs;  found  all 
over  the  world,  but  principally  in  tropical 
and  sub-tropical  countries — Gilchrist  type, 
sensu  stricto. 


(2)  Affecting  solely  or  principally  the 
oral  or  nasal  mucosa;  this  type  is  especial- 
ly common  in  South  America.  It  is  known 
also  as  South  American  oral  blastomycosis 
or  blastomycosis  Lutz-Splendore  type,  and 
a description  of  it  may  be  found  in  Castel- 
lani and  Chalmers’  “Manual  of  Tropical 
Medicine,”  third  edition,  p.  2084. 

(3)  Affecting  the  tongue,  causing  at 
times  an  enormous  increase  in  the  size  of 
this  organ  (macroglossia  blastomycetica). 

(4)  Affecting  first  the  skin  and  later 
the  internal  organs,  with  symptoms  of 
general  infection  and  pyaemia  (systemic 
blastomycosis) . 

To  the  above  four  subtypes  a fifth  one 
may  be  added  to  include  a group  atypical 
cases  in  which  the  granulomatous  fram- 
boesiform pustules  are  practically  absent 
and  only  gumma-like  swellings  and  sinuses 
are  present. 

Etiology. — The  fungi  found  are  yeast- 
like fungi  of  the  Blastomyces  type  (genus 
Blastomycoides,  p.  261). 

Diagnosis. — In  many  cases  the  diagnosis 
can  be  made  on  clinical  grounds,  but  it 
should  of  course  always  be  confirmed  by 
mycological  methods. 

Treatment. — If  the  diagnosis  is  made  at 
an  early  stage  potassium  iodide  may  at 
times  induce  a cure  provided  it  is  given  in 
massive  doses  and  for  long  periods  of  time. 

Prognosis. — This  is  serious;  if  the  diag- 
nosis is  made  at  an  early  stage  and  an 
appropriate  treatment  given,  a compleh 
cure  may  be  obtained. 

ILLUSTRATIVE  CASES. 

I will  briefly  quote  ten  cases  among  those  1' 
have  had  the  opportunity  of  investigating. 

Case  L— Mr.  M.  while  in  Egypt  during  th^ 
Great  War,  noticed  a papule  near  the  left  angl 
of  the  mouth,  which  later  became  moist  and  wa 
covered  by  a small  yellow  crust.  Other  papule 
appeared  and  a patch  formed.  He  reported  to  th 
medical  officer  who  suggested  syphilis.  Th 
Wassermann  reaction  was  negative;  he  had,  how 
ever,  a course  of  neosalvarsan  without  any  bene 
fit.  During  this  treatment  the  condition  sprea' 
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to  the  mucosa  of  the  lips  and  later  to  the  tongue. 
After  leaving  the  Army  he  consulted  various 
medical  men  some  of  whom  suspected  syphilis, 
others  a tuberculide.  Finally,  in  1920,  he  went 
to  see  Sir  James  Cantlie,  who  kindly  referred  him 
to  me.  I suspected  blastomycosis,  and  succeeded 
in  growing  a fungus,  which  recent  investigation 
has  shown  to  be  very  similar  to  Blastomyces  tu- 
lanensis.  After  several  relapses  he  apparently 
recovered  completely  after  a treatment  of  potas- 
sium iodide  in  large  doses  and  vaccine. 

Case  II.  (blastomycosis  of  the  nose).  Mr.  T., 
of  Bradford,  consulted  me  in  January,  1921;  he 
had  a rather  large  papillomatous  mass  on  the 
left  ala  of  the^  nose,  with  severe  loss  of  substance. 
The  condition  had  started  during  the  war  while 
the  patients  was  in  the  Balkans,  and  had  been  con- 
sidered a syphilide  or  a tuberculide.  He  had  been 
treated  with  salvarsan,  mercurial  preparations 
and  X-rays.  I grew  a fungus  with  characters 
somewhat  similar  to  blastomycosis  dermatitidis; 
in  addition,  a monilia-like  fungus  was  grown  with 
all  the  biochemical  characters  of  Monilia  metalon- 
dinesis.  The  condition  yielded  to  potassium  iodide 
in  massive  doses,  but  it  took  more  than  a year 
for  a complete  cure  to  be  achieved. 

Case  III.  (Mild  type  of  oral  blastomycosis.)  — 
Master  N.  four  years  ago  showed  white  patches 
on  the  tonsils  and  oral  mucosa,  apparently  very 
similar  to  patches  of  thrush.  Later  several  flat- 
tened nodules  developed  on  the  mucosa  of  the 
lower  lip  with  a papillomatous  surface.  For 
these  patches  various  diagnoses  were  suggested 
and  various  treatments  were  carried  out  without 
any  benefit.  He  consulted  me  two  years  ago. 
The  surface  of  one  of  the  patches  was  scraped 
and  from  the  deep  parts  of  the  lesion  a fungus 
was  found  with  the  characters  of  a monilia,  bio- 
chemically similar  to  Monilia  metalondinensis. 

The  characters  of  the  fungus  are  briefly  the 
following: — In  the  lesions  only  roundish  budding 
cells  are  seen;  in  cultures  a slight  amount  of 
mycelium  is  present.  Milk  not  clotted.  Gas 
produced  in  glucose,  levulose,  maltose  and  galac- 
tose. 

Case  IV.  (blastomycosis  of  the  tongue)  Ma- 
croglossia  blastomycetica. — In  Ceylon,  during  the 
period  1903-1915,  I observed  three  cases  of  a 
peculiar  type  of  macroglossia  of  blastomycotic 
origin.  Four  years  ago  an  interesting  case  of 
the  same  type  was  kindly  sent  to  me  by  my 
friend,  Dr.  Broughton  Alcock.  The  tongue  was 
enormously  enlarged  and  occasionally  painful; 
the  patient  felt  discomfort  in  eating  and  dif- 
ficulty in  speaking;  he  could  not  whistle;  the 
surface  of  the  tongue  was  somewhat  roughened 
in  places,  but  no  very  typical  verrucoid  patches 
were  present. 


Deep  scrapings  were  made  from  the  tongue, 
after  drying  and  painting  with  tincture  of  iodine, 
and  cultures  were  made.  A fungus  was  grown, 
which  I at  first  placed  in  the  genus  Cryptococcus, 
and  later  in  the  genus  Monilia;  Monilia  macrog- 
lossiae.  (For  description  of  the  fungus  see  page 
264).  A prolonged  treatment  with  potassium  iodide 
in  very  large  doses  and  fungus  vaccine  induced  an 
apparent  cure. 

Case  V.  Mr.  N.,  a white  workman  in  New  Or- 
leans, two  years  ago,  developed  verrucose  patches 
on  the  hands  and  forearms  and  on  the  face.  A 
fungus  was  grown  with  the  characters  of  Blas- 
tomycoides  dermatitidis. 

Case  VI.  Mr.  R.  New  Orleans.  Typical 
patches  on  the  face  and  arms.  I was  asked  by 
Dr.  Hopkins  to  investigate  the  case.  A fungus 
was  grown  with  the  characters  of  Blastomycoides 
tulanensis. 

Case  VII.  Negro,  New  Orleans.  Framboesi- 
form  lesions  on  face.  I was  asked  by  Dr.  van 
Studdiford  to  investigate  the  case  mycologically. 

Case  VIII.  Mrs.  B.,  New  Orleans.  Large  ver- 
rucoid patches  on  the  right  forearm.  A fungus 
was  isolated  with  the  characters  of  Blastomy- 
coides tulanensis. 

Case  IX.  Mr.  0.  P.,  New  Orleans.  Typical 
verrucoid  patches  on  the  face.  A fungus  was 
isolated  with  the  characters  of  Blastomycoides 
tulanensis. 

Case  X.  Young  negro  girl.  Articular  and 
periarticular  lesions,  gumma-like  swelling  and 
sinuses  closely  simulating  tuberculosis.  After  a 
time  she  developed  signs  of  broncho-alveolitis  and 
of  meningitis.  At  the  post-mortem  the  lungs  and 
all  internal  organs  were  found  studded  with  white 
nodules  of  blastomycetic  origin.  B.  tulanensis  was 
isolated. 

(2)  BLASTOMYCOSIS  ULCERATIVE  PROFUNDA. 

This  type  was  described  first  by  Wernike.  The 
ulcerative  lesions  are  deeper  and  free  prognosis 
is  always  had. 

(3)  BLASTOMYCOSIS  PURULENTA  PROFUNDA. 

(Blastomycosis,  Busse  type;  Blastomy- 
cosis subcutanea  purulenta). 

This  type  of  blastomycosis  is  considered 
a variety  of  blastomycosis  cutis  for  con- 
venience sake.  It  is  characterized  by  the 
presence  of  subcutaneous  and  deep  ab- 
scesses, and  purulent  conditions  of  the 
bones,  periosteum,  and  internal  organs. 
The  skin  proper  is  not  usually  affected, 
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and  the  verrucoid  framboesiform  patches 
are  absent. 

Etiology. — The  condition  is  caused  by 
Cryptococcus  hominis  Vuillemin,  1901,  a 
term  which  probably  covers  several  varie- 
ties or  even  species. 

Cryptococcus  hominis  Vuillemin,  1901. — 
{Synonyms:  Saccharomyces  (sp.?  Busse, 
1894;  Atelosaccharomyces  bussebuschki  de 
Beurmann  and  Gougerot,  1909 ; Atelosac- 
charomyces 't'udeli  de  Beurmann  and  Gou- 
gerot, 1911). 

Found  by  Busse  in  abscesses  in  a woman. 
In  the  pus  the  fungus  presented  itself  in 
the  shape  of  oval  bodies,  with  a membrane 
having  a double  structure.  These  elements 
were  arranged  in  groups,  each  group  em- 
bedded in  an  amorphous  substance  and 
surrounded  by  a capsule.  Culturally  the 
fungus  showed  only  roundish  building 
forms,  no  mycelium,  no  asci.  Growth  on 
solid  media  generally  white.  Gelatin  not 
liquefied.  Glucose  fermented  Pathogenic 
to  rabbits,  white  mice  and  dogs. 

(4)  BLASTOMYCOSIS  GLUTEALIS. 

This  condition  was  described  by  Kar- 
tulis  some  years  ago  in  Egypt.  I have  often 
observed  it  in  Ceylon.  The  skin  of  the 
gluteal  region — one  nate  or  both  nates — 
presents  a diffuse  induration,  and  in  cri- 
brated with  the  opening  of  sinuses,  from 
which  a thin  pus  exudes.  The  sinuses 
may  be  very  deep  and  connected  with  each 
other,  but  in  cases  I have  seen  did  not  con- 
nect with  the  intestine.  The  pus  does  not 
contain  grains,  as  is  the  case  with  actino- 
mycosis. The  patient  may  complain  of  pain 
and  discomfort  on  sitting  down.  The 
disease  is  chronic. 

Etiology. — The  mycological  investigation 
of  the  condition  cannot  be  considered  com- 
pleted. The  fungi  found  seem  to  belong  to 
the  genus  Monilia  and  the  genus  Cmipto- 
coccus.  One  of  them  has  been  imperfectly 
described  as  C.  kartiulisi. 


(5)  BLASTOMYCOSIS  FURUNCULOSA. 

Synonyms. — Folliculitis  decalvans  cryp- 
tococcica,  pro  parte,  furunculosis  crypto- 
coccica ; pseudofurunculosis  blastomyce- 
tica;  furunculosis  moniliaca;  furunculosis 
mycetica ; folliculitis  decalvans  saccharo- 
mycetica;  folliculitis  decalvans  moniliaca. 

History. — Some  years  ago  I described  a 
peculiar  type  of  bastomycosis  indis- 
tinguishable clinically  from  ordinary  fur- 
unculosis, which  I called  at  the  time  “fur- 
unculosis cryptococcica,"  and  as  the  con- 
dition in  the  first  two  cases  affected  prin- 
cipally the  scalp  under  the  form  of  a puru- 
lent folliculitis  and  loss  of  hair,  I also  sug- 
gested for  it  the  term  “folliculitis  decal- 
vans cryptococcica.”  To  date  I have  seen 
five  cases:  three  patients  contracted  the 
infection  in  Great  Britain,  and  two  in 
India. 

Etiology. — The  fungi  found  are  yeast- 
like, and  it  is  difficult  to  decide  whether 
they  belong  to  the  genus  Cryptococcus  or 
to  the  genus  Monilia.  One  of  them  {Cryp- 
tococcvs  castellanii  Re)  was  fairly  com- 
pletely described  by  me,  and  later  by  Dr. 
Re,  who  named  it  Cryptococcus  castellanii 
(p.  264).  The  strains  of  fungus  isolated 
from  the  Indian  cases  are  somewhat  differ- 
ent from  the  organisms  grown  from  the 
English  cases,  and  differ  also,  though 
slightly,  among  themselves. 

Symptomatology. — The  clinical  picture 
of  this  blastomycosis  is  totally  different 
from  the  usual  types  of  blastomycosis  cutis, 
which  are  characterized  by  the  presence 
of  patches  with  vegetating  capillary  excres- 
cences which  give  them  a characteristic 
verrucose  or  warty  appearance. 

Furunculosis  blastomycetica  is  clinically 
indistinguishable  from  ordinary  severe 
furunculosis.  Boils  indistinguishable  from 
ordinary  boils,  may  be  present  on  the  face 
and  body,  but  the  region  mostly  affected, 
as  a rule,  is  the  scalp.  In  this  region 
numerous  pustules,  flattened  or  conical, 
each  pierced  by  a hair,  may  be  seen;  in 
addition,  there  may  be  infiltrated  lesions 
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which  somewhat  resemble  flat  carbuncles, 
and  later  open  and  discharge  through 
several  openings. 

The  hair  in  the  infected  areas  falls  off, 
and  patches  of  baldness,  sometimes  perma- 
nent, remain. 

ILLUSTRATIVE  CASE. 

Mr.  D.,  married,  aged  34,  a Dane  who  had  re- 
sided in  London  for  twelve  years  preceding 
admission ; he  was  fond  of  all  outdoor  sport,  and 
was  a famous  football  player.  The  condition 
started  in  March,  1921,  with  apparently  follicular 
pustules  on  the  scalp,  and  two  or  three  furuncular- 
like  lesions  on  the  forehead  and  face.  Later,  ex- 
tremely painful  carbuncle-like  lesions  developed. 
A bacteriologic  examination  of  the  pus  was  made 
at  a well-known  clinical  laboratory  in  London,  and 
Staphylococcus  aureus  was  found.  An  autogenous 
staphylococcus  vaccine  and  also  a stock  vaccine 
were  given  for  eighteen  months  without  any 
benefit.  On  the  advice  of  his  medical  attendant 
the  patient  then  came  to  consult  me. 

Apart  from  the  boil  on  the  left  forearm  and 
one  on  the  supraorbital  region,  all  the  lesions 
were  on  the  scalp;  several  patches  of  baldness, 
with  the  skin  smooth  and  whitish,  were  plainly 
visible;  there  were  also  numerous  follicular  pus- 
tules, some  flat,  some  conical,  and  most  of  them 
surrounded  by  a zone  of  hyperaemia.  Two  ex- 
tremely painful  carbuncle-like  lesions,  one  not  yet 
opened  and  the  other  with  several  openings  dis- 
charging, were  present.  I made  a bacteriologic 
and  a mycologic  examination.  Microscopically, 
the  pus  contained  only  gram-positive  cocci.  The 
dextrose-agar  tubes  inoculated  with  the  pus 
showed  abundant  growth  of  Staphylococcus  au- 
reus. The  microscopic  examination  of  the  growth, 
however,  showed  here  and  there  a yeast-like  cell 
in  several  tubes.  After  plating  and  replating, 
this  yeast-like  organism  was  isolated  with  great 
difficulty.  Later,  I grew  the  same  fungus  from 
a number  of  lesions,  some  of  which  were  unopened. 


appeared  under  a treatment  consisting  of  massive 
doses  of  potassium  iodide  given  internally,  and  a 
cryptococcus  vaccine  subcutaneously  injected.  It 
is  well  known  that  potassium  iodide  does  not  have 
any  beneficial  action  on  Staphylococcus  furuncu- 
losis, it  makes  it  much  worse. 

Diagnosis. — The  diagnosis  can  be  made 
only  by  mycologic  method.  In  all  cases  of 
persistent  furunculosis  that  do  not  answer 
to  staphylococcus  vaccine,  the  possibility  of 
furunculosis  blastomycetica  should  be  kept 
in  mind. 

Prognosis. — The  disease  does  not  have  a 
tendency  to  spontaneous  cure. 

Treatment. — Potassium  iodide  in  large 
doses,  given  for  long  periods,  often  induces 
a cure.  A vaccine  prepared  with  the  fun- 
gus seems  to  be  useful,  but  used  alone  is 
not  sufficient  to  bring  about  a cure. 


PERIONYCHIA  CRYPTOCOCCICA  VEL  MONILIACA. 

Synonyms. — Perionychia  saccharomyce-  'j 
tica;  Perionychia  mycetica;  Perionychia  ^ 
blastomycetica.  I 


In  patients  suffering  from  Blastomycosis 
furunculosa  a painful  type  of  perionychia 
may  develop  associated  with  the  presence  ; 
of  budding  fungi  usually  of  the  genera 
Monilia  and  Cryptococcus,  occasionally  of  ^ 
the  genera  Saccharomyces  and  Debaryo- 
myces.  At  times  the  lesions  come  to  sup-  ? 
puration,  at  times  the  parts  remain  in-  | 
flamed  and  painful  for  months  but  no  sup-  I 
puration  develops. 

SUPERFICIAL  TYPES  OF  BLASTOMYCOSIS  SENSU  LATO  l 
CRYPTOCOCCOSIS  EPIDERMICA.  ; 

Synonym. — Blastomycosis  epidermica.  i 


It  was  a cryptococcus  with  the  following  princi- 
pal characters:  Cultures  on  dextrose  agar  were 

abundant  with  a smooth  surface,  at  first  white 
and  later  yellowish.  The  fungus  did  not  produce 
gas  in  any  carbohydrate  at  first;  later,  it  caused 
production  of  gas  in  dextrose  and  levulose.  It 
was  agglutinated  by  the  patient’s  blood  in  high 
dilution  (1  in  400).  An  interesting  point  arises: 
Which  organism  was  the  true  causative  agent  of 
the  condition,  the  cryptococcus  or  the  staphylococ- 
cus? In  my  opinion,  it  was  the  cryptococcus,  for 
the  following  reasons:  Staphylococcus  vaccines 

did  not  have  any  beneficial  action  whatever.  The 
cryptococcus  was  agglutinated  by  the  patient’s 
blood,  and  the  condition  improved  and  finally  dis- 


j. 

Remarks. — Blastomycosis  epidermica  was  | 
described  by  me  in  Ceylon  some  years  ago.  ^ 
Clinically,  it  has  nothing  to  do  with  the  ; 
usual  types  of  blastomycosis,  but  it  may  ' 
be  called  blastomycosis,  as  it  is  caused  by  | 
a yeast-like  organism. 

Synonyms. — Saccharomyces  epidermica; 
Cryptococcus  epidermica. 

History  and  Geographical  Distribution. — 
While  in  Ceylon,  I noticed  on  the  skin  of 
one  of  my  bungalow  servants  several 
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brownish,  dirty-looking  patches,  which 
looked  very  much  like  dirt.  He  told  me, 
however,  that  they  did  not  disappear  when 
soap  was  used.  I made  scrapings  and  saw 
that  these  patches  consisted  of  a large 
number  of  budding  cells  which  I believed 
to  be  saccharomyces.  I found  the  same 
patches  not  only  in  other  natives  but  also 
in  Europeans,  especially  on  the  chest  and 
arms,  and  I called  the  condition  “saccharo- 
mycosis  epidermica.”  I did  not  succeed  in 
growing  the  fungus.  Chalmers  and  others 
confirmed  my  observations  in  the  Sudan 
and  North  Africa,  but  the  organism  has  not 
yet  been  cultivated. 

Etiology. — The  causal  organism  is  Cryp- 
tococcus epidermidis  Castellani,  19(14. 

Symtomatology. — The  condition  is  fairly 
frequent  in  natives  and  Europeans  who 
have  resided  for  some  years  in  the  tropics. 
It  is  characterized  by  the  presence  on  the 
arms,  and  more  rarely  on  the  chest  and 
neck,  of  small,  roundish,  dirty,  yellow  or 
brownish  patches,  which  can  generally  be 
removed  by  thorough  scraping.  These 
patches  consist  of  large  numbers  of  blasto- 
myces-like  elements  of  various  sizes, 
rounded  or  oval,  which,  so  far,  have  not 
been  cultivated. 

Clinical  Variety  of  Blastomycosis  Epi- 
dermica.  — Blastomycosis  (cryptococcosis) 
epidermica  alba  and  rosea ; white  patches, 
consisting  solely  of  yeast-like  fungi,  with- 
out inflammatory  signs,  are  occasionally 
seen,  especially  in  natives.  I have  grown 
the  fungi  several  times;  they  belong  to  the 
genera  Cryptococcus,  Saccharomyces  and 
Monilia.  In  a case  with  pinkish  patches,  a 
cryptococcus  was  present  which  when  culti- 
vated on  laboratory  media  gave  rise  to  pink 
colonies. 

INTERTRIGO  CRYPTOCOCCICA  VEL  MONILIACA. 

INTERTRIGO  BLASTOM  YCETICA  AND  DERMATITIS 
BLASTOMYCETICA  INTER  DIGITALIS. 

(Synonyms)  : — Intertrigo  saccharomyce- 
tica;  intertrigo  cryptococcica ; intertrigo 
moniliaca.) 


Intertrigo  blastomycetica  was  first  de- 
scribed by  me  in  Ceylon  in  1907.  In  Euro- 
peans, the  affected  skin — usually  the  skin 
of  the  inguinal  region — is  reddened,  and 
there  may  be  a slight  exudation.  The  bor- 
der of  the  eruption  may  be  fairly  well 
marked,  but  it  is  not  distinctly  raised.  In 
many  cases  there  is  not  much  itching.  In 
1907,  in  scrapings,  I found  a yeast-like 
fungus  which  I called  Saccharomyces  sam- 
honi.  In  other  cases  I found  organisms  of 
the  genera  Mcnilia  and  Cryptococcus.  In 
recent  years  a similar  condition,  sacchar- 
mycosis  or  blastomycosis  interdigitals,  has 
been  dscribed  by  several  observers,  and  I 
have  seen  some  cases  myself  and  Pollaci 
has  called  one  of  the  cryptococcus-like  fungi 
found  in  it  C.  inter  digitalis.  In  the  ma- 
jority of  my  cases  an  epidermophyton  was 
present  in  addition  to  numerous  yeast-like 
bodies,  that  is,  in  superficial  scrapings  only 
yeast-like  organisms  were  present,  while  in 
deep  scrapings  the  yeast-like  fungus  disap- 
peared or  was  extremely  scanty  and  an 
epidermophyton  was  present. 
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DISCUSSION. 

Dr.  C.  C.  Bass  (New  Orleans) : I feel  unable 

to  add  any  discussion  to  this  paper  by  Dr.  Castel- 
lani, who  is  generally  recognized  as  one  of  the 
world’s  authorities  on  this  subject.  I wish  to 
comment  on  the  fact  that  since  Sir  Aldo  came 
to  New  Orleans  and  has  directed  attention  to  these 
diseases  due  to  fungi,  we  have  come  to  recognize 
that  there  is  a very  much  wider  distribution  and 
greater  prevalence  than  formerly  had  been  recog- 
nized. They  have  been  overlooked  to  a large 
extent,  and  while  Dr.  Castellani  does  not  attach  so 
much  importance  to  them,  there  is  no  doubt  but 
that  they  are  of  a great  deal  of  importance. 

I should  like  to  emphasize  the  fact  that  dis- 
covery and  diagnosis  of  these  diseases  is  depend- 
ent upon  proper  microscopic  and  laboratory  exam- 
inations. It  is  the  proper  and  constant  use  of 
these  methods  which  has  enabled  Dr.  Castellani 
to  recognize  and  demonstrate  the  prevalence  of 
these  diseases  due  to  fungi  which  had  formerly 
been  overlooked,  to  some  extent  at  least. 

Dr.  Foster  Johns  (New  Orleans) : I am  afraid 

that  Dr.  Bass’  apology  will  have  to  apply  to  me  as 
well.  Dr.  Castellani  has  covered  this  subject  very 
thoroughly. 

I have  observed  that  the  incidence  of  the  dis- 
ease in  the  population  in  the  Charity  Hospital  of 
New  Orleans  is  approximately  one  per  thousand, 
so  that  blastomycosis  is  certainly  not  a negligible 
disease,  and  yet  ten  years  ago  it  was  practically 
unrecognized. 

From  a public  health  standpoint  the  prevention 
of  blastomycosis  would  be  most  difficult,  from  a 
general  standpoint,  and  certainly  resolves  itself 
purely  into  a question  of  early  diagnosis  with 
proper  treatment  and  safeguarding  of  the  spread 
of  the  disease  in  those  individuals  who  are  found 
to  be  infected.  While  it  has  not  been  proven  that 
the  blastomyces  does  not  exist  in  nature  or  as  a 
parasite  of  some  plant  or  putrefying  foodstuff,  I 
must  believe  that  the  parasite  is  limited  to  human 
tissue  and  that  the  disease  is  transmitted  from 
patient  to  patient.  The  majority  of  the  cases  I 
have  seen  were  apparently  contracted  from  con- 
tact with  other  patients. 

I know  of  no  disease  where  it  is  more  neces- 
sary to  make  a diagnosis  by  direct  microscopic 
examination,  looking  for  the  organisms  in  di- 
gested scrappings  of  the  granulomatous  lesion 
or  in  histologic  sections  obtained  from  the  le- 
sions. It  is  necessary  to  suspect  the  disease 
first  and  then  every  effort  should  be  made 
with  microscope  to  prove  the  diagnosis.  Another 
point  that  Dr.  Castellani  did  not  cover  in 
much  detail  is  the  fact  that  in  a goodly 
proportion  of  these  cases,  if  allowed  to  re- 
main untreated  for  any  length  of  time,  metas- 


tasis will  occur  to  the  visceral  organs  and  par- 
ticularly the  lung  and  pleura.  Cases  of  bron- 
chietasis  and  other  pyogenic  diseases  of  the  lungs 
in  which  tubercle  bacilli  are  not  found  should 
be  searched  carefully  for  blastomyces.  Reliance 
should  not  be  placed  on  cultures.  The  sputum  or 
pleural  exudate  should  be  digested  with  an  equal 
part  of  10  per  cent  potassium  or  sodium  hydroxide 
and  allowed  to  digest  for  an  hour,  the  material 
then  being  centrifuged  and  the  sediment  searched 
for  the  characteristic  double-walled,  yeastlike, 
budding  fungi. 

Question:  I would  like  to  ask  Dr.  Castellani 

whether  potassium  iodide  should  be  given  in  grad- 
ually increasing  doses  up  to  the  massive  dosage 
that  he  recommends  or  does  he  immediately  begin 
with  the  enormous  doses  that  he  recommends  in 
a general  way,  and,  further,  how  long  can  a pa- 
tient tolerate  the  enormous  doses  that  he  deems 
as  being  needful? 

Dr.  J.  A.  Devron  (New  Orleans)  : I have  the 

honor  and  the  pleasure  of  being  on  the  stalf  at 
the  Charity  hospital.  Before  letting  this  subject 
pass,  I thought  I would  get  on  the  floor  and  let 
our  general  practitioners  know  a few  general  con- 
ditions of  the  skin,  which  they  might  confuse 
with  the  blastomycosis,  and  other  diseases  which 
they  might  pass  over.  If  you  gentlemen  get  an 
ulcer  of  any  part  of  the  body,  clear  cut,  I would 
not  blame  you  if  you  would  call  it  a luetic  ulcer, 
even  if  a Wassermann  were  made  and  the  Was- 
sermann  would  not  verify  that  statement. 

On  the  other  hand,  if  you  have  walls  sloping 
like  a volcano  on  the  moon,  you  could  expect  that 
you  have  a blastomycetic  lesion.  Sometimes  you 
get  another  sore  which  might  look  like  an  old  boil, 
lots  of  sinuses,  the  top  is  soft,  but  you  say  to 
yourself,  “that  is  not  a carbuncle,  because  the 
surrounding  tissue  is  different.”  Then  you  have 
to  appeal  to  the  laboratory  man,  but  do  not  de- 
pend on  the  pus,  you  must  have  scrapings  for 
certain  types  of  blastomycosis.  You  will  not  find 
the  granules  or  germ  in  the  pus,  you  have  to  get 
it  from  the  surrounding  tissues.  Sometimes  we 
get  a lesion  that  looks  like  ringworm;  it  may  be 
tuberculosis  of  the  skin  or  lues.  If  you  suspect 
tuberculosis  of  the  skin,  and  if  you  want  to  be 
exact,  let  the  laboratory  man  make  scrapings,  see 
if  you  find  the  tuberculosis  bacillus.  You  also 
have  cutaneous  scrapings  made  to  see  if  it  is  blas- 
tomycosis or  not.  Suppose  you  suspect  lues, 
again  send  for  the  laboratory  man  to  determine 
w'hether  it  is  luetic  or  not. 

As  regards  treatment,  I have  been  taking  up 
skin  diseases  for  five  years,  and  in  the  last  three 
years  I have  run  across  a lot  of  these  cases.  I 
did  not  recognize  them  years  ago.  Regarding 
treatment  I have  come  to  the  conclusion,  like 
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Dr.  Castellani,  that  we  waste  valuable  time  if 
we  start  with  small  doses  of  iodide  of  soda. 

If  the  people  are  in  the  hospital  and  I can 
get  proper  technic,  I get  quicker  results  by 
giving  iodide  of  soda  in  a sterile  solution,  start- 
ing at  five  grains  increasing  it  up  to  forty  grains 
at  a dose  by  the  intravenous  route.  The  results 
are  remarkable. 

Dr.  Aldo  Castellani  (New  Orleans)  : I am  in 

complete  agreement  with  Dr.  Bass,  not  with  re- 
gard to  the  very  kind  compliments  he  has  paid 
me,  but  with  regard  to  the  importance  of  blasto- 
mycosis and  other  fungal  diseases,  and  also  to  the 
importance  of  a microscopical  examination.  When 
I say  that,  in  many  cases  the  diagnosis  can  be 
made  on  clinical  grounds,  I did  not  for  a moment 
mean  that  the  clinical  observation  alone  was  suf- 
ficient to  make  the  diagnosis  an  absolute  cer- 
tainty. 

I quite  agree  with  Dr.  Bass  and  Dr.  Johns  that 
a microscopical  examination,  and  I would  go  far- 
ther, a cultural  examination,  is  essential.  With 
regard  to  the  frequency  of  the  condition,  the  re- 
marks made  by  my  friend.  Dr.  Johns,  are  very 
interesting.  I did  not  know  that  the  disease  was 
as  common  as  that  in  Louisiana,  although  I have 
come  across  quite  a fairly  large  number  of  cases. 

With  regard  to  the  blastomycosis  affecting  in- 
ternal organs,  I agree  with  Dr.  Johns  that  this 
is  a very  important  point,  and,  as  a matter  of 
fact,  in  my  paper  there  is  a section  on  it.  It  is 
very  important  from  a practical  standpoint  of 
view  to  come  to  the  conclusion  whether  the  in- 
ternal organs  have  already  been  affected  or  not. 

If  the  lungs  and  other  internal  organs  have 
not  yet  been  affected,  provided  that  proper  treat- 
ment is  given,  the  prognosis  is  fairly  favorable, 
comparatively  speaking,  of  course,  but  if  the  lungs 
are  affected,  or  if  any  of  the  internal  organs  are 
affected,  then  the  prognosis  is  very  bad;  in  fact, 
I should  say,  hopeless. 

Those  cases  we  have  seen  at  the  Charity  hos- 
pital, if  they  had  any  lung  or  bronchial  compli- 
cations, none  of  them  recovered.  In  this  connec- 
tion, I should  like  to  express  my  thanks  to  Dr. 
Menage  and  Dr.  Hopkins  and  Dr.  Talbot,  and  the 
other  members  of  the  dermatological  clinic  for 
their  kindness  in  allowing  me  to  investigate  their 
cases. 

With  regard  to  the  question  put  forward  by  the 
third  speaker,  whether  I give  potassium  iodide 
gradually,  by  increasing  doses,  or  whether  I start 
straight  away  with  huge  doses,  I generally  start 
with  the  large  doses  immediately.  The  disease  is 
so  serious,  and  the  only  chance  of  recovery  in  my 
experience  resting  upon  giving  huge  doses  of  po- 
tassium iodide,  that  in  practically  every  case  I 


begin  by  giving  thirty  grains  three  times  a day, 
and  after  two  or  three  days  I go  to  one  dram 
three  times  a day.  In  this  connection,  I might 
say,  I have  found  it  useful  to  combine  the  iodide 
treatment  with  an  alkaline  treatment.  A mixture 
which  I have  found  extremely  useful  is  the  fol- 
lowing: 

Potassium  iodide  one  dram,  bicarbonate  of  soda 
thirty  grains  to  one  dram,  glycerin  one  dram, 
syrup  one  dram  and  water  to  an  ounce.  That  is 
one  dose.  I give  it  well  diluted  with  water  three 
times  a day. 


DIET— AN  IMPORTANT  FACTOR  IN 
HEALTH  AND  DISEASE.* 
ALLAN  EUSTIS,  M.  D., 

New  Orleans. 

For  fifty  years  we  have  been  dieting,  or 
feeding  our  horses,  pigs  and  cows  on  a 
scientific  basis,  and  the  most  ignorant 
farmer  is  in  a position  to  obtain  data  from 
the  State  Department  of  Agriculture  as  to 
the  best  food  suited  for  the  particular 
animal  on  his  farm.  However,  it  is  astound- 
ing to  think  that  attention  to  the  feeding 
of  the  human  being  has  only  been  within 
my  limited  experience.  I might  say  that 
the  work  of  my  former  Chief,  Professor 
Chittenden,  did  as  much  as  any  one  else  to 
focus  the  attention  of  the  layman  to  this 
important  feature  of  medicine,  as  well  as 
hygiene. 

In  1898,  I was  associated  with  him  in  the 
work  which  he  did  for  the  United  States 
Army,  in  which  he  showed  that  the  soldiers 
could  do  better  and  more  efficient  work  on 
but  one-third  of  the  amount  of  protein  that 
they  were  then  being  given  as  a ration. 
Later  we  find  that,  due  to  this,  certain  indi- 
viduals went  to  the  other  extreme,  and  they 
cut  the  protein  intake  to  such  an  extent 
that  certain  definite  diseases  were  mani- 
fested. Chamberlain  and  Vedder,  working 
in  the  Philippines,  established  the  fact  that 
beri-beri  was  caused  by  a deficiency  in  the 
diet  of  something  which  was  contained  in 
rice  polishings. 


*Read  before  Louisiana  State  Medical  Society, 
Baton  Rouge,  April  10-12,  1928. 
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During  this  investigation,  Casmer  Funk 
was  able  to  extract  from  the  polishings  from 
rice,  a substance  which  he  identified  as  an 
amine,  and  inasmuch  as  the  introduction  of 
this  substance  into  animals  or  human 
beings  that  were  prone  to  develop  beri- 
beri, prevented  its  development,  he  called 
this  substance  vitamin.  We  now  know  it 
was  not  an  amin  as  these  essential  food- 
stuffs that  we  recognize  now  under  the  gen- 
eral term  vitamins,  are  not  really  amins, 
and  they  are  probably  none  of  them  of  the 
same  chemical  composition.  However,  the 
important  fact  that  was  brought  forward 
by  Chamberlain,  Vedder,  Funk  and  others 
was  that,  beside  the  protein,  fat,  and  carbo- 
hydrate, there  are  essential  substances  that 
must  be  taken  in  the  diet  in  order  for  our 
tissues  to  properly  metabolize  these  funda- 
mental foodstuffs.  Since  then,  through  the 
work  of  McCullom,  Mendel,  Osborne  and 
others  there  have  been  identified  four  vita- 
mins. McCullom  was  the  first  to  bring  out 
the  fact  that  there  was  one  of  the  vitamins 
soluble  in  fat  and  found  especially  in  cod 
liver  oil,  the  so-called  fat  soluble  vita- 
min “A.” 

Mendel  and  his  co-workers  showed  that 
yeast  contained  large  amounts  of  water 
soluble,  or  vitamin  “B.”  Today,  we  find 
large  amounts  of  literature  circulating 
through  the  medical  profession  and  also  to 
the  layman,  laying  a great  deal  of  stress 
upon  these  vitamins ; the  yeast  being 
lauded  as  the  cure  for  all  ills,  and  cod  liver 
oil  and  different  extracts  of  cod  liver  oil 
also  as  a cure  for  all. 

It  is  well  for  the  profession  to  bear  in 
mind  that  these  vitamins  are  in  nature  well 
distributed,  and  an  individual  living  a nor- 
mal life  and  not  living  on  canned  goods,  is 
in  no  danger  of  developing  a disease,  due  to 
the  vitamin  deficiency.  Nature,  fortu- 
nately, has  provided  us  with  ample  vitamins 
in  its  copious  supply  of  foodstuffs  through- 
out the  country.  The  important  factor  to 
remember  is  that  all  the  vitamins,  whether 
they  be  “A,”  “B,”  “C”  or  “D,”  are  destroyed 
by  heat,  and  that  is  why  a diet  exclusively  of 


canned  goods  will  show  evidence  of  a defi- 
ciency. Diet  is  a public  health  question 
and  it  should  be  the  duty  of  the  Boards  of 
Health  to  distribute  knowledge  regarding 
diet  to  the  layman,  because  we  see  now  that 
whereas  liver,  which  was  spoken  of  as  the 
poor  man’s  beefsteak,  could  be  procured  for 
ten  cents  a pound,  has  now  risen  to  forty 
cents  a pound,  why?  Because,  due  to  the 
work  of  Miner,  Whippel  and  others  it  was 
shown  that  blood  regeneration  was  stimu- 
lated by  something  that  was  contained  in 
liver,  overlooking  the  fact  that  kidneys,  as 
well  as  fresh  meat,  contained  this  sub- 
stance. Striped  muscle  fiber  contains  it, 
but  not  to  the  extent  which  liver  does. 

There  is  no  doubt  that  giving  liver  to  an 
individual  with  primary  or  secondary 
anemia  does  stimulate  their  blood  cells,  but 
the  profession,  as  well  as  the  layman, 
should  be  warned  that  whereas  you  may  be 
attempting  to  restore  your  blood  count  to 
normal,  that  if  that  individual  has  a dam- 
aged liver  or  damaged  kidney  such  a diet 
of  a pound  of  liver  per  day  may  be  dis- 
tinctly injurious.  We  must  individualize  in 
dieting,  as  well  as  in  the  prescribing  of 
medicine. 

There  is  no  doubt  that  nature  can  repair 
damage  to  certain  tissues  if  spared  work 
by  suitable  diet.  They  are  paying  a great 
deal  of  attention  in  the  public  schools  to 
diet,  from  a caloric  standpoint,  but  it  is  not 
so  much  a question  of  calories,  as  it  is  a 
question  of  quality.  The  layman  should 
know  what  is  to  be  expected  when  he  eats 
a piece  of  meat  or  drinks  a glass  of  milk. 
It  is  well  for  them  to  know  the  chemical 
changes  that  take  place.  Unfortunately, 
few  of  the  physicians  know  it,  so,  again,  I 
say  that  the  question  of  diet  is  one  of  public 
health.  We  see  the  trend  of  thought  today 
by  the  numerous  editorials  that  you  find  in 
the  Journal  of  the  American  Medical  Asso- 
ciation. 

I can  remember  when  I first  started  the 
practice  of  medicine,  when  no  attention  at 
all  was  paid  to  diet.  Today,  there  is  hardly 
a number  of  the  Journal  that  comes  out  in 
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which  there  is  not  an  editorial  on  diet. 
There  are  certain  fundamental  facts  that 
the  physician  often  overlooks  in  the  diet  of 
his  patients,  notably  (a)  the  fact  that  the 
percentage  or  the  amount  of  protein  intake 
should  be  in  direct  proportion  to  the 
amount  of  muscular  effort  the  individual 
is  exerting,  (b)  that  protein  in  the  diet  is 
given  primarily  to  replace  worn  out  tis- 
sues, presupposing,  of  course,  that  suffi- 
cient calories  are  given  in  the  form  of  car- 
bohydrates and  fats  so  as  to  spare  burning 
up  of  the  tissues. 

Now,  in  an  individual  in  bed,  at  rest,  his 
protein  needs  are  very,  very  little,  and  his 
diet  should  be  calculated  on  a basis  of  re- 
storing the  amount  of  fuel  lost  by  dissipa- 
tion of  heat.  The  individual  with  fever, 
therefore,  will  require  relatively  more  calo- 
ries or  more  fuel  heat  units  than  the  indi- 
vidual with  a normal  temperature,  but  both 
of  these  individuals  require  dne-third  as 
much  protein  as  when  they  are  up  and 
about. 

Now,  this  is  a fact  that  many  physicians 
overlook,  and  they  further  overlook  the  fact 
that  protein  ingested  over  the  needs  of  the 
body  throws  unnecessary  work  not  only  on 
the  liver,  but  on  the  kidneys. 

Another  point  that  the  physicians  often 
overlook,  especially  in  the  treatment  of  in- 
flammatory conditions  of  the  intestinal 
canals,  is  “what  happens  to  a particular 
meal  when  it  is  eaten?  How  much 
residue?”  There  is  no  doubt  that  the  aver- 
age physician)  would  consider  the  advis- 
ability of  resting  his  patient  if  he  has 
a sprained  ankle ; if  he  has  a decompen- 
sated heart,  he  will  put  him  to  bed ; but 
when  he  has  an  inflamed  condition  of  the 
intestinal  canal  he  pours  milk  into  it,  or 
other  foods  with  large  amounts  of  residue. 

In  the  treatment  of  these  diseases, 
notably  in  amoebic  dysentery,  it  is  surpris- 
ing how  much  more  rapid  the  relief  will  be, 
if  the  individual  is  kept  on  what  we  call  a 
“soluble”  or  low  residue  diet. 

There  are  some  interesting  experiments 
that  have  been  carried  on  recently,  in  which 


it  is  surprising  to  know  that  as  far  as  the 
residue  of  the  diet  is  concerned  milk  leads 
the  top  as  giving  more  residue,  and  that  a 
hard-boiled  egg  will  give  less  residue  in  the 
intestinal  canal  than  a raw  egg.  The  reason 
of  this,  I will  not  go  into  it,  is  on  account  of 
the  fact  that  the  raw  egg  has  an  anti-fer- 
ment in  it,  and  it  is  more  difficult  to  digest. 
These  are  points  I want  to  bring  out  as 
claiming  the  attention  not  only  of  the  Medi- 
cal Profession,  but  the  layman. 

A point  that  enters  into  this  question 
from  a public  health  standpoint  is  the 
recent  rise,  I won’t  say  recent,  but  the  past 
quarter  of  a century,  in  the  consumption  of 
sugar.  It  will  astound  you  to  know  that  in 
1823  the  per  capita  consumption  of  sugar 
in  the  United  States  was  nine  pounds,  while 
in  1924  that  amount  had  risen  to  one  hun- 
dred and  ten  pounds  per  capita.  Whether 
this  large  consumption  of  sugar  will 
necessarily  overwork  the  pancreas,  will  in- 
crease diabetes,  remains  to  be  seen,  but, 
certainly,  this  one  factor  will  impress  upon 
you  that  diet  is  a public  health  question. 

Time  will  not  permit  me  to  go  into  the 
various  types  of  diet  indicated  in  the  differ- 
ent diseases,  but  I again  wish  to  emphasize 
the  fact  that  let  us  pay  more  attention  to 
diet  and  probably  we  will  have  fewer  dis- 
eases to  treat. 

DISCUSSION. 

Dr.  J.  E.  Knighton  (Shreveport) : Mr.  Chairman 
and  Members  of  the  Louisiana  Medical  Society: 

I have  listened  with  interest  to  Dr.  Eustis’  paper, 
and  I fully  agree  -with  the  statement  made  by  him 
that  the  question  of  diet  is  not  simply  a question 
to  be  dealt  with  in  reference  to  disease,  but  must 
be  considered  as  a public  health  question. 

I think  the  members  of  the  medical  profession, 
with  few  exceptions,  have  neglected  the  study  of 
dietetics  in  a serious  way.  I believe  that  the  devel- 
opment of  insulin  for  the  treatment  of  diabetes 
has  done  more  to  stimulate  the  study  of  this  sub- 
ject than  anything  else,  for  the  reason  that  it  is 
impossible  to  use  insulin  intelligently  without  a 
proper  study  of  the  patient’s  dietary  requirements. 

I am  sure  that  Dr.  Banting  did  not  realize 
while  he  was  developing  insulin  he  was  likewise 
stimulating  an  enthusiastic  study  of  dietetics  by 
the  profession  at  large. 
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I think  it  is  the  duty  of  the  medical  profession 
to  teach  the  public  along  the  lines  of  diet  in 
relation  to  public  health.  This  may  be  done  by 
private  and  personal  contacts  as  well  as  by  prop- 
erly prepared  articles  for  the  public  press  and 
by  public  addresses  on  proper  occasions. 

There  is  much  rubbish  regarding  diet  served 
to  the  public  by  faddists  that  it  is  up  to  us  to 
interpret  these  fads  and  fancies  properly  for  the 
people  and  give  them  instead  more  sane  and 
wholesome  information  on  the  subject. 

I think  we  can  take  Dr.  Eustis’  paper  as  a 
profitable  lesson  to  ourselves,  and  then  we  should 
pass  it  along  to  the  public. 

Dr.  D.  0.  Willis  (Leesville)  : I am  not  going 

to  discuss  the  question  of  the  disease  itself,  I am 
just  going  to  discuss  a little  bit  the  question,  or 
to  drop  the  thought  that  might  bear  fruit,  of  how 
we  are  to  get  this  knowledge  to  the  people,  rela- 
tive to  the  prevention  of  cancer,  and  the  question 
of  diet,  as  spoken  of  in  the  previous  paper.  Dr. 
Eustis’  paper,  and  I bring  this  thought  because 
of  the  fact  that  I live,  myself,  and  work  in  a 
country  where  literature  cannot  very  satisfactorily 
serve  the  purpose  of  getting  this  knowledge  to  the 
people,  because  of  the  fact  that  there  is  a large 
number  of  people  in  the  rural  district  of  this  state, 
others,  I suppose,  that  do  not  read,  lots  of  them 
that  cannot  read,  unfortunately.  We  hope,  of 
course,  that  in  just  a few  years  this  will  not  be  so, 
but  we  know  now  that  it  is. 

If  you  put  the  proper  literature  in  their  hands, 
they  would  not  read  it,  lots  of  them,  even  though 
they  could,  and  lots  of  them  cannot.  So,  just  how 
are  we  to  get  this  knowledge  to  the  people?  I 
would  ask  that  as  a question  to  the  essayists,  and 
to  men,  perhaps,  of  broader  experience  than  I 
have.  We  cannot  advertise,  and  just  how  shall  we 
do  it  is  the  thought  that  comes  to  my  mind. 

Now  I have  thought  of  this  as  a possible  plan, 
that  by  some  means,  from  some  source,  that  there 
be  lectures  and  talks  carried  to  these  people  in 
the  rural  districts.  Perhaps,  to  the  schools,  by  in- 
viting the  public  to  attend  such  lectures.  I have 
thought  about  it,  as  a duty,  perhaps,  with  the 
local  health  officer,  or  especially  where  we  have 
the  health  units  in  various  parishes,  fixing  it  as  a 
duty  that  he  would  invite  the  public  to  meet  at 
some  place,  perhaps  the  schools  would  be  the  best 
place,  and  visit  those  institutions  or  those  places 
at  least  once  a year,  every  school,  or  every  desig- 
nated place,  and  if  he  is  not  capable  of  delivering 
an  intelligent  address,  have  the  proper  literature 
in  his  hands,  coming  from  the  proper  sources,  and 
read  it  to  the  people,  and  do  what  might  be  done 
in  that  way.  But,  I just  wanted  to  suggest  this 
thought,  in  order  that  there  might  perhaps  be 
some  plan  worked  out  to  get  this  knowledge  to 
the  public,  that  they  might  understand. 


Dr.  S.  B.  Wolff  (Opelousas)  : The  science  of 
dietetics  is  always  a very  timely  subject  at  any 
meeting  of  physicians.  The  early  doctors  recog- 
nized that  diet  was  one  of  the  chief  adjuncts  in 
both  the  prevention  and  cure  of  disease. 

Among  the  diseased  conditions,  today,  that  are 
met  along  dietetic  lines  I might  mention  tubercu- 
losis, diabetes,  scurvy,  beriberi,  and,  in  addition, 
we  believe  that  diet  is  an  etiological  factor  in  the 
causes  of  high  blood  pressure  and  nephritis. 
Science  is  undergoing,  of  course,  rapid  changes,  to 
the  betterment  of  the  profession.  In  a discussion 
of  diet,  I think  that  some  recognition  should  al- 
ways be  paid  to  the  group  of  our  profession, 
namely,  the  pediatricians,  the  workers  who  ap- 
prove the  babies,  the  young  people,  so  that  we 
might  safely  say,  in  future,  the  race  in  general 
will  be  improved  through  their  efforts. 

I have  especially  enjoyed  Dr.  Eustis’  paper  and 
coming  from  a man  who  has  made  a big  study 
of  dietetics  it  should  have  great  effect. 

Dr.  Allan  Eustis  (closing)  : I have  nothing  fur- 

ther to  say,  Mr.  Chairman,  except  to  thank  Dr. 
Knighton  and  Dr.  Wolff. 

SOME  OF  THE  PROBLEMS  OF  AN 
INDUSTRIAL  SURGEON.* 

DAVID  WALLEY,  M.  D., 
Lumberton,  Miss. 

I am  presenting  a short  paper  giving 
you  some  of  the  problems  that  I have  had 
to  deal  with  as  an  industrial  surgeon.  It 
is  not  my  purpose  to  write  a scientific 
paper  but  to  deal  with  the  problems  con- 
nected with  the  handling  of  sick  and  in- 
jured employees  of  industrial  plants  and 
the  prevention  of  accidents.  Industrial 
surgery  today  is  indeed  a specialty  though 
not  so  recognized  by  the  profession.  The 
larger  corporations  throughout  the  coun- 
try have  in  recent  years  given  more  atten- 
tion to  the  medical  services  of  their  em- 
ployees than  in  former  years.  Especially 
is  this  true  since  the  World  War.  The 
after  effects  of  the  World  War  have  proven 
one  thing  if  nothing  else — and  that  is  that 
it  is  an  expensive  proposition  to  the  em- 
ployer when  an  individual  is  physically 
unfit  to  fill  the  position  for  which  he  is 

*Read  by  title  before  the  Mississippi  State 
Medical  Association,  Meridian,  May  10-12,  1928. 
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employed.  The  American  Government  to- 
day is  spending  millions  upon  top  of 
millions  of  dollars  caring  for  the  veterans 
of  the  World  War  and  other  wars  because 
they  accepted  into  the  service  men  who 
were  physically  unfit.  Those  of  us  who 
saw  service  in  the  World  War  have  profited 
by  the  mistakes  or  should  have  profited  by 
the  mistakes  made  by  us  in  examining  men 
for  the  Army,  and  ought  to  be  now  able  to 
render  corporations  a real  service  in  assist- 
ing them  in  securing  suitable  employees, 
physically,  mentally,  and  morally. 

To  be  a successful  industrial  surgeon, 
one  must  possess  five  distinct  qualifica- 
tions: First,  he  must  be  a diplomat,  be- 

cause he  has  to  deal  with  employees  who 
in  a great  many  instances  are  biased 
against  company  doctors;  second,  he  must 
be  a good  diagnostician,  because  his  com- 
petitors will  put  him  to  the  acid  test  almost 
daily;  third,  he  must  be  a competent  sur- 
geon, because  both  employer  and  employee 
demand  good  work;  fourth,  he  must  have 
a working  knowledge  of  orthopedics,  be- 
cause a majority  of  his  major  accidents  are 
injuries  to  the  bony  parts,  and,  fifth,  he 
must  be  well  versed  in  medical  jurispru- 
dence, because  he  is  a victim  of  court 
procedure.  The  industrial  surgeon  must 
be  equipped  with  hospital  facilities  to 
handle  his  sick  and  accident  cases.  The 
hospital  must  be  equipped  with  a complete 
roentgen-ray  (including  a portable)  and 
clinical  laboratory.  He  must  also  have  a 
fracture  table  and  almost  every  orthopedic 
appliance  known  to  man,  including  physio- 
therapy. The  hospital  where  the  sick  and 
injured  are  cared  for  must  be  under  com- 
petent management  in  order  that  patients 
may  have  the  best  attention  possible  and 
that  the  employer  may  have  the  protection 
against  the  encroachment  of  shyster 
lawyers. 

I am  going  to  give  you  an  outline  of  the 
system  used  by  the  Mississippi  Southern 
Railroad  and  the  Edward  Hines  Lumber 
Company,  which  I have  the  honor  to  serve 
as  chief  surgeon.  To  secure  employment 


the  man  files  his  application  at  the  genera 
office  of  the  company  and  he  gives  then  £ 
brief  history  of  himself  and  his  previouf 
employment.  This  is  recorded  on  one  sid( 
of  a card  and  the  other  side  of  the  card  is 
used  for  recording  his  medical  examina- 
tion. If  his  application  is  approved  at  th( 
office  for  employment,  he  is  then  referred 
to  one  of  our  physicians,  who  makes  a 
thorough  physical  examination.  If  he  is 
physically  fit,  he  is  given  an  okay  and  re- 
turned to  the  office  for  his  work  card.  Ir 
making  these  examinations,  there  are  cer- 
tain physical  defects  which  we  consider 
disqualifying,  namely:  poor  vision,  deaf- 
ness, the  loss  of  a leg  or  arm  or  parts  of 
same  which  would  give  him  a handicap, 
tuberculosis,  any  kind  of  hernia,  hemor- 
rhoids, varicosities,  and  any  active  vene- 
real diseases.  All  minor  defects,  though 
not  disqualifying,  are  recorded  on  the  ex- 
amination card  in  order  that  the  company 
may  be  protected  should  any  of  these  later 
become  active  and  the  employee  claim  the 
company  liable.  These  examination  cards 
are  filed  for  pennanent  record.  If  an  em- 
ployee leaves  the  service  of  the  company, 
even  though  for  one  day  only,  he  is  re-i 
quired  to  report  back  to  the  surgeon  for 
examination  before  re-employment.  An 
employee  may  be  ordered  up  for  re-exam- 
ination  when  he  is  suspected  of  being 
physically  disqualified  to  fill  the  position 
which  he  is  holding.  If  his  work  is  satis- 
factory, he  may  be  given  employment  in 
another  department  where  he  is  physically 
fitted  to  work. 

The  Medical  Department  of  the  Missis- 
sippi Southern  Railroad  and  Edward  Hines 
Lumber  Company  consists  of  a 50-bed 
general  hospital,  a chief  surgeon,  four 
physicians  distributed  over  the  works,  and 
three  consultants.  We  have  one  nurse 
assigned  to  duty  outside  of  the  hospital. 
The  doctors  over  the  entire  operation  work 
in  very  close  conjunction  with  the  safety 
department.  Monthly  foremen’s  meetings 
are  held  at  all  headquarters  and  depart- 
ments and  either  the  chief  surgeon  or  local 
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)ctor  attends  these  meetings.  The  acci- 
;nts  of  the  previous  month  are  gone  into 
id  discussed  as  to  what  caused  them  and 
hat  could  be  done  to  eliminate  further 
jcidents  of  the  same  nature.  Every  fore- 
lan  who  is  more  than  a quarter  of  a mile 
'om  a doctor’s  office,  is  supplied  with  a 
implete  emergency  kit  and  given  instruc- 
ons  as  to  how  to  apply  first  aid.  If  an 
ijury  occurs  and  it  is  of  sufficient  serious- 
ess  in  the  opinion  of  the  foreman,  the 
lan  is  immediately  sent  directly  to  the 
ospital  without  consulting  the  local  doctor, 
f the  injury  is  minor,  he  is  given  first  aid 
ttention  and  then  referred  to  the  local 
octor.  Every  90  days  the  foremen  are 
rought  together  and  given  new  methods 
f first  aid  and  often  compete  in  demon- 
trations  of  the  best  and  quickest  first  aid 
iven  a serious  injury.  Our  safety  depart- 
lent  is  in  charge  of  an  engineer  who  makes 
weekly  inspection  over  all  departments 
n every  location  that  the  company  is  oper- 
ting.  An  active  campaign  was  started  on 
he  Edward  Hines  Lumber  Company  works 
une  1,  1926,  and  as  a result,  a reduction 
f accidents  of  15  per  cent  was  accom- 
ilished  after  six  months  of  safety  work — 
hat  is,  in  1926  over  1925.  By  an  inten- 
ive  safety  program  being  put  on  over  the 
intire  works  in  1927,  the  results  show  that 
he  reduction  in  injuries,  no  matter  how 
rivial,  was  48.9  per  cent  over  those  of 
L926.  The  reduction  of  lost-time  accidents 
vas  42.41  per  cent.  Where  we  used  to 
lave  from  100  to  150  injuries  every  month, 
w^e  are  now  having  less  than  20  per  month, 
with  the  same  number  of  men  working 
under  the  same  conditions,  and  not  1 per 
cent  of  these  are  serious  injuries.  Even 
with  the  low  mark  of  1927,  the  first  four 
months  of  1928  have  shown  a reduction  of 
75  per  cent  below  those  of  the  first  four 
months  in  1927.  If  the  industrial  surgeon 
on  any  works  will  work  closely  in  conjunc- 
tion with  the  foremen  and  have  an  under- 
standing with  them  he  will  in  a large 
measure  share  the  reduction  of  accidents 
over  his  location.  The  foremen  cannot  do 
much  unless  the  doctors  back  them  up  in 


their  accident-prevention  work.  Every  doc- 
tor on  my  location  is  backing  the  safety 
department  100  per  cent,  and,  as  a result, 
the  above  results  have  been  obtained. 

I find  that  most  of  my  trouble  comes 
from  neglected  minor  injuries  or  those 
considered  minor  by  the  local  physician. 
It  has  been  my  experience  that  neglected 
first  aid  to  minor  injuries  causes  a high 
percentage  of  serious  injuries  and  converts 
what  should  not  have  been  a lost-time  ac- 
cident into  a lost-time  accident;  therefore, 
we  must  keep  in  behind  those  responsible 
for  rendering  first  aid  and  see  that  these 
injuries  are  promptly  cared  for.  For  in- 
stance, a man  gets  a foreign  body  in  his 
eye.  The  local  surgeon  examines  it  and 
thinks  that  he  has  removed  it.  The  man  re- 
turns to  work  and  in  two  or  three  days 
he  turns  up  with  a much  inflamed  eye  and 
has  to  go  to  the  hospital  where  an  roent- 
gen-ray examination  shows  a piece  of  steel 
in  the  anterior  chamber  of  the  eye.  The 
man  develops  traumatic  cataract  and  loses 
his  eye,  the  medical  service  is  criticized, 
and  the  company  pays  out  five  or  ten  thou- 
sand dollars  because  of  the  failure  of  the 
local  doctor  to  give  serious  consideration 
to'  all  eye  injuries  even  though  they  ap- 
parently be  minor.  All  head  injuries,  even 
though  they  be  simple,  should  be  sent  to 
the  hospital  for  roentgen-ray  examination. 
So  many  times  we  find  a man  who  suffers 
a slight  blow  to  the  head  and  returns  to 
work  only  to  fall  out  and  is  then  sent  to 
the  hospital  where  roentgen-ray  examina- 
tion shows  a fracture.  I recall  one  neg- 
lected minor  injury  case  recently  where  a 
man  working  in  the  machine  shops  had  a 
slight  abrasion  on  one  of  his  fingers  and 
continued  to  work  without  calling  for  first 
aid  until  the  day’s  work  was  done.  He 
developed  a severe  infection  and  came  very 
near  losing  his  arm  and  is  now  suffering 
with  a stiff  hand  and  has  been  off  duty  for 
more  than  two  months.  If  this  man  had 
gone  to  his  first-aid  kit  and  touched  this 
wound  with  iodin  and  applied  a bandage, 
he  would  not  have  developed  infection. 
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At  this  point,  I wish  to  pay  my  respects 
to  the  insurance  feature  in  accident  work. 
I find  where  a man  or  corporation  is  car- 
rying insurance  for  employees  that  it  will 
require  three  times  longer  to  cure  him  than 
it  does  the  man  who  has  no  insurance. 
Then  we  have  to  deal  with  the  malingerer, 
who,  with  the  slightest  injury,  will  claim 
internal  injury  and,  regardless  of  treat- 
ment, just  won’t  get  well. 

In  conclusion,  the  careful  selection  by 
the  foremen  of  the  employees  and  the 
thorough  physical  examination  by  the 
physician  will  aid  materially  in  reducing 
accidents  and  the  prevention  of  law  suits. 
The  whole-hearted  co-operation  of  the  sur- 
geon with  the  safety  department  and  with 
the  foremen  will  reduce  the  lost-time  acci- 
dents and  also  the  surgeon’s  work.  The 
attitude  of  the  employer  to  employee  is 
of  the  greatest  importance— that  is,  the 
employee  must  have  confidence  in  the  em- 
ployer, feeling  at  all  times,  that  he  will  get 
a square  deal  when  sick  or  injured  (this 
confidence  we  have  in  our  organization). 
And  immediate  attention  to  all  injuries,  no 
matter  how  trivial,  will  reduce  the  time  of 
lost-time  accidents  to  the  minimum. 


CLINICAL  EXPERIENCE  WITH  IRRADI- 
ATED  ERGOSTEROL — It  is  the  opinion  of  Alfred 
F.  Hess  and  J.  M.  Lewis,  New  York,  that  irradiated 
ergosterol  is  by  far  the  most  potent  of  the  antira- 
chitic agents.  It  is  an  absolute  specific.  Cod 
liver  oil  in  the  amount  in  which  it  can  be  given  is 
a specific  of  limted  dependability — only  moderately 
effectve  for  the  average  infant,  uncertain  in  action 
for  the  rapidly  growing  infant,  and  ineffective  for 
the  premature.  Irradiated  ergosterol  is  quite  as 
valuable  in  tetany  as  in  rickets,  and  in  both  dis- 
orders is  remarkable  for  the  rapidity  as  well  as  for 
the  reliability  of  its  action.  As  yet,  however,  no 
sufficient  clinical  experience  has  been  had  to  de- 
fine its  proper  dosage.  Furthermore,  the  various 
preparations  cannot  be  evaluated,  as  they  have  not 
yet  been  assayed  on  the  basis  of  the  number  of 
curative  units  (rat)”  which  they  contain.  The 
amounts  now  recommended  and  employed  are  un- 
necessarily high,  as  shown  by  the  fact  that  they  in- 
duce an  excess  of  calcium  and  inorganic  phosphorus 
in  the  blood  in  the  normal  as  well  as  in  the  rachitic 
infant — hypermineralization. — Jour.  A.  M.  A.,  91:- 
783-788,  1928. 


SPINAL  ANESTHESIA.* 

J.  K.  AVENT,  M.  D., 

Grenada,  Miss. 

In  presenting  this  paper  for  your  con- 
sideration, no  attempt  is  made  to  add  any- 
thing new  in  the  way  of  anesthesia.  That 
major  surgical  operations  under  spinal 
anesthesia  have  long  ago  ceased  to  be  ex- 
perimental procedures  can  not  be  denied. 

I shall  not  urge  you  to  use  spinal  anes- 
thesia for  its  use  may  bring  you  criticism 
and  worry.  The  easy  path  is  the  well  trod 
path.  But  I should  like  to  show  if  you 
care  to  take  the  trouble  to  master  the 
technique  you  will  have  at  command  in  its 
field,  the  safest  anesthetic,  the  quickest 
anesthetic,  the  most  relaxing  anesthetic  of 
which  we  have  knowledge.  But  you  will 
assume  more  personal  responsibilities  and 
will  incur  some  criticism  from  the  doctors, 
not  the  laity.  Those  who  use  it  are  ardent 
admirers  of  spinal  anesthesia.  If  you  have 
never  operated  with  spinal  anesthesia,  you 
do  not  know  what  perfect  relaxation  is. 
The  first  time  it  is  used,  you  will  imme- 
diately say  it  is  the  ideal  anesthetic. 

HISTORY. 

Dr.  James  Leonard  of  New  York  did  the 
first  experiments  of  spinal  anesthesia  in 
October,  1885.  Dr.  Augusta  Bier  first 
used  it  in  surgical  cases  on  man  by  experi- 
ments upon  himself  and  associates.  Deaths 
were  soon  reported  because  of  the  uncer- 
tain and  toxic  effects  of  cocaine  and  the 
method  lost  favor  everywhere. 

PHYSIOLOGICAL  ACTION. 

Transient  root  interruption  is  the  physi- 
ology. Blocking  of  posterior  roots  occurs 
with  consequent  analgesia  and  loss  of  tac- 
tile, muscle  and  temperature  sense.  The 
anterior  roots  with  the  associated  white 
rami  communicantes  are  also  blocked, 
causing  transient  motor  paralysis  and, 
especially  important,  transient  vasomotor 
paralysis.  The  posterior  root  block  is 

*Read  before  the  Mississippi  State  Medical 
Association,  Meridian,  Mississippi,  May  8-10,  1928. 
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essential,  that  the  operation  may  be  pain- 
less; anterior  root  interruption  is  desirable 
that  the  operation  may  be  done  with  the 
ease  and  facility  that  complete  muscular 
relaxation  affords.  The  interruption  of  the 
white  rami,  while  it  reduces  bleeding  and 
favors  intestinal  contraction  and  peristali- 
sis,  leads  to  a slowing  and  weakening  of  the 
heart  action  and  a fall  in  blood  pressure 
that  may  be  hazardous.  As  the  white 
rami  through  Avhich  the  sympathetic  im- 
pulses are  conducted  to  the  entire  body  are 
associated  only  with  the  anterior  roots 
from  the  second  dorsal  to  the  third  lumbar, 
it  is  evident  that,  if  the  anesthesia  involves 
the  lower  lumbar  and  sacral  roots,  there 
will  be  little  or  no  effect  on  the  blood  pres- 
sure, but  if  the  fibers  supplying  the  great 
splanchnic  vessels  and  those  of  the  upper 
part  of  the  body  are  effected,  a great  fall 
in  blood  pressure  results.  A blood  pres- 
sure fall  of  twenty  to  thirty  milimeters  is 
moderate,  while  thirty  to  fifty  is  not  un- 
usual, and  a fall  in  the  systolic  in  the 
radials  to  zero  is  occasionally  seen.  This 
fall  in  pressure  which  usually  lasts  but 
from  fifteen  to  thirty  minutes,  may  be 
combatted  by  introducing  fifteen  minims 
of  the  solution  of  adrenalin  chloride, 
1-1000,  intravenously.  Its  action  here  is 
almost  a specific. 

Some  of  the  operations  that  may  be  per- 
formed with  spinal  anesthesia  are : thoraco- 
tomy, gall  bladder  work,  Caeserian  section, 
amputation  of  the  hip,  and  setting  of  bones 
of  the  lower  extremities. 

TECHNIC. 

The  point  of  injection  is  figured  out 
according  to  the  operation.  You  may  go 
as  high  as  the  space  between  the  11th  and 
12th  thoracic.  As  a rule  you  need  not  go 
higher  than  the  12th  thoracic  and  first 
lumbar.  Most  cases  will  give  complete 
anesthesia  between  the  1st  and  2nd  lumbar. 
The  skin  is  injected  with  1 per  cent  novo- 
cain, and  the  spinal  needle  passed  with  as 
little  trauma  as  possible.  When  you  get 
clear  spinal  fluid  draw  from  2 to  6 c.c.  fluid, 
mix  this  with  apothesin,  or  novocain,  then 


inject  this  back  into  the  spinal  canal.  Do 
not  pump  your  fluid  back  and  forward  in 
the  syringe,  if  you  do  you  are  more  apt  to 
push  it  too  far  up  the  spinal  canal.  You 
can  have  the  patient  either  in  the  sitting 
or  lying  position.  As  a rule  your  anes- 
thesia is  immediate  and  you  are  ready  for 
work.  Sometimes  lowering  the  patient’s 
head  will  assist  you  in  more  complete 
anesthesia.  I always  have  the  nurse  keep 
her  finger  on  the  patient’s  pulse  for  the 
first  ten  minutes,  and  she  has  adrenalin 
ready  if  it  is  necessary.  It  is  seldom 
needed.  I now  give  50  mg.  of  ephedrin 
sulphate  subentaneously  20  minutes  before 
the  spinal  puncture.  The  action  of  ephed- 
rin in  spinal  anesthesia  is  very  similar  to 
that  of  adrenalin,  but  is  very  much  more 
prolonged.  Its  effects  are  produced  by 
stimulation  of  the  sympathetic  nervous 
system,  and  are  produced  peripherally  and 
not  centrally.  The  rise  in  blood  pressure 
is  due  to  vasoconstriction  and  cardiac  stim- 
ulation. Ephedrin  also  stimulates  the 
stellate  ganglia.  WTth  ephedrin,  a greater 
proportion  of  the  rise  in  blood  pressure 
appears  to  be  due  to  cardiac  stimulation, 
than  with  adrenalin.  While  medicinal 
doses  of  ephedrin  stimulate  the  heart, 
toxic  doses  depress  it;  and  death  is  due  to 
cardiac  failure  following  clonic  convulsions. 
Moderate  doses  sometimes  cause  extrasys- 
toles, and  acute  cardiac  dilatation.  If  the 
blood  pressure  has  been  lowered  by  the 
spinal  puncture,  the  rise  is  less  pro- 
nounced and  the  heart  is  more  susceptible 
to  the  depressing  action.  Ephedrin  dilates 
the  pupils  and  relaxes  the  bronchial  and 
intestinal  muscles.  With  repeated  doses 
the  effects  are  cumulative,  and  tolerance  is 
not  established.  There  is  a wide  margin 
of  safety  in  dosage,  as  the  lethal  dose  is 
35  to  100  times  the  physiologic  dose.  It 
may  be  given  intravenously,  subcuta- 
neously, or  by  mouth.  The  effect  is  the 
same,  but  progressively  slower  and  less  in- 
tense by  the  last  two  methods.  The 
similarity  of  ephedrin  to  adrenalin  in 
action — the  vasoconstriction,  the  marked 
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cardiac  stimulation  with  the  pronounced 
rise  in  blood  pressure,  and  the  fact  that 
it  acts  peripherally  and  therefore  is  effec- 
tive during  the  paresis  of  spinal  anes- 
thesia— at  once  suggests  its  use^to  counter- 
act the  fall  of  blood  pressure  in  this 
anesthesia. 

DISADVANTAGES. 

1.  It  may  require  resuscitation  meas- 
ures which  should  be  at  hand. 

2.  Certain  patients  are  bad  risks,  nota- 
bly those  in  shock  or  collapse,  low  blood 
pressure  (systolic  below  100),  and  those 
with  pleural  effusions  or  new  groudhs. 

3.  Obese  and  elderly  patients  have  a 
greater  fall  in  blood  pressure. 

4.  Not  being  a method  of  universal  use 
it  invites  criticism. 

5.  No  absolutely  safe  drug  for  spinal 
anesthesia  has  yet  been  found. 

6.  Neurotics  may  blame  some  of  their 
post  operative  symptoms  on  spinal  anes- 
thesia. 

ADVANTAGES. 

1.  Perfect  and  complete  anesthesia  in 
nearly  all  cases. 

2.  The  bowels  become  flat  and  lose  their 
tendency  to  crowd  the  operative  field, 
which  is  a most  precious  symptom. 

3.  Produces  a negative  abdominal  pres- 
sure so  you  can  easily  explore  the  entire 
abdominal  cavity.  (In  peritonitis  quite 
often  the  relaxation  from  the  anesthesia 
will  cause  the  patient  to  have  an  evacua- 
tion of  the  intestinal  tract  while  patient  is 
on  the  table.) 

4.  Less  bleeding  due  to  fall  in  blood 
pressure.  Hemostasis  must  be  perfect. 

5.  Normal  diet  restored  earlier. 

G.  Rarely  vomiting  and  no  gastric  dis- 
turbances, no  lung  and  kindney  compli- 
cations. 

7.  The  sutures  are  left  undisturbed 
and  produce  a neater  scar. 


8.  Spinal  anesthesia  simplifies  surgery 
by  establishing  the  most  favorable  condi- 
tion for  clean  operation  and  reducing  to  a 
minimum  the  operative  and  post-operative 
risk. 

9.  Cheapens  and  reduces  operating 
room  work  at  time  of  operation  at  least 
20  per  cent. 

10.  The  ideal  anesthesia  for  tubercular 
patients  who  do  not  have  a low  blood 
pressure. 

11.  Rarely  is  it  contra-indicated  in  kid- 
ney and  heart  disease.  It  is  especially  of 
value  in  high  blood  pressure  patients. 

il2.  It  is  more  reliable  than  this  paper 
would  lead  you  to  believe. 

13.  It  is  not  new  and  will  stand  any 
law  suit. 

14.  Hastens  the  operation 

DISCUSSION. 

Dr.  S.  W.  Johnston  (Vicksburg)  : I enjoyed 

this  paper  very  much  and  I would  like  to  suggest 
a preparation  that  we  have  been  using  the  last  two 
or  three  months  that  has  given  perfect  satisfac- 
tion. The  preparation  contains  195  milligrams 
of  novocaine,  3 drops  of  starch  water,  1/30  grain 
of  strychnin,  3 drops  of  alcohol  and  2 to  3 drops 
of  1 per  cent  solution  of  ephedrine  sulphate  in 

2 c.c.  of  normal  salt  solution.  We  used  a long 
needle  of  18  to  22  gauge  with  a very  obtuse 
bevel.  The  specific  gravity  of  the  spinal  fluid  is 
almost  exactly  the  same  as  this  solution.  We 
have  never  had  any  bad  effects  from  it.  It  does 
not  lower  the  blood  pressure  and  the  absence  of 
shock  is  very  noticeable.  We  draw  off  about 

3 c.c.  of  the  spinal  fluid  first,  then  draw  3 c.c. 
into  the  syringe  with  the  novocaine  mixture,  grad- 
ually injecting  it  into  the  canal.  The  strychnin 
combined  with  the  ephredine  sulphate  prolongs 
the  anesthesia  as  well  as  prevents  the  lowering 
of  the  blood  pressure.  Ephedrine  has  an  advan- 
tage over  adrenalin  in  that  the  effect  is  more 
lasting. 

Dr.  H.  A.  Gamble  (Greenville)  : I do  not  like 

to  take  the  floor  again,  but  our  experience  with 
spinal  anesthesia  has  not  always  been  as  favor- 
able as  the  reports  this  evening  would  indicate. 

We  have  oftentimes  had  a rapid  drop  in  blood 
pressure,  to  such  an  extent  that  it  verged  upon 
the  danger  line.  We  have  never  used  the  prepar- 
ation which  Dr.  Johnson  has  suggested,  but  in 
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order  to  counteract  or  prevent  this  rapid  fall  in 
blood  pressure,  we  employ  the  method  which  Bab- 
cock of  Philadelphia  brought  out  a few  years 
ago;  that  is,  we  have  an  assistant  w'ho  watches 
the  blood  pressure,  and  gives  intravenously  as 
necessity  indicates  a solution  of  adrenalin  chloride 
(20  minims  for  each  200  c.c.  of  normal  salt 
solution).  In  this  way  we  have  been  able  to 
control  the  blood  pressure,  but  I have  never  been 
convinced  that  there  is  not  considerable  danger 
attendant  upon  the  use  of  spinal  anesthesia. 

Di’.  J.  K.  Avent  (closing)  : Dr.  Johnston  re- 

ferred to  the  strychnin  and  the  starch.  Dr.  Gul- 
ley had  me  to  get  some  of  that  a few  days  ago 
and  it  works  beautifully,  but  there  is  a prepara- 
tion put  out  by  Metz  and  Company  which  con- 
tains the  starch,  novocain  and  alcohol,  and  I 
think  if  Dr.  Gamble  uses  that  he  will  find  it  a 
very  good  preparation,  especially  if  he  will  use 
ephedrin  sulphate.  This  is  a big  subject,  and  I 
believe  the  time  is  coming  when  every  one  of 
us  will  use  it  more  than  we  are  using  it  today. 

TECHNIC  FOR  CLINICAL  BLOOD 
PRESSURE  MEASUREMENTS. 

CLYDE  BROOKS,  M.  D.,f 
University,  Alabama. 

For  clinical  measurement  of  blood  pres- 
sure the  auditory  method  is  the  method  of 
first  choice,  at  the  present  state  of  our 
knowledge.  Using  the  auditory  method, 
and  the  Riva-Rocci  instrument,  or  some 
improvement  of  this  apparatus,  the  correct 
criterion  for  securing  the  so-called  sys- 
tolic blood  pressure  measurement  is  the 
point  where  the  arterial  sounds  first  ap- 
pear when  the  pressure  in  the  cuff  is  grad- 
ually lowered,  after  first  having  been 
raised  to  a point  high  enough  to  suppress 
all  arterial  sounds. 

Then  continuing  gradually  to  allow  the 
pressure  in  the  cuff  to  fall,  until  all  arte- 
rial sounds  cease,  brings  the  pressure  to 
the  correct  point  for  reading  the  so-called 
diastolic  blood  pressure. 

Neither  of  these  two  readings  represents 
the  true  diastolic  nor  the  true  systolic 
blood  pressure.  But  they  are  readings  of 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, April  10-12,  1928. 

fSchool  of  Medicine,  University  of  Alabama. 


two  factors : first,  the  blood  pressures ; 
second,  the  additional  pressure  necessary 
to  collapse  the  artery  on  which  the  read- 
ings are  made.  The  principle  on  which 
the  second  factor  is  based  is  generally  men- 
tioned in  the  literature  on  blood  pressure, 
though  not  generally  well  understood.  But 
the  greatness  of  the  error  due  to  the  added 
elevation  of  pressure  readings  caused  by 
this  factor,  is  not  at  all  generally  appre- 
ciated. 

To. study  these  problems,  a simple  phy- 
sical model  was  made  of  a piece  of  soft, 
thin-walled,  rubber  tubing,  mounted  within 
a large  glass  tube,  so  arranged  that  the  in- 
side of  the  piece  of  rubber  tube  was  con- 
nected with  a pressure  bottle,  and  the  space 
surrounding  the  soft  rubber  tube  (and 
within  the  glass  tube)  was  connected  with 
another  pressure  bottle.  The  whole  system 
was  filled  with  water.  One  mercury  man- 
ometer was  connected  with  the  space 
inside  the  soft  rubber  tube,  and  another 
manometer  with  the  space  outside  the  soft 
rubber  tube  (and  within  the  glass  tube). 
The  pressures  in  these  two  openings  were 
recorded  on  a kymograph. 

In  this  physical  model  the  piece  of  soft 
rubber  tubing  represents  an  artery  on 
which  the  blood  pressure  readings  are  to 
be  made.  The  pressure  bottle  connected 
with  the  inside  of  this  arterial  tube  may 
be  raised  and  lowered,  thus  producing  the 
pulsating  changes  in  pressure  representing 
the  systolic  to  diastolic  blood  pressure. 
The  outer  glass  tube  surrounding  the  arte- 
rial soft  rubber  tube,  represents  the  cuff 
or  arm  band.  By  raising  the  pressure  in 
this  tube  (which  is  outside  the  arterial 
rubber  tube),  pressure  is  brought  to  bear 
on  the  outside  of  the  arterial  tube.  With 
this  model  it  is  found,  that  by  setting  the 
outside  pressure  at  the  right  point,  the 
arterial  tube  is  collapsed  just  at  the  point 
where  the  inside  arterial  pressure  is  just 
at  the  diastolic  level.  Then  by  raising  the 
arterial  pressure  to  the  systolic  level,  the 
arterial  tube  opens  and  fills  with  fluid. 
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This  adjustment  gives  maximal  pulsa- 
tions which  are  recorded  by  the  mano- 
meter connected  with  the  outside  or  cuff 
pressure.  This  result  is  contrary  to  the 
prediction  of  Marey  (known  as  Marey’s 
principle)  which  stated  that  maximal  oscil- 
lations should  be  transmitted  when  the 
outside  (cuff)  pressure  is  just  equal  to  the 
diastolic  arterial  pressure.  Marey  did  not 
test  his  theory  by  a physical  model. 

Another  principle  demonstrated  oh  this 
model  is  that  the  outside  (cuff)  pressure 
must  be  raised  some  three  feet  above  the 
level  of  the  inside  (arterial)  pressure  in 
order  to  collapse  the  arterial  tube  which 
was  used  in  this  particular  model.  This 
is  surprisingly  high  in  view  of  the  fact 
that  the  arterial  tube  is  very  soft  and 
much  larger  in  diameter  than  any  human 
artery.  (It  has  been  found  that  the  larger 
the  diameter  of  the  arterial  tube,  the  less 
outside  pressure  is  required  to  collapse  it.) 
All  this  shows  that  this  factor,  or  error,  in 
measuring  the  blood  pressure  in  patients 
with  rigid  blood  vessels,  must  be  very 
great. 

Another  principle  shown  by  experiments 
on  this  model  is  that  the  oscillatory  method 
for  measuring  blood  pressure  is  not  a good 
method.  For  the  point  where  oscillations 
begin  to  be  transmitted  from  the  inner 
arterial  pulsatory  waves,  is  high  above  the 
systolic  level.  The  height  at  which  they 
may  first  be  seen  is  determined  by  the  deli- 
cacy of  the  recording  apparatus.  Naturally 
this  leads  to  the  conclusion  that  attempts 
at  measuring  blood  pressure  by  the  Uskoff, 
or  any  other  of  the  various  elaborate  com- 
plicated oscillatory  devices,  are  founded 
upon  a misunderstanding  of  the  physical 
principles  involved  in  the  use  of  these 
machines. 


On  the  other  hand,  the  auditory  method 
depends  upon  the  production  of  arterial 
sounds  by  pulsations  of  the  blood  pressui'e 
which  impinge  upon  the  cuff  from  above, 
and  which  finally  open  the  artery  from 
above  downward.  This  sudden  onset  of 
opening  and  closing  of  the  artery  is  accom- 
panied by  the  sudden  onset  of  sharp,  high- 
pitched,  snapping  sounds,  or  thumps.  This 
does  not  mean  that  the  pulse  wave  is  pass- 
ing through  under  the  cuff ; but  that  it  is 
merely  opening  the  vessel  under  the  cuff, 
and  the  opening,  or  rather  the  sudden  clos- 
ing, produces  the  sounds.  These  sounds 
may  be  imitated  by  tapping  the  tragus  of 
the  ear  with  the  fore-finger.  As  the  pres- 
sure in  the  cuff  is  further  gradually  low- 
ered, these  sounds  gradually  become  lower 
in  pitch  and  softer  in  tone,  until  they 
suddenly  cease.  The  point  where  they 
cease  is  where  the  artery  is  not  any  longer 
completely  collapsed,  even  at  the  lowest 
point  of  diastolic  pressure.  This  is  the 
point  for  reading  off  the  diastolic  pressure. 
At  a point  somewhat  below  the  systolic 
pressure,  there  suddenly  appears  sharp, 
nozzle-like  murmurish  sounds  immediately 
following  the  thump  sounds,  and  in  fact 
joined  directly  to  the  last  part  of  the 
thump,  making  a “thumpish-sh.”  This 
sound  may  be  imitated  by  tapping  the 
tragus  of  the  ear,  and  immediately  drag- 
ging the  finger  at  the  instant  it  strikes  the 
tragus.  The  nozzle,  murmurish  quality  of 
the  sounds  is  produced  by  the  pulse  wave 
breaking  through  under  the  cuff,  and  mov- 
ing on  below  it.  Because  the  artery  is 
flattened,  and  only  opens  slightly  it  makes 
a nar-row  slit  through  which  the  blood  must 
pass.  This  causes  the  nozzle-like  sounds. 
They  have  no  significance  in  blood  pres- 
sure readings,  and  should  therefore  be 
ignored  in  such  readings.  Ordinarily  there 
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are  no  other  sounds  nor  phases  of  sounds 
to  be  heard.  Furthermore,  Korotkov 
never  described  the  various  phases  of 
sounds,  which  are  commonly  described  as 
“Korotkov’s  sounds.’’ 

The  readings  which  are  made:  the  high- 
est point  where  arterial  sounds  are  heard 
(the  systolic  blood  pressure)  ; and  the  low- 
est point  where  arterial  sounds  are  heard 
(the  diastolic  blood  pressure)  are  valuable 
clinical  readings,  although  they  do  not  cor- 
respond to  the  true  systolic  nor  the  true 
diastolic  blood  pressures.  They  are  read- 
ings which  are  above  the  true  levels  of  the 
systolic  and  diastolic  pressures.  The 
amount  of  error  depends  upon  the  resist- 
ance of  the  artery  to  compression.  How- 
ever, for  the  sake  of  uniformity,  it  is  rec- 
ommended that  these  measurements  be 
made  as  suggested  above,  and  that  they 
be  called  systolic  and  diastolic  pressures, 
with  the  understanding  that  they  are  not 
the  true  pressures;  but  are  readings  of 
blood  pressure  plus  arterial  resistance.  As 
such,  they  are  valuable  clinical  findings. 

DISCUSSION. 

Dr.  R.  H.  Turner  (New  Orleans)  : I am  sure 

we  are  all  greatly  indebted  to  Dr.  Brooks  for  this 
presentation.  Everyone  has  experienced  some  con- 
fusion about  the  sounds  which  indicate  correctly 
the  systolic  and  diastolic  levels  of  blood  pressure. 
The  medical  profession  is  to  be  congratulated  on 
having  a man  who  has  the  ingenuity  and  the 
patience  to  prove  what  relationship  exists  between 
such  things  as  sounds  heard  with  the  stethoscope 
below  the  pressure  cuff  and  the  blood  pressure. 
Although  he  can  not  hand  us  a perfect  method  for 
determining  blood  pressure,  he  can  tell  us  the 
most  satisfactory  reading  to  make. 

There  are  many  people  who  wish  to  read  the 
diastolic  pressure  while  the  sounds  are  still  being 
distinctly  heard  on  account  of  a change  in  their 
character.  The  greatest  variety  of  new  sounds 
may  be  heard  in  different  cases,  and  several 
changes  may  take  place.  If  one  seizes  upon  the 


wrong  change,  the  diastolic  pressure  may  be  read 
too  high.  The  diastolic  pressure  is,  of  course,  of 
tremendous  clinical  importance,  probably  of 
greater  clinical  importance  than  the  systolic  pres- 
sure. Dr.  Brooks  has  shown  that  the  most  accur- 
ate diastolic  reading  may  be  made  at  the  time 
the  snapping  sounds  disappear  as  pressure  in  the 
cuff  is  allowed  to  drop. 

I think  there  is  one  condition  left  which  may 
still  demand  the  palpatory  method  of  determin- 
ing blood  pressure,  a rather  rare  condition  most 
of  us  have  seen  only  once  or  twice.  This  is  the 
ausculatory  gap.  It  may  lead  us  into  error  if 
we  use  the  ausculatory  method  alone.  These 
people,  often  with  hypertension,  exhibit  a most 
peculiar  phenomena  in  that  there  is  a period  when 
the  sounds  should  be  loudest  that  they  are  in- 
audible. Sounds  are  heard  below  the  systolic  and 
above  the  diastolic  levels,  but  with  a silent  gap 
between.  If  one  does  not  happen  to  start  with  a 
very  high  pressure  in  the  cuff,  only  the  sounds 
below  the  gap  may  be  heard,  and  the  systolic 
pressure  read  as  150  when  it  really  is  220.  It  is 
not  a bad  idea  to  check  the  systolic  level  by  both 
the  ausculatory  and  palpatory  methods. 

Dr.  Brooks  (Closing)  : I appreciate  the  re- 

marks of  the  doctor  who  has  discussed  my  paper. 
There  is  just  one  point  that  I would  mention  here, 
and  that  is:  when  one  reads  the  blood  pressure 
of  a person  with  arterio-clerosis  there  is  a high 
reading  which  may  be  blood  pressure  plus  resis- 
tance of  the  vessel.  It  is  important  to  know 
that.  There  is  no  way  of  teiling  by  merely  read- 
ing the  blood  pressure  whether  it  is  actually  high 
pressure,  or  whether  the  pressure  is  normal,  and 
the  arterio-sclerosis  runs  the  pressure  reading  up. 

I am  not  ready  to  say,  anything  as  far  as  I 
know,  about  these  cases  where  there  is  a gap  in 
the  pressure  sound.  I do  think  that  the  palpitory 
method  should  be  used  in  these  cases;  but  as  to 
why  there  is  this  gap,  I am  not,  at  present  able 
to  understand. 

Another  type  of  case  is  where  the  arterial 
sounds  continue  on  down  to  a very  low  point.  I 
am  not  ready  to  make  a statement  regarding  these 
cases;  but  I suspect  this  sound  curve  in  such  cases, 
is  due  to  another  factor.  In  other  words,  the 
sound  may  be  a different  sound,  not  produced  by 
tbe  mechanisms  that  produce  the  regular  sounds. 


CASE  REPORTS  AND  CLINICAL  SUGGESTIONS 


PROGRESSIVE  NEURAL  MUSCULAR 
ATROPHY  (PERONEAL  TYPE). 

(Clinical  Report  of  Two  Cases  in  Brothers,  Asso- 
ciated With  Mental  Symptoms). 

W.  J.  CAVANAUGH,  M.  D.,  and  HYMAN 
TUCKER,  M.  D., 

Meridian,  Mkss. 

Many  cases  of  the  peroneal  form  of  mus- 
cular atrophy  have  been  previously  re- 
ported, both  singly,  in  more  than  one  mem- 
ber of  the  same  family,  and  in  more  than 
one  generation.  However,  in  a fairly  exten- 
sive search  of  the  literature,  the  authors 
found  but  little  reference  made  to  concomi- 
tant mental  symptoms. 

This  peroneal  type  of  atrophy  was  orig- 
inally most  accurately  described  by  Charcot, 
Marie,  and  Tooth,  and  seems  to  stand  mid- 
way between  the  central  muscular  atrophy 
and  the  muscular  dystrophies.  It  usually 
begins  early  in  life,  runs  in  families,  and 
attacks  the  muscles  of  the  feet  and  peroneal 
group — later  to  be  followed  by  involvement 
of  those  of  the  hands  and  upper  limbs. 
Double  club  foot,  the  characteristic  “step- 
page”  gait,  sensory  and  electrical  changes 
are  common.  The  course  is  a chronic  one. 

Practically  nothing  new  has  been  added 
to  our  knowledge  of  this  type  of  atrophy  in 
the  last  30  years,  except  possibly  some  light 
concerning  its  familial  and  pathological 
characteristics.  Macklin  and  Bowman^ 
studied  this  disease  in  a family  of  101  per- 
sons, 21  of  whom  were  affected  in  5 genera- 
tions. They  concluded  that : 

1.  The  disease  was  not  transmitted  by 
persons  who  did  not  have  the  disease,  mani- 
fest or  latent. 

2.  It  is  possible  for  persons  who  have 
not  yet  shown  the  disease  to  procreate  off- 
spring to  whom  they  transmit  it,  even  being 
possible  for  the  parent  to  transmit  it  to  the 
child  and  for  the  parent  to  die  before  devel- 
oping the  disease. 


3.  Males  and  females  were  equally  af- 
fected and  probably  transmitted  it  equally. 

4.  The  longevity  was  not  affected  by  the 
disease. 

Pathologic-anatomic  inve.stigations^  have 
shown  that  there  is  a degeneration  in  the 
posterior  columns  resembling  that  of  tabes 
dorsalis,  and  atrophy  of  the  anterior  cor- 
nual cells,  while  the  anterior  nerve  roots 
are  said  to.be  healthy;  and  a marked  degen- 
eration in  the  muscles  fibres  and  intra- 
muscular nerve  fibres  of  the  affected 
muscles, 

The  following  rather  typical  cases  of  two  broth- 
ers were  studied  during  their  hospitalization  for 
mental  trouble  at  the  East  Mississippi  State  Hos- 
pital. To  obtain  an  anamnesis  it  was  necessary  to 
drive  7.5  miles  into  the  country.  Here  the  father 
of  the  two  boys  was  interviewed.  We  found  him 
uneducated,  but  of  average  intelligence.  He  him- 
self was  an  orphan  and  knew  nothing  of  his  parent- 
age. He  gave  the  history  of  his  wife’s  ancestors  as 
negative,  though  it  was  noticed  that  his  wife,  the 
mother  of  the  cases  here  reported  was  grossly  de- 
fective, probably  a high  grade  imbecile.  He  was 
unable  to  give  a definite  history  about  his  own 
children,  stating  that  being  accustomed  to  them  he 
had  paid  little  attenion  to  their  early  development. 
Besides  the  two  boys  J.  D.  and  J.  E.,  there  were 
eight  children.  Three  boys — ages  25,  21,  and  17 

years- are  living.  The  two  older  boys  were  not 

seen  but  were  said  to  be  normal  mentally  and  in 
good  health.  The  younger  appeared  to  be  defective 
mentally  and  the  father  stated  he  could  never  learn 
at  school  and  could  not  do  anything  but  the  sim- 
plest farm  work.  The  oldest  boy  died  suddenly  at 
the  age  of  27  years — was  normal  mentally  and 
there  was  no  definite  physical  ailment  noticed 
prior  to  his  death.  Three  girls  living.  One — age 
37  years — the  oldest  child,  had  the  appearance  of  a 
low  grade  imbecile.  She  could  do  only  the  simplest 
house  work,  and  it  was  noticed  that  she  could  not 
dress  herself  properly.  Her  clothing  were  ill  ar- 
ranged and  the  right  shoe  was  on  the  left  foot. 
She  was  at  times  irritable,  but  as  a rule  was  easily 
managed.  Another,  age  19  years,  was  considered 
normal  in  intelligence  by  her  father,  though  ap- 
peared dull.  She  was  anemic  and  had  complained 
of  sick  headaches  and  swelling  of  the  feet  for  the 
past  month  or  more.  The  youngest  living  child, 
a girl  age  12  years,  was  in  good  physical  health 
and  appeared  bright  mentally.  One  girl  died  in 
infancy — cause  unkown. 
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Personal  History.  J.  D. 

Age  30  years.  Birth  and  childhood  normal. 
Walked  at  the  age  of  one  year  and  talked  at  the 
usual  age.  Was  bright  and  attained  the  7th  grade 
in  school.  No  history  of  acute  illnesses.  It  was 
noticed  in  early  childhood  that  he  developed  a 
peculiar  gait — “high  stepping”  as  informant  called 
it.  This  gradually  grew  more  pronounced,  though 
did  not  interfere  with  his  work.  Was  considered 
normal  mentally  until  1919.  Became  irritable  and 
attempted  suicide.  Was  committed  to  East  Missis- 
sippi iState  Hospital  June  24, 1920.  Was  discharged 
as  improved  August  14,  1920.  At  home  he  was 
extremely  irritable  and  unruly;  would  mumble  to 
himself;  get  up  at  all  times  of  the  night  and  con- 
stantly abused  his  neighbors  verbally,  though  made 
no  attempts  to  injure  anyone.  Was  recommitted 
to  the  hospital  March  26,  1921,  where  he  has  been 
continuously  since. 


Personal  History.  J . E. 

Age  25  years.  His  father  thought  that  his  feet 
were  out  of  shape  at  the  time  of  birth  (not  certain 
of  this  however).  Otherwise  birth  was  normal. 
Walked  at  the  age  of  two  years.  Is  unable  to  give 
age  at  the  time  of  teething  or  talking.  Had  measles 
and  whooping  cough  at  about  the  age  of  9 or  10 
years.  His  general  physical  health  was  delicate. 
Was  also  dull  mentally  from  early  childhood.  Could 
not  learn  in  school,  reaching  the  third  grade  at  the 
age  of  15  or  16  years.  Was  never  able  to  do  any 
kind  of  farm  work  that  required  any  degree  of 
skill.  Was  never  as  dependable  and  was  more 
unruly  than  J.  D.  At  the  age  of  22  years  suffered 
from  an  attack  of  typhoid  fever  and  was  delirious 
for  several  days.  Escaped  from  his  home  in  his 
night  clothes  and  remained  out  in  a rain  all  night. 
Following  this  was  very  unruly  and  obstinate. 
Would  lie  in  bed  and  threaten  his  neighbors.  Would 
get  up  in  the  middle  of  the  night  to  feed  the  farm 
stock  and  throw  feed  all  over  the  barn  yard.  His 
manner  became  so  threatening  that  he  was  com- 
mitted to  the  East  Mississippi  State  Hospital  Feb- 
ruary 27,  1927.  It  was  noticed  that  he  walked 
with  more  and  more  difficulty  during  the  year  prior 
to  his  admission. 


1.  Anterior  view  of  lower  extremities 


2.  Lateral  view 


GENERAL  PHYSICAL  EXAMINATION. 


Both  are  fairly  well  nourished;  J.  E.  24  years 
old;  height  5 feet  8 inches;  weight  140  pounds. 
J.  D.  30  years  old;  height  5 feet  8%  inches;  weight 

J.  E.:  Definite  atrophy  of  supra  and  infra-spin- 
atous  muscles  on  both  sidees;  also  decided  atrophy 
of  intero^sseus  muscles  of  both  hands  with  slight 
tendency  to  claw  shape.  Both  feet  assume  varus 
position — are  characteristically  claw  shaped  with 
short  high  arch — more  prominent  on  right  side. 
All  toes  are  flexed.  He  bears  weight  on  outer 
plantar  surface.  Atrophy  is  most  marked  in  both 
legs  and  feet. 


146  pounds.  They  stand  with  knees  slightly  flexed 
— feet  wide  apart.  The  condition  seems  much  more 
advanced  in  the  younger  one. 

J.  D.:  No  appreciable  atrophy  of  supra  or  in- 
fra-spinatus  on  either  side.  Shows  slight  atrophy 
of  interosseii  of  both  hands.  No  claw  tendency. 
Feet  assume  slight  varus  position.  Claw  shape  is 
present,  but  not  pronounced — more  marked  On  left 
foot.  Stands  like  J.  E. — feet  not  so  far  apart. 
Atrophy  of  leg  muscles  very  distinct,  but  those 
of  feet  only  moderate. 
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Case  Reports  and  Clinical  Suggestions. 


Tonsils:  Cryptic  and  infected. 

Mouth,  Neck,  Ears  and  Nose:  Negative. 


Lungs  and  Heart:  Negative.  B.  P.  110/70. 

Pulse  70. 

Genitals  and  Abdomen:  Negative.  No  evidence 

of  endocrine  disturbance. 


Tonsils:  Cryptic  and  infected. 

Mouth:  Third  molars  on  each  lower  side  ab- 

sent. Also  upper  right  third  molar  and  second 
premolar,  first  upper  left  premolar,  and  first 
upper  left  molar.  All  molars  except  upper  right 
side  have  been  filled. 

Neck,  Ears  and  Nose:  Negative. 

Lungs  and  Heart:  Negative.  B.  P.  110/70. 

Pulse  80. 

Genitals  and  Abdomen:  Negative.  No  evidence 
of  endocrine  disturbance. 


NEUROLOGICAL. 


Eyes:  Vision  impaired.  Extrinsic  muscles  O.  K. 
Fundus  shows  double  optic  neuritis,  more  pro- 
nounced on  right. 

Visual  Fields:  No  co-operation.  Pupils  equal, 

regular,  and  react  to  light  and  accommodation. 
Consensual  and  cilospinal  reflex  normal. 

Cranial  Nerves — Smell,  Hearing  and  Taste: 
Normal. 

Tongue:  O.  K.  Few  tremors. 

Gait : Steppage — waddling. 

Subjective : Complains  of  hot  sensations  in  feet 

and  legs — only  when  sitting  down. 


Eyes:  Vision  good.  Extrinsic  muscles  O.  K. 

Fundus  examination  negative. 

Visual  Fields:  No  co-operation  Pupils  equal, 

regular,  and  react  to  light  and  accommodation. 
Consensual  and  cilio-spinal  reflex  normal. 

Cranial  Nerves — Smell,  Hearing  and  Taste: 
Normal. 

Tongue:  0.  K.  Few  tremors. 

Gait:  Steppage — waddling. 

Subjective : Both  lower  extremities  feel  numb 

and  warm. 


REFLEXES. 


Superficial:  All  present  except — 

(1)  Abdominal  seems  more  active  on  left  side. 

(2)  Plantar  response  is  absent  on  both  sides 
except  concomitant  contraction  of  tensor  fasciae 
femoris. 

Deep  Reflexes:  All  present  except  knee  and 

ankle  jerks,  which  are  absent. 

Organic,  Rhomberg  and  Co-ordination:  Normal. 

No  speech  defect. 


Superficial:  All  present. 

(1)  Epigastric,  abdominal,  and  lower  abdom- 
inal all  much  increased  on  left  side. 

(2)  Tensor  fasciae  responds,  but  no  flexion  of 
toes.  Oppenheim  and  Gordon — give  no  response 
in  either  case. 

Deep  Reflexes:  All  present  except  ankle  jerk. 

Knee  jerks  equally  present  and  normal. 

Organic,  Rhomberg  and  Co-ordination:  Normal. 

No  speech  defect. 


SENSATIONS. 


Not  able  to  co-operate  fully. 

Touch:  Absent  on  plantar  surfaces  of  both 

feet.  Markedly  diminished  on  both  lateral  sides  of 
feet. 

Pain:  Present  but  impaired  over  both  legs  and 

feet. 

Temp:  Present,  but  dulled. 


Muscle  Sense:  Good. 

Deep  Pressure  Sense:  Present. 

Stereognosis : Normal. 


Co-operates  better.  Higher  I.  Q. 

Touch:  Practically  the  same  as  brother. 

Pain:  Impaired,  but  present. 

Temp:  Responds  more  promptly.  Normal  on 

both  legs.  Reaction  time  is  increased  on  feet. 
No  sensations  for  cold  on  plantar  surfaces  of 
both  feet. 

Muscle  Sense:  Good. 

Deep  Pressure  Sense:  Present. 

Stereognosis : Normal. 


SPECIAL  MEASUREMENTS. 


Head:  21%  inches  in  circumference. 

Chest:  34%  inches. 

Right  Arm:  10%  inches. 

Left  Arm:  10  inches. 

Right  Forearm:  9%  inches. 

Left  Forearm:  9%  inches. 

Right  Thigh:  11%  inches  greatest  circumfer- 

ence, 4 inches  above  patella  13%  inches. 


Head:  21%  inches  in  circumference. 

Chest:  36  inches. 

Right  Arm:  10%  inches. 

Left  Arm:  10%  inches. 

Right  Forearm:  9%  inches. 

Left  Forearm:  9%  inches. 

Right  Thigh:  18%  inch  greatest  circumfer- 

ference,  4 inches  above  patella  14  inches. 
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Left  Thigh:  17%  greatest  circumference,  4 

inches  above  patella  13  inches. 

Right  Calf:  9%  inches  at  greatest  circum- 

ference. 

Left  Calf:  9%  inches  at  greatest  circumfer- 

ence. 

Right  leg  above  ankle:  6%  inches. 

Left  leg  above  ankle:  6%  inches. 


Left  Thigh:  18%  inches  greatest  circumfer- 

ence, 4 inches  above  patella  14  inches. 

Right  Calf:  10  inches  at  greatest  circumfer- 

ence. 

Left  Calf:  10%  inch  at  greatest  circumfer- 

ence. 

Right  leg  above  ankle:  7%  inches. 

Left  leg  above  ankle:  7%  inches. 


LABORATORY  DATA. 


Blood  Wassernmnn  total  and  differential  blood 
counts  and  blood  sugar  negative. 

Urine  and  Spinal  Fluid:  Normal. 

Mental  Status:  Passive  and  agreeable.  No 
spontaneity.  Inattentive  when  questioned  and 
answers  are  rambling.  Takes  ordinary  care  of 
person,  but  shows  little  interest  in  surroundings. 
Orientation  approximate  for  time  and  place;  good 
as  to  person.  In  fair  contact.  Memory  good  for 
recent,  but  poor  for  remote  occurrences.  Mood 
changeable.  Inadequate  emotional  reaction. 

Intellectual:  Unable  to  give  a satisfactory  ac- 

count of  the  difficulties  leading  up  to  his  com- 
mitment. No  hallucinations  or  delusions.  Com- 
plains of  peculiar  sensations  in  legs  when  sit- 
ting down.  General  mental  grasp  is  practically 
nil.  Is  unable  to  do  the  simplest  calculations. 
Has  practically  no  school  or  general  information. 
A psychometric  examination  shows  a total  mental 
age  of  6%  years  with  an  I.  Q.  of  40.  No  insight. 
Judgment  and  reasoning  in  keeping  with  mental 
age. 


Diagnosis:  Mental  deficiency,  pirobably  with 

periods  of  excitement. 


Blood  Wassermann  total  and  differential  blood 
counts  and  blood  sugar  negative. 

Urine  and  Spinal  Fluid:  Normal. 

Mental  Status:  Passive;  seclusive;  no  spon- 

taneity; inattentive.  Answers  questions  relev- 
anly.  When  left  alone  will  mumble  and  laugh  to 
himself.  Shows  little  interest  in  person  and  sur- 
roundings. Orientation  and  memory  fairly  good. 
Mood  apathetic  and  retiring.  Emotional  reac- 
tions inadequate.  Emotional  tone  lowered. 

Intellectual:  Is  shut  in  and  will  not  give  satis- 
factory account  of  his  difficulties.  Has  a good 
many  paranoid  ideas  unsystematized.  Will  not 
admit  hallucinations,  though  spends  much  of  his 
time  talking  when  alone.  General  mental  grasp 
considerably  below  7th  grade;  however,  he  does 
small  problems  correctly.  Apparently  has  re- 
tained only  a small  part  of  school  knowledge. 
This  may  be  due  to  lack  of  interest  and  co-opera- 
tion. Practically  no  general  information.  Psycho- 
metric examination  shows  mental  age  of  9 years, 
8 months,  with  an  I.  Q.  of  about  60.  His  an- 
swers during  the  psychometric  examination  were 
scattered.  He  failed  on  tests  in  the  6th,  7th,  8th, 
and  9th  year,  but  did  much  better  in  the  10th. 
Did  not  completely  fail  until  after  the  14th  year. 
The  mental  age  of  9 years,  8 months,  is  out  of 
keeping  with  the  attainment  of  the  7th  grade  in 
school  and  indicates  more  a deterioration  than  a 
native  deficiency. 

Diagnosis:  Dementia  precox  (Hebephrenic 

type). 


SUMMARY  AND  DISCUSSION. 

We  have  presented  two  rather  typical 
cases  of  peroneal  atrophy  in  brothers, 
where  hospitalization  was  the  result  of  the 
development  of  mental  symptoms.  We  feel 
that  these  latter  were  probably  purely  co- 
incidental, since  they  fell  into  definite 
psychiatric  groupings.  It  would  be  inter- 
esting to  be  able  to  get  the  brains  and 
spinal  cords  of  these  cases,  but  this  is  un- 
likely. A striking  resemblance  was  noted 
in  the  heights  and  weights  of  these  boys, 
although  a difference  in  age  of  six  years. 
Both  their  head  circumference  and  blood 


pressures  were  identical.  From  the  clini- 
cal standpoint,  the  younger  boy  showed 
more  advanced  symptoms  and  this  was 
corroborated  by  the  neurological  findings. 

We  note  that  the  heredity  is  badly 
tainted  in  the  family,  although  the  older 
of  the  two  boys,  J.  D.,  was  considered  nor- 
mal mentally,  having  reached  the  7th  grade 
(an  average  for  this  part  of  the  country) , 
while  J.  E.  was  always  below  par  mentally, 

1.  Macklin,  Madge  Thurlaw  and  Bowman,  J.  Thornley. 
The  inheritance  of  peroneal  atrophy ; incidence  of  the  con- 
dition in  five  generations:  J.  A.  M.  A.,  86;  617,  1926. 

2.  Stewart,  Purves : The  diagnosis  of  nervous  disease. 
Sixth  Ed.,  p.  306. 
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THE  PHYSICIAN  AND  JURY  DUTY 
From  time  immemorial  the  physician 
has  labored  under  the  belief  that  he  is 
positively  exempt  from  jury  duty.  Recently 
in  several  states  there  has  been  made  an 
effort  by  jurists  and  sheriffs  to  oblige  doc- 
tors to  serve  on  juries.  This  attempt  in 
the  face  of  a precedent  long  sanctioned  by 
time,  is  possibly  in  many  states  as  no  spe- 
cific legislation  has  been  enacted  freeing 
the  physician  from  a civic  duty  which  could 
be  performed  only  at  the  expense  of  the 
sick.  In  Louisiana,  however,  such  is  not 


the  case.  President  J.  Birney  Guthrie  of 
the  Orleans  Parish  Medical  Society  has  con- 
sulted the  attorneys  of  the  Society,  Messrs. 
Dart  and  Dart,  who  state  specifically,  “that 
Act  154  of  1926  exempts  all  physicians  and 
surgeons  who  are  actively  engaged  in  the 
practice  of  their  professions,  from  jury 
service,’' 

This  legal  opinion  on  the  status  of  the 
physician  in  reference  to  jury  duty,  ob- 
tained primarily  for  the  members  of  a local 
branch  of  the  State  Society  should  be  ap- 
preciated by  all  the  members  of  the  organ- 
ization. Such  positive  information  on  this 
point  may  prevent  considerable  trouble  and 
disagreeable  argumentation  in  the  future, 
if,  perchance,  a Louisiana  physician  should 
be  called  to  act  as  a juryman. 


BRUCELLA  MELITENSIS  VAR. 
ABORTUS  INFECTION 
IN  MAN. 

In  the  past  few  years  certain  of  the  hith- 
erto unrecognized  infections  such  as  typhus 
fever  have  been  shown  to  be  more  or  less 
prevalent  in  certain  communities.  New  in- 
fections have  been  recognized,  a notable  ex- 
ample of  which  is  the  discovery  of  tulare- 
mia, largely  through  the  efforts  of  Francis. 
Malta  fever  represents  a disease  which  was 
not  believed  to  be  prevalent  in  this  country, 
but  which  now  is  known  to  exist  in  certain 
section  of  it.  Closely  allied  to  this  interest- 
ing disease  from  the  point  of  view  of  the 
bacteriologist  and  clinician  is  infection  in 
man  by  the  organism  responsible  for  infec- 
tious abortion  in  cattle.  This  disease  is  be- 
ing recognized  throughout  the  country  and 
so  far  some  thirty-six  cases  have  been  re- 
ported. That  this  represents  the  true  in- 
cidence of  the  disease  is  very  doubtful,  as 
agglutination  reactions  in  a large  series  of 
individuals  whose  sera  were  being  examined 
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f the  technic  of  Wassermann,  made  in 
ich  states  as  Illinois,  District  of  Columbia, 
)wa  and  Tennessee,  were  positive  in  ap- 
roximately  one  per  cent.  Kern*  in  a very 
ear  and  well  presented  review  of  the  sub- 
let, calls  attention  to  many  points  which 
)ace  will  not  allow  to  be  discussed  at 
resent.  However,  it  would  seem  well  to 
:centuate  succinctly  the  clinical  picture, 
hese  patients  have  at  the  onset  vague 
•regular  symptoms  suggesting  a general 
ifection.  The  onset  is  usually  insidious 
tid  the  further  clinical  course  is  not  char- 
:teristic,  although  there  may  be  waves  of 
jrrexia  with  succeeding  afebrile  periods 
mulating  at  times  the  septic  type  of  tem- 
erature.  This  irregular  fever  is  accom- 
anied  by  severe  sweats  and  vague  nervous 
>rmptoms.  Examination  of  the  patient 
iscloses  some  enlargement  of  the  spleen  in 
bout  forty  per  cent  of  cases.  The  blood 
ressure  is  usually  low  and  the  leucocyte 
)unt  is  usually  under  ten  thousand  with  a 
jlative  increase  in  lymphocytes. 

With  this  extremely  indefinite  clinical 
icture,  needless  to  state,  the  disease  is  not 
lispected  in  a majority  of  cases  or  only 
ntil  it  has  progressed  over  a long  period 
f time.  The  agglutination  reaction  gives 
ositive  information,  but  has  not  been  em- 
loyed  until  the  late  stages  in  the  course 
f the  disease.  It  would  behoove  the  physi- 
ian,  given  a case  of  fever  of  undetermined 
rigin  lasting  more  than  twelve  days,  to 
lake  use  of  this  particular  specific  reac- 
ion.  It  is  quite  possible  that  it  may  clear 
ip  the  diagnosis  of  a case  of  Brucella 
bortus  infection  unsuspected  and  un- 
ppreciated. 

*Kern,  Richard  A. : Clinical  Aspects  of  Bruc- 
11a  Melitensis  var.  Abortus  Infection  in  Man:  A 
teport  of  the  First  Cases  Reco^ized  in  Pennsyl- 
ania.  Am.  J.  Med.  Sc.  176:405-430  (Sept.)  1928. 


A NEW  PARASITOLOGIST  IN 
LOUISIANA. 

All  observers  are  enthusiastic  and  em- 
phatic in  the  opinion  as  to  the  importance 
of  New  Orleans  as  a great  medical  center, 
and  that  the  possibilities  for  its  develop- 
ment along  medical  lines  are  unlimited.  Be- 
cause of  its  location  and  its  proximity  to 
the  Latin-American  countries,  the  field  of 
tropical  medicine  is  attracting  more  and 
more  attention  here.  The  establishment  of 
the  Department  of  Tropical  Medicine  of 
Tulane  University,  under  the  world  re- 
nowned Dr.  Castellan!  was  rightly  heralded 
as  a great  step  forward  both  in  the  life  of 
the  University  and  the  progress  of  New 
Orleans. 

In  keeping  with  the  advancement  of  this 
newest  department  of  the  University  comes 
the  recent  announcement  that  Tulane  is  to 
have  an  authority  upon  parasitology,  name- 
ly, Dr.  Ernest  Carroll  Faust. 

Dr.  Faust  has  had  unusual  experience  in 
his  specialty.  He  has  worked  and  studied 
in  French  Indo-China,  the  Phillippines,  the 
Malay  States,  Japan,  Korea,  Formosa,  India, 
Egypt  and  Europe,  as  well  as  in  the  South- 
ern part  of  the  United  States. 

The  newly  appointed  Professor  of  Par- 
asitology was  born  in  Carthage,  Missouri  in 
1890.  He  has  the  degree  of  Bachelor  of 
Science,  Master  of  Arts,  and  Doctor  of 
Philosophy.  He  is  the  author  of  many 
scientific  publications.  He  is  a councilor 
of  the  American  Society  of  Parasitologists 
and  a member  of  the  permanent  Commis- 
sion on  Parasitology  of  the  International 
Congress  of  Zoology. 

The  Journal  wishes  to  take  this  opportun- 
ity to  welcome  Dr.  Faust,  and  to  congratu- 
late Tulane  upon  securing  him. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


ANNOUNCEMENT. 

TO  THE  MEMBERSHIP: 

Arrangements  have  been  made  with  the  Roose- 
velt Hotel  for  the  meeting  of  the  Louisiana  State 
Medical  Society  to  take  place  next  April. 

The  Roosevelt  Hotel  will  be  our  headquarters 
where  scientific  sessions  and  the  House  of  Dele- 
gates will  meet. 

Provisions  have  also  been  made  for  registra- 
tion, scientific  and  commercial  Exhibits. 

PAUL  J.  GELPI,  M.  D., 
Chairman,  Arrangements  Committee. 


THE  PAN-PACIFIC  WOMEN’S  CONFERENCE. 

The  first  Pan-^Pacific  Women’s  Conference  was 
held  in  Honolulu  August  9th  to  19th.  The  confer- 
ence was  called  by  the  Pan-Pacific  Union  for  the 
purpose  of  bringing  together  women  leaders  in  the 
Pacific  countries  to  consider  the  problems  of 
health,  education,  industry,  social  service,  and  gov- 
ernment as  they  affect  women  and  children  in  the 
countries  of  this  area  where  live  more  than  half 
the  population  of  the  entire  world. 

The  meetings  were  held  in  Bishop  Hall,  Punahou 
School,  and  were  presided  over  by  Jane  Addams, 
the  International  Chairman.  Governor  Wallace  R. 
Farrington  greeted  the  delegates  in  the  name  of 
the  Territory  and  as  President  of  the  Pan-Pacific 
Union.  Alexander  Hume  Ford,  Director  of  the 
Pan-Pacific  Union  and  one  of  the  most  indefati- 
gable workers  toward  the  success  of  the  Confer- 
ence, presented  the  “gavel.” 

Twelve  countries  were  represented  and  of  the 
135  voting  delegates  16  were  physicians  from 
China,  Japan,  Hawaii,  Australia,  New  Zealand, 
Philippine  Islands,  Dutch  East  Indies,  and  the 
United  States. 

Besides  the  general  meetings  there  were  special 
meetings  and  round  table  sessions.  Formal  ad- 
dresses in  several  fields  of  general  interest  to  the 
entire  conference  were  prepared  in  advance  and 
presented  in  the  general  meetings,  to  which  the 
public  was  invited. 

Some  of  the  topics  were  “The  Status  of  Preven- 
tive Medicine  in  China”,  “Special  Trends  in 
Family  Relationships  in  the  United  States”,  “In- 
dustrial Hygiene  in  the  Philippine”,  “The  Preven- 
tion of  Infant  Mortality  in  Japan”,  “Child  Hygiene 
in  New  Zealand”,  “The  iSocial  Significance  of  the 


Employed  Woman”,  “The  Legal  and  Political  : 
lationship  of  Women  in  Japan”,  “The  DeveL 
ment  of  Child  Hygiene  in  California”,  and  oth« 

Of  special  interest  to  the  health  section  W' 
the  visits  to  Queen’s  Hospital,  the  Palama  S 
tlement,  and  also  to  the  Industrial  School  , 
Girls  and  the  Salvation  Army  School  for  Boys. 

The  medical  fraternity  holds  its  regular  me 
ing  in  the  form  of  clinics  at  Queen’s  Hospii 
every  Thursday  morning.  I was  much  impresn 
with  the  splendid  presentation  of  cases  a 
papers,  the  enthusiasm  of  the  members  a 
especially  the  promptness  of  attendance.  C 
carries  away  the  feeling  that  the  members  C( 
sider  this  Thursday  morning  an  opportunity  a' 
a privilege  not  to  be  neglected  or  underestimat 
Queen’s  is  a 250-bed  hospital  situated  in  a tro 
cal  garden  with  long  avenues  of  royal  palms  m<' 
than  a century  old,  and  great  numbers  of  otl 
magnificent  trees  of  koa,  banyan,  monkey-p. 
the  flowering  pink  and  yellow  cassia,  and  po 
ciana.  The  building  has  wide  “lanais”  (gallerit 
and  a roof  garden  and  sun  porch  combined  w 
beautiful  blooming  plants  and  vines  all  about 
certainly  a comfort  and  diversion  for  the  afflicti 

In  co-operation  with  the  dental  staff  at  Palai 
Settlement,  the  city’s  big  community  center,  1; 
Martha  Jones,  formerly  of  Yale,  is  carrying 
research  in  dental  caries  with  special  referer; 
to  the  effects  of  diet  which  she  has  studied 
lower  animals  over  a period  of  several  yea 
The  work  is  being  studied  in  the  pre-natal  clinii 
as  well  as  in  children  of  the  pre-school  and  schc 
age. 

At  a dinner  given  for  physicians.  Dr.  Nils 
Larsens,  medical  Director  of  Queen’s  Hospital,  a 
Chairman  of  the  Pan-Pacific  Surgeons  Congre 
announced  that  this  congress  would  meet 
Honolulu  August  15  to  22,  1929.  The  tentati 
program  covers  the  different  branches  of  surge 
and  from  the  list  of  names  already  received  frc 
many  different  countries  the  success  of  the  co 
ference  is  assured. 

For  the  physician  who  is  planning  a few  wee 
vacation  next  summer,  I can  think  of  no  pla 
where  he  could  combine  a greater  amount 
pleasure  and  interest  within  such  a short  tim 
The  climate  is  delightful,  the  scenery  is  beau 
ful  and  restful,  and  the  hospitality  of  the  peop 
of  Hawaii  is  unsurpassed,  and  there  are  no  snak 
on  any  of  the  islands. 
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enjoyed  the  hospitality  of  Dr.  and  Mrs.  How- 
Clarke  in  their  beautiful  home  and  attended 
; them  the  150th  anniversary  of  the  settlement 
[le  islands,  held  in  Kapiolani  Park. 

r.  Clarke,  Tulane  ’05,  is  engaged  in  nose  and 
at  work.  He  extends  the  Hawaiian-Aloha  to 
Fulanians. 

ELIZABETH  BASS, 
Delegate  from  the  Medical  Women’s 
National  Association. 


SEVENTH  DISTRICT  MEETING 
he  Seventh  District  Medical  Society  held  its 
Meeting  in  the  LaCombe  Hotel,  Opelousas, 
rhursday,  September  13,  1928. 

^ith  an  attendance  of  38  members  and  a num- 
of  notable  guests,  the  meeting  was  called  to 
!r  by  President  J.  W.  Faulk,  of  Crowley.  The 
utes  of  the  previous  meeting  were  read  and 
roved.  A letter  from  Dr.  Wright,  in  which 
innounced  a donation  of  $10.00  towards  the 
•aying  of  expenses,  was  read. 

, committee  composed  of  Drs.  B.  A.  Littell, 
rman;  T.  W.  Watkins  and  M.  L.  Hoffpaur,  was 
ointed  to  draw  up  resolutions  on  the  recent 
th  of  our  beloved  and  distinguished  brother 
fiber.  Dr.  E.  M.  Ellis  of  Crowley. 

he  question  of  the  flagrant  violation  of  the 
by  Miller  of  Jennings  in  his  chiropractic  prac- 
, was  discussed.  Dr.  Leon  J.  Menville,  presi- 
t of  the  State  Medical  Society,  added  that  a 
ipaign  was  being  waged  to  prosecute  such  vio- 
rs,  but  the  obstacles  confronted,  particularly 
court,  were  greatly  deterring  the  dispensing 
iustice. 

Ipon  proposing  Crowley  as  the  next  meeting 
;e,  the  motion  was  carried. 

)r.  M.  0.  Miller  of  New  Orleans  commented 
the  laudable  work  of  the  past  superintendent 
Jharity  Hospital,  Dr.  Wm.  W.  Leake.  Follow- 
Dr.  Miller’s  expression  of  the  splendid  work 
Dr.  Vidrine,  the  present  superintendent  of 
hospital,  a resolution  was  adopted  commend- 
the  manner  in  which  he  was  conducting  the 
■k. 

Ipon  motion  the  following  guests  were  elected 
orary  members  of  the  Society;  Drs.  Leon 
aville,  Lucian  Landry,  E.  L.  King  and  M.  0. 
ler. 

)r.  Faulk  reported  that  Dr.  King  would  not  be 
sent  because  of  an  exigency  in  his  practice. 

’he  scientific  program  consisted  of  the  follow- 
very  enlightening  papers: 


“Septic  Osteomyelitis  of  Rib,  with  Case  Report,” 
— Dr.  M.  0.  Miller. 

“The  Management  of  Pre-eclamptic  Toxemia 
and  Eclampsia,” — Dr,  E.  L.  King. 

In  the  characteristic  humor  of  Dr.  Lucien  Lan- 
dry, under  the  title  of  “De  Specialization  of  Med- 
icine”, he  gave  a resume  of  the  practical  phase 
of  specialization,  in  the  farcical  French  dialect. 

S.  R.  HENRY,  M.  D., 

Secretary-Treasurer, 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION 
MEETING. 

Eleven  sections  will  comprise  the  57th  annual 
convention  of  the  American  Public  Health  Asso- 
ciation, which  will  be  held  jointly  with  the  meet- 
ings of  the  American  Child  Health  Association 
and  the  American  Social  Hygiene  Association, 
October  15-19,  at  the  Stevens  Hotel.  Sections 
will  be  divided  into  the  following  main  groups: 
Epidemiology,  Public  Health  Education,  Cancer, 
Vital  Statistics,  Industrial  Hygiene,  Public  Health 
Engineering,  Child  Hygiene,  Laboratory,  Health 
Officers,  Food  Drug  and  Nutrition,  and  Public 
Health  Nursing. 

Convention  discussions  will  be  followed  by  lab- 
oratory trips,  or  inspection  tours.  Eighteen  sched- 
uled trips  have  been  planned,  and  sixty-three 
optional  ones  are  on  the  program,  so  that  these 
tours  will  offer  a wide  range  of  interest  and  be  of 
value  to  workers  in  every  phase  of  health. 

Over  three  thousand  delegates  and  visitors,  in- 
cluding physicians  from  England,  Germany,  Swe- 
den, Mexico,  Canada  and  the  Canal  Zone  will  be 
in  Chicago  to  attend  the  meeting,  which  will  open 
Monday  evening,  October  15,  with  a general  ses- 
sion at  which  Dr.  Herman  N.  Bundesen,  presi- 
dent of  the  American  Public  Health  Association, 
will  deliver  the  opening  address. 


MEETING  OF  THE  AMERICAN  COLLEGE  OF 
SURGEONS. 

The  American  College  of  Surgeons  will  hold 
the  eighteenth  Clinical  Congress  in  Boston,  Octo- 
ber 8-12.  Headquarters  will  be  at  the  Statler 
Hotel  and  meetings  will  be  held  in  the  ballroom 
of  the  Copley-Plaza  Hotel  and  Symphony  Hall. 
The  Hospital  Standardization  Conference  will  be 
held  in  morning  and  afternoon  sessions  in  the 
ballroom  of  the  Copley-Plaza  Hotel  Monday,  Tues- 
day, Wednesday  and  Thursday.  An  innovation 
this  year  will  be  the  commencement  of  the  clinics 
in  the  Boston  hospitals  on  Monday  afternoon,  con- 
tinuing through  the  mornings  and  afternoons  of 
the  following  four  days.  Monday  evening’s  pro- 
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gram  will  include  an  address  of  welcome  by  the 
local  Chairman,  the  address  o fthe  retiring  Presi- 
dent, Dr.  George  David  Stewart,  New  York,  the 
inaugural  address  of  the  new  president,  Dr.  Frank- 
lin H.  Martin,  Chicago,  and  the  John  B.  Murphy 
oration  on  surgery  by  Professor  Vittorio  Putti  of 
Bologna,  Italy.  Tuesday,  Wednesday  and  Thurs- 
day evenings’  sessions  will  be  held  in  the  ballroom 
of  the  Copley-Plaza  Hotel.  At  the  Wednesday 
evening  meeting  the  visiting  surgeons  will  be  the 
guests  of  the  Boston  Surgical  Society  at  a special 
meeting  when  the  Bigelow  medal  is  to  be  awarded. 
On  Friday  evening  the  Annual  Convocation  of  the 
College  will  be  held  in  Symphony  Hall  when  the 
1928  class  of  candidates  for  Fellowship  in  the 
College  will  be  received.  The  fellowship  address 
on  this  evening  will  be  delivered  by  Dr.  William 
J.  Mayo. 


A LETTER  OF  APPRECIATION 

Thursday,  Aug  30th,  1928. 

To  the  Journal  Committee  and  the  Editorial  Staff, 
New  Orleans  Medical  and  Surgical  Journal, 
New  Orleans,  La. 

My  Dear  Colleagues: 

Arriving  in  the  city  yesterday  after  an  ab- 
sence of  two  months,  I read  for  the  first  time 
the  gracious  editorial  mention  of  my  little  talk 
at  the  Semi-centennial  meeting  of  the  Parish 
Medical  Society  which  appears  on  page  68  of  the 
July  number  of  the  Journal. 

I would  be  less  than  human  not  to  feel  deeply 
gratified  to  think  that  I have  earned  that  compli- 
mentary reference  on  the  Editorial  page,  and  I 
wish  to  thank  the  Staff  collectively  and  the  mem- 
ber individually  who  wrote  those  gracious  words. 

Ever  since  that  memorable  night  I have  been 
wondering  what  I could  have  said  to  please  the 
audience  so  much,  and  I have  about  arrived  at 
the  conclusion  that  the  incident  is  simply  another 
remarkable  instance  of  telepathy.  The  audience 
seemed  to  be  with  me  in  spirit,  and  it  was  no 
exaggeration  on  my  part  to  say  that  looking  into 
their  earnest,  friendly  faces,  my  heart  went  out 
to  them  in  fraternal  affection. 

I saw  there  the  faces  of  my  own  personal  asso- 
ciates, men  with  whom  I have  worked  for  years, 
along  with  the  faces  of  the  younger  generation 
of  doctors,  many  of  whom  I had  known  as  stu- 
dents, or  hospital  internes,  and  realizing  that  I 
have,  perhaps,  but  a few  years  yet  to  live,  I 
appealed  to  them  in  the  name  of  fraternal  union, 
quoting  the  Psalmist’s  immortal  words  to  inspire 
them  with  a realization  of  what  those  words,  writ- 


ten centuries  ago,  mean  to  the  medical  professioi 
of  today,  calling  us  to  work  together  in  harmom 
for  our  own  sakes  and  for  the  success  of  th' 
sacred  cause  to  which  we  are  pledged. 

Again  thanking  you,  I am 

Yours  most  cordially, 

G.  FARRAR  PATTON,  M.  D. 


FOOTBALL  NOTICE. 

A courtesy  is  being  extended  by  the  Tulam 
Athletic  Association  to  doctors  attending  the  foot 
ball  games. 

Telephone  calls  will  be  transmitted  to  them  i; 
they  notify  the  ticket  taker  upon  entering  th( 
stadium. 

These  calls  may  be  answered  at  the  press  box 


OPHTHALMOLOGICAL  AND  OTOLARYNGO 
LOGICAL  SOCIETY  OF  NEW  ORLEANS. 

The  New  Orleans  Ophthalmological  and  Oto 
laryngological  Society  held  their  scientific  meeting 
on  Thursday,  June  21,  1928.  Dr.  C.  U.  Johnsoi 
presided  as  chairman  of  the  meeting. 

Dr.  Brown  presented  a case  of  trachoma  whicl 
progressively  became  worse.  The  patient  states  h< 
has  suffered  from  this  disease  for  25  years,  tha' 
he  was  treated  in  the  outdoor  clinic  of  the  Eye 
Ear,  Nose  & Throat  Hospital  during  1904-5,  ir 
the  Touro  Clinics  during  1907-8,  that  he  has  beer 
a private  patient  of  many  local  ophthalmologists 

On  September  24,  1924,  the  patient  presented 
in  both  eyes,  multiple  ulcers  of  the  cornea,  markec 
pannus,  the  fornices  were  studied  with  trachomi 
follicles  and  the  tarsus  was  thick  and  infiltratec 
bearing  many  scars;  ptosis  was  obvious  and  there 
was  some  inflammation  of  the  conjunctiva. 

A smear  and  culture  demonstrated  the  presence 
of  pneumococci  as  a superimposed  infection.  The 
blepharospasm  due  to  the  intense  photophobia  anc 
excessive  lacrimation  was  responsible  for  the  piti- 
able object  the  patient  appeared  when  being  leei 
into  the  office  for  examination. 

On  September  14,  1924,  a combined  incision  of 
the  conjunctiva  and  tarsus,  after  the  method  of 
Kuhnt,  as  modified  by  Beard  was  performed..  Six 
weeks  later  the  eye  was  quiet,  all  symptoms  had 
subsided  when  the  fellow  eye  was  operated  upor 
with  the  same  technic.  Six  weeks  following  this 
operation  the  patient  was  entirely  free  from  pain 
The  patient  is  a high  hyperope  and  wears  a plus 
6 S.  on  a plus  1.50  C at  axis  1.80  in  his  righi' 
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e with  a plus  4 S.  in  the  left  eye  which  brings 

1 vision  up  to  20/40  minus  2.  A lower  addition 
2.50  S.  affords  J-2. 

The  patient  has  now  resumed  his  duty  as  a 
ggage  checker  and  is  clinically  cured  of  the 
ichoma  This  has  continued  over  a period  of 
ar  years  following  the  operation. 

Kuhnt  has  performed  his  operation  5,000  times 
d found  the  results  of  cured  cases  to  be  50  to 
per  cent,  while  expression  offered  only  10  per 
at. 

Von  Gernet  in  1924  while  assuming  the  argu- 
>nt  against  Peters  reported  709  more  opera- 
ns  for  trachoma  since  his  earlier  publications, 

2 of  which  were  combined  incisions. 

Beard  suggests  the  use  of  the  Walker  Lid  Ever- 
: instead  of  the  others  in  general  use. 

Dr.  Ochsner  presented  a case  of  cerebrospinal 
inorrhea  which  he  had  previously  presented 
fore  this  society  at  the  meeting  previous  to  the 
it.  The  case  not  only  presented  the  cerebro- 
inal  fluid  drainage  into  the  nose  but  also  a bi- 
eral  choked  disc  greater  in  the  right  eye  with 
out  3 diopters  with  no  mental  derangements. 
L February,  1928,  an  osteoplastic  flap  on  the 
t side  was  done.  Many  adhesions  of  the  dura 
re  found  in  the  anterior  fossa.  No  cerebral 
thology  was  found.  Following  the  decompres- 
n the  patient  improved.  The  papillio-edema  di- 
nished  and  the  vision  improved;  the  hearing 
10  improved.  The  pathological  flndings  were 
follows:  Wassermann,  negative;  Roentgen-ray, 

ght  cloudiness  of  the  left  ethmoidal  region  par- 
ularly  in  the  anterior  group.  The  weakness  of 

3 lower  limb  on  the  left  side  which  was  recog- 
:ed  prior  to  the  craniectomy  became  worse  after 
3 operation  and  finally  resulted  in  a partial 
ralysis  of  the  left  side.  Dr.  Granger  presented 
3 Roentgen-ray  plates  in  which  he  pointed  out 

erosion  of  the  greater  wings  of  the  sphenoid 
>re  evident  on  the  right  side  which  is  apparently 
3 sight  of  rupture  of  the  dura,  which  resulted 
the  cerebrospinal  rhenoishoea.  He  also  pointed 
t the  fact  that  there  was  no  erosion  of  the 
terior  clinoid  processes  nor  was  there  any  thin- 
ig  of  any  parts  of  the  skull  indicative  of  in- 
3ased  intra-cranial  pressure.  Dr.  Ochsner  in 
)sing  the  discussion  brought  out  the  fact  that 
3 severe  headaches  on  the  left  side,  the  failing 
iion  of  the  left  eye  and  the  diminished  hearing 
the  left  ear,  and  the  rhinorrhoea  of  that  side 
th  the  early  onset  and  spontaneous  occurrence 
ggested  a lesion  on  the  left  side,  hence  the 
!t  craniectomy.  In  view  of  the  fact  that  the 
:t  craniectomy  failed  to  show  any  pathology 
d the  existence  of  an  increasing  left  hemiplegea. 


Dr.  Ochsner  recommended  an  exploratory  craniec- 
tomy of  the  right  anterior  fossa. 

Dr.  Buffington  presented  a suspicious  case  of 
tumor  of  the  cella  turcica  in  a young  man  .17 
years  of  age.  The  history  was  as  follows:  June 
8,  1920,  patient  complained  of  headaches  in  occipi- 
tal regions,  dizziness  especially  on  rising  in  the 
morning  and  when  moving  the  head  from  side  to 
side  on  the  pillows  at  night.  Nausea,  vomiting 
and  deafness  of  the  left  ear  which  progressed  un- 
til it  involved  the  right  ear.  His  eyesight  began 
to  fail  6 months  after  the  deafness.  Vision  20/50 
both  eyes.  Urine  negative;  Wassermann  and 
spinal  fluid  negative,  increased  pressure.  He  gave 
a history  of  having  had  a bilateral  spheno-ethmoi- 
dectomy  several  months  prior  to  his  visit  to  him. 
Examination  of  the  eyes  showed  a bilateral  choked 
disc  of  3 diophters  right  eye  and  4 diophters  left 
eye.  Fields  showed  a bitemporal  hemianopsia. 
Examination  of  the  Roentgen-ray  plates  showed 
evidences  of  an  intra-cella  tumor  of  the  gland 
extending  into  the  sphenoidal  sinus  although  on 
examining  the  patient  at  the  present  time,  one  is 
able  to  see  into  the  sphemoidal  sinuses  and  evi- 
dence of  a tumor  is  in  vain.  In  the  discussion 
the  question  of  why  the  sphemoidectomy  was 
done  for  no  pathology  was  found,  and  why  the 
diagnosis  of  an  intracranial  lesion  was  not  made. 
One  instantly  sees  why  the  diagnosis  of  a sphen- 
oiditis  was  made  prior  to  the  diagnosis  of  an 
intracranial  lesion  because  the  symptomalogy  sim- 
ulated that  of  sphenoiditis  which  was  as  follows: 
dizziness,  nausea,  vomiting,  occipital  headaches, 
and  optic  memtis.  The  only  symptom  which  was 
not  indicative  of  sphenoiditis  was  the  diminished 
hearing  and  on  close  examining  the  patient  it  was 
brought  out  that  the  patient  not  only  had  the  four 
above  mentioned  symptoms  but  had  post  nasal 
dripping  and  occasionally  a sore  throat,  which, 
with  the  above  symptoms,  were  diagnostic  of  a 
sphenoiditis  and  undoubtedly  the  question  of  the 
sphenoidectomy  was  not  a bad  mistake.  In  clos- 
ing his  discussion  of  Dr.  Ochsner’s  paper.  Dr. 
Wagner  answered  the  question  as  to  why  the  diag- 
nosis of  an  intracranial  lesion  had  not  been  diag- 
nosed by  stating  that  because  of  the  incipiency 
of  the  onset  with  so  few  symptoms  other  than 
the  diminished  hearing  undoubtedly  due  to  choked 
labyrinth  in  the  ears  negative  on  inspection, 
that  there  was  no  substantiality  for  the  diagnosis, 
whereas  today  the  patient  with  his  diminished  sight 
due  to  the  choked  disc  and  contracted  fields  of 
vision  and  relative  bitemporal  hemianspia,  loss 
of  hearing  due  to  choked  labyrinth,  increased 
intracranial  tumor  most  probably  of  the  cella 
turcica,  in  view  of  the  fact  that  there  is  increased 
intracranial  pressure  with  choking  of  the  disc 
which  is  rarely  found  in  pituitary  tumors,  a cyst 
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of  the  pituitary  pressing  upward  against  the 
cavernous  sinus  interfering  with  the  venous  re- 
turn from  the  optic  nerve.  If  this  case  presented 
the  symptoms  and  signs  at  the  time  the  sphemoi- 
dectomy  was  done  which  he  has  at  the  present,  it 
then  shows  the  failure  of  a complete  ear,  nose 
and  throat  examination  which  I don’t  believe  was 
true.  A detailed  history,  examination  of  the 
throat,  nose,  nasopharynx  and  ears  with  a com- 
plete hearing  and  vestibular  tests  would  have  de- 
tected the  choked  labyrinth  which  in  this  case  is 
of  important  differential  diagnostic  aid.  Although 
the  diagnosis  of  a choked  labyrinth  is  not  as 
easily  made  as  a choked  disc  it  is  of  more  diag- 
nostic value  as  far  as  intra-cranial  lesions  are 
concerned.  The  diagnosis  of  choked  labyrinth  is 
as  follows:  A patient  whose  hearing  is  gradually 

diminishing,  either  unilateral  or  bilateral,  and  usu- 
ally bilateral,  who  on  examination  presents  a 
normal  external  and  middle  ear  on  inspection 
and  a patent  eustachean  tube  on  ausculation,  with 
evidences  of  intracranial  hypertension  (increased 
cerebrospinal  manometer  reading,  headache,  pro- 
jectile vomiting.  Roentgen-ray  findings)  and  a 
hearing  test  which  shows  an  elevation  of  the  lower 
tone  limit,  a lowering  of  the  upper  tone  limit,  and 
a diminished  Schwabach  test,  with  no  evidences  of 
otosclerosis  confirmed  by  the  absence  of  promen- 
torial  hyperemia,  negative  history  of  progressive 
deafness  in  the  family  and  a negative  Galle  test. 
This  patient  not  only  showed  evidences  of  choked 
labyrinth  and  choked  disc  but  also  an  anosmia 
which  went  unrecognized.  The  Roentgen-ray  ex- 
amination as  presented  by  Dr.  Granger  showed 
changes  in  the  posterior  clinoid  processes  sugges- 
tive of  an  erosion  into  the  sphenoid  and  a tumor 
pressing  backward  from  the  cella  turcica,  also  a 
double  line  forming  the  posterior  wall  of  the 
sphenoid  indicative  of  the  tumor  pressing  into 
the  sphenoidal  sinus.  In  closing  the  discussion  it 


was  suggested  that  the  tumor  was  one  of  cyst 
formation  rather  than  adenomatous  in  characte 
The  erosion  of  the  posterior  clinoid  processes,  tl 
increased  intracranial  pressure  evidently  due 
the  cyst  pressing  against  the  foramen  of  Mo 
roe,  blocking  the  drainage  of  the  cerebrospin 
fluid  of  the  ventricles,  producing  internal  hydr 
cephalus  resulting  in  the  choked  labyrinth,  chok< 
disc  and  other  symptoms  especially  the  anosin 
which  is  due  to  either  pressure  against  the  rhine 
cephalon  by  the  tumor,  or  choking  of  the  olfactoi 
nerves,  thus  a diagnosis  of  a cyst  of  the  cel 
turcica  rather  than  an  adenomatous  tumor.  ]: 
closing  the  discussion  Dr.  Ochsner  proposed  th: 
a craniectomy  of  the  anterior  fossa  be  done  1 
explore  the  anterior  fossa  as  far  inward  as  tl 
cella.  There  was  one  occurrence  in  this  ca; 
although  unexplainable,  the  improvement  in  visic 
following  the  spheno-ethmoidectomy. 

Dr.  Dimitry  presented  a case  of  tabetic  opt 
atrophy  in  which  the  disease  destroyed  one  ey 
resulting  in  a complete  atrophy,  and  produced  a 
active  optic  neuritis  in  the  other  in  which  the  ac 
ministration  of  arsenic  in  the  midst  of  the  activit 
produced  a marked  improvement  of  the  inflame 
eye  which  resulted  in  complete  recovery  of  th 
neuritic  eye.  This  case  was  presented  to  brin 
out  the  fact  and  to  prove  it,  that  arsenic  and  arsei 
ical  preparations  such  as  sulpharsphenamin  i 
active  optic  neuritis  will  bring  about  a cure  rathe 
than  to  aggravate  the  neuritis  as  some  believe. 

Dr.  Dunn  presented  a retinoscope  with  an  a\ 
tachment  to  facilitate  presbyopics  in  retinoscopj 

Dr.  Granger  showed  several  Roentgen-ray  plate 
of  a sphenoidal  sinus  which  extended  well  dow 
into  the  pterygoid  processes  of  the  sphenoid  bom 

WILLIAM  A.  WAGNER,  M.  D., 

Secretary-Treasurer. 


COMPARABLE  RESULTS  WITH  THE  WAS- 
SERMANN  AND  PRECIPITATION  TESTS.— 

On  account  of  delay  in  receiving  the  cut  for  this 
manuscript  of  Dr.  H.  W.  Butler,  publication  of 
which  was  scheduled  for  the  present  number  of 
the  Journal,  it  was  found  necessary  to  withhold 
the  appearance  of  the  article  until  the  next  issue. 


DR.  BETHEA  HONORED. — Dr.  Oscar  W 
Bethea,  chief  of  the  department  of  medicine  a 
the  Baptist  Hospital,  and  a member  of  the  fac 
ulty  of  the  medical  school  of  Tulane  University 
has  been  elected  to  membership  in  the  America! 
Therapeutics  Society.  Dr.  Bethea  is  the  autho: 
of  “Clinical  Medicine”,  a book  just  off  the  press 
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SPECIAL  NOTICE. 

the  Mississippi  State  Medical  Association: 
ntlemen : 

During  the  meeting  of  the  Association  in  Merid- 
, we  caused  to  be  distributed  at  the  Registrar’s 
;k  pamphlets  calling  attention  to  the  meeting  of 
! Interstate  Post  Graduate  Association  in  At- 
ita,  October  12-18,  1928.  The  completed  pro- 
im  will  he  mailed  out  about  September  first, 

I we  feel  justified  in  saying  that  there  has  never 
fore  been  given  the  physicians  of  this  country 
:h  a splendid  intensified  post-graduate  course 
is  here  offered. 

There  is  no  charge  for  this  service  other  than 
ive  dollar  registration  fee.  Over  a hundred  of 
; most  famous  medical  teachers  in  the  world 

II  be  on  the  program,  which  has  been  prepared 
Dr.  George  Crile.  This  is  the  first  time  this 

ieting  has  been  held  in  the  South  and  it  is  an 
portunity  of  a life  time. 

We  feel  sure  that  many  members  of  the  Missis- 
)pi  Association  will  avail  themselves  of  this  rare 
jat. 

(Signed), 

W.  H.  FRIZELL,  President 
T.  M.  DYE,  Secretary. 


The  De  Soto  County  Medical  Society  held  a 
iblic  meeting  in  Hernando  on  September  14th. 
le  following  program  was  rendered: 

The  Necessity  of  a Yearly  Physical  Examination 
id  Health  Inventory — Dr.  L.  L.  Minor. 

The  Southern  Doctor — Hon.  E.  N.  Wilroy. 

An  Address — Dr.  Wm.  B.  Harrison,  Supt.  of 
e Shelby  County  Board  of  Health 

The  doctors  were  entertained  by  the  P.  T.  A. 
hose  officers  are.  President,  Mrs.  J.  M.  Wright; 
hairman,  Mrs.  Joe  Dean. 


The  staff  meeting  of  the  Vicksburg  Sanitarium 
as  held  on  September  10th  with  the  following 
■ogram : 

1.  Carcinoma  of  the  Gall  Bladder  with  Clin- 
al.  Operative,  and  Autopsy  Findings — Dr.  A. 
;reet. 

2.  Unusual  Hemorrhage  following  Adenoidec- 
imy — Tin.-.  G.  M.  Street. 


3.  Aneurism  of  the  Digital  Artery  of  Hand, 
with  Operation — Dr.  J.  A.  K.  Birchett,  Jr. 

4-  Calculus  of  the  Bladder — Dr.  J.  K.  A. 
Birchett,  Jr. 

5.  Acute  Anterior  Poliomyelitis  with  Paralysis 
— Dr.  L.  J.  Clark. 

6.  Extensive  Cellulitis  of  the  Arm;  Strepto- 
coccus Infection — Dr.  H.  H.  Johnston. 

7.  Some  Notes  on  the  Interpretation  of  Blood 
Findings — Dr.  L.  S.  Lippincott. 


The  East  Mississippi  Medical  Society  met  in 
Meridian  on  August  23,  1928. 


The  regular  meeting  of  the  Tri-County  Medical 
Society  was  held  in  Brookhaven  on  September  11. 
The  program  was  as  follows: 

1.  Medical  Sociology  Excerpts — Dr.  0.  N.  Ar- 
rington. 

2.  Acute  Conditions  within  the  Abdomen — Dr. 
D.  T.  Brock. 

3.  Roentgen-ray  Study  of  the  Chest — Dr.  M. 
D.  Ratcliff. 

4.  Calculi  of  the  Gentro-Urinory  Tract — Dr.  O. 
B.  Harvey. 


Dr.  J.  H.  Johnson  of  Brookhaven  is  slowly  re- 
covering from  a long  siege  of  illness.  Dr.  Johnson 
has  been  unable  to  attend  his  profesisonal  duties 
the  past  few  months.  If  he  continues  to  improve 
during  the  next  few  weeks  as  he  has  the  past 
month,  he  will  be  able  soon  to  resume  the  greater 
part  of  his  work. 


The  regular  monthly  meeting  of  the  Issaquena- 
Sharkey-Warren  Counties  Medical  Society  was 
held  in  Vicksburg  on  September  11th.  The  pro- 
gram was  as  follows: 

1.  Am  I My  Brother’s  Keeper? — Dr.  L.  L.  Mar- 
tin, Anguilla. 

2.  A Paper — Dr.  J.  B.  Benton,  Valley  Park. 

3.  Vincent’s  Infection  of  the  Gums — Dr.  G. 
W.  F.  Rembert,  Jackson. 

4.  Some  Notes  on  the  Interpretation  of  Leu- 
cocyte Counts — Dr.  L.  iS.  Lippincott,  Vicksburg. 
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The  following  are  some  abstracts  from  the  Au- 
gust meeting; 

Some  Unique  Country  Surgery — Dr.  W.  H. 
Scudder. 

George  Washington,  negro,  70  years  of  age, 
came  home  Saturday  night  drunk  and  abusive. 
His  woman  fired  a load  of  buckshot  into  his  arm 
at  short  range.  His  clothing  was  burned,  the 
arm  burned,  and  the  contents  of  the  gun  with 
dirty  clothing  and  paper  wadding,  passed  into  or 
through  the  upper  arm,  shattering  the  humerus. 
Patient  seen  next  day.  Several  batered  shot, 
much  paper  wadding,  powder-burned  rags  and 
pieces  of  bone  were  removed;  wound  cleansed 
with  carbolized  water  and  dressed.  Daily  irriga- 
tions with  iodin  water  were  ordered.  Other  pieces 
of  bone  and  debris  were  removed  from  day  to 
day,  until  wound  was  free  from  pus.  The  two 
ends  of  the  bone  were  then  brought  together  and 
held  in  place  with  plaster  of  Paris  bandages.  Per- 
fect union  resulted  with  a three-inch  shortening. 
Patient  was  soon  plowing  as  usual.  This  occurred 
30  years  ago  when  we  had  just  begun  to  talk  of 
antiseptics. 

A white  i female  patient,  about  45  years  of  age, 
had  among  other  complaints,  severe  nasal  catarrh, 
with  the  nasal  cavity  completely  filled  with  polpi. 
From  150  pounds  she  had  dropped  to  110  in  two 
or  three  years,  and  was  confined  to  her  bed  most 
of  the  time.  She  became  a morphin  addict,  using 
it  hypodermatically  with  atropin.  In  less  than  a 
year  she  had  gained  40  pounds,  the  catarrh  was 
completely  cured  and  the  polypi  gone;  she  was 
doing  all  her  housework.  After  three  years,  she 
was  then  treated  and  cured  of  the  opium  habit. 
While  this  is  not  a surgical  case,  I felt  that  I 
could  not  miss  the  chance  to  tell  you  of  my  new 
remedy  for  catarrh. 

Some  Unoriginal  Remarks  on  Mastoiditis — Dr. 
E.  F.  Howard. 

Not  all  cases  of  mastoiditis  are  typical.  Many 
show  considerable  resistance  to  infection  and  two- 
thirds  of  all  get  well  without  operation.  With  mid- 
dle ear  infection,  there  is  always  also  some  mas- 
toid involvement,  of  the  antrum  at  least.  The 
laboratory  should  be  consulted  early  to  determine 
type  of  infection.  A low  grade  infection  requires 
less  vigorous  treatment  than  an  infection  with 
the  streptococcus.  Pneumococcus  infection  is  one 
of  the  worst,  with  early  widespread  destruction 
of  bone.  Diphtheria  occasionally  causes  otitis 
media.  No  case  is  thoroughly  worked  up  without  a 
Roentgen-ray  examination  to  determine  the  anat- 
omy and  the  extent  of  cell  destruction.  Mastoid 
symptoms  may  be  duplicated  by  many  other  condi- 


tions. A number  of  interesting  cases  were  pre 
sented. 

Carcinoma  of  the  Stomach — Dr.  A.  Street. 

More  than  30  per  cent  of  all  carcinoma  occur' 
in  the  stomach.  Carcinoma  of  the  stomach  is  om 
of  the  most  curable  types,  even  coming  for  treat 
ment  as  late  as  the  average  case  does  today.  Five 
year  cures  are  obtained  in  about  35  per  cent  o: 
the  operable  cases.  But  more  than  50  per  cent  ol 
the  cases  are  plainly  inoperative  at  the  time  oi 
initial  examination.  If  we  are  to  improve  th< 
situation  we  must  have  a method  of  procedurt 
which  will  give  assurance  that  we  are  not  treating 
palliatively  a patient  with  early  stomach  growth 
A persistent  or  recurrent  digestive  disorder  of  un- 
known cause,  or  any  unaccounted  for  anemia  oi 
loss  of  weight  in  a person  over  35  years,  shoulo 
be  considered  a possible  case  of  cancer  until  care- 
ful examination,  including  Roentgen-ray,  shows 
stomach  free  of  evidence  of  growth.  A numbei 
of  Roentgen-ray  studies  of  operable  and  inoper- 
abel  carcinoma  of  the  stomach  were  presented. 


The  regular  quarterly  meeting  of  the  Northeast 
Mississippi  Thirteen  Counties  Medical  Society  was 
held  in  Tupelo  on  September  18th.  The  program 
was  as  follows: 

1.  Maxillary  Sinusitis — Dr.  D.  H.  Hamrick, 
Corinth. 

2.  Undulant  Fever — Dr.  J.  F.  Eckford,  Stark- 
ville. 

3.  The  Mechanism  of  Reduction  of  Simple 
Fractures — Dr.  G.  A.  Caldwell,  Shreveport. 

4.  Urinary  Obstructions — Dr.  L.  B.  Morris, 
Macon. 

5.  Abdominal  Emergencies — Dr.  W.  H.  Ander- 
son, Booneville. 

6.  Nausea  and  Vomiting  o^  Pregnancy — Dr. 
W.  H.  Eason,  Tupelo. 


At  the  September  meeting  of  the  Board  of  Su- 
pervisors of  Adams  County  the  establishment  of  a 
full  time  health  unit  was  approved  and  the  Board 
of  Mayor  and  Alderman  of  Natchez  have  indicated 
their  willingness  to  co-operate.  In  all  likelihood 
Adams  County  will  have  a full  time  health  unit  in 
operation  in  the  near  future. 

Lincoln,  Copiah,  Lafayette,  Neshoba  and  Mon- 
roe Counties  have  made  appropriation  for  the 
first  time  for  this  work  and  Lowndes  county  is 
showing  very  much  interest.  The  following  coun- 
ties have  the  full  time  health  units  in  operation 
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already:  Bolivar,  Clarke,  Coahoma,  Forrest,  Han- 

cock, Hinds,  Holmes,  Humphreys,  Issaquena, 
Jackson,  Jones,  Lamar,  Lauderdale,  Lee,  Leflore, 
Pearl  River,  Perry,  Sharkey,  Sunflower,  Tisho- 
mingo, Union,  Warren,  Washington,  and  Yazoo. 


RECENT  VISITORS  FROM  OTHER  STATES 
AND  FOREIGN  COUNTRIES. 

The  effective  work  of  our  State  Board  of  Health 
has  gained  sufficient  recognition  outside  of  our 
borders  to  attract  visitors  to  inspect  its  activities. 
Here  is  a list  of  visitors  during  the  spring  and 
summer: 

Dr.  L.  W.  Hackett,  Rockefeller  Foundation 
staff  member,  Rome,  Italy;  particularly  interested 
in  malaria  control  methods. 

Dr.  J.  F.  Kendrick,  Rochester  Foundation  staff 
member,  Madras,  India;  general  observation  of 
the  program  as  a whole. 

Mr.  A.  H.  Balcarcel,  sanitary  engineer  from 
Guatemala;  malaria  surveys  and  control  measures. 

Surgeon  L.  L.  Lumsden,  U.  S.  Public  Health 
Service,  Washington,  D.  C. 

Dr.  C.  T.  Teng,  Canton,  China,  chief  of  the 
bureau  of  communicable  diseases  in  Canton.  He 
spent  last  year  at  Johns  Hopkins  School  of  Hy- 
giene and  Public  Health  and  while  at  Indianola 
actually  participated  in  all  phases  of  the  work. 

Dr.  I.  J.  Cruchley,  who  spent  the  past  year  at 
Johns  Hopkins,  will  probably  be  director  of  a 
parochial  health  department  upon  his  return  to 
Jamaica.  He  was  chiefly  interested  in  the  organi- 
zation of  the  department,  but  spent  several  days 
on  malaria  work. 

Dr.  J.  Nitzulescu,  associate  professor  of  medi- 
cine at  the  University  of  Jassay,  Roumania,  is 
making  a study  of  pellagra  in  Sunflower  County. 

Dr.  G.  F.  Telfer  of  California  State  Board  of 
Health. 

Engineer  Samuel  Saenz,  Costa  Rica,  devoted  his 
entire  visit  to  the  study  of  the  malaria  problem. 

Engineer  Mihai  Grigoriu,  assistant  engineer  for 
the  ministry  of  Health,  Roumania,  spent  most  of 
his  time  with  Mr.  Parker  acquiring  experience  in 
the  sanitary  engineering  problems  related  to  ma- 
laria. 

H.  N.  Worth,  sanitary  engineer  of  Ceylon,  and 
Mr.  L.  Continenino,  sanitary  engineer  of  Brazil, 
both  interested  in  and  acquiring  experience  in 
sanitary  engineering  problems  related  to  malaria. 

Dr.  Charles  N.  Leach,  Rockefeller  Foundation, 
New  York. 


Dr.  I.  Gomoiu,  who  will  be  identified  with  rural 
public  health  work  upon  his  return  to  Roumania, 
is  spending  his  time  at  the  Training  Station  study- 
ing the  organization  of  a county  health  depart- 
ment and  devoting  some  attention  to  the  malaria 
problem. 

Dr.  Josip  Vrtovec,  Jugoslavia;  mainly  interested 
in  the  activities  and  organization  of  a county 
health  department. 

Dr.  Miguel  Bostamente,  Mexico,  is  studying  the 
organization  of  a county  health  program  as  well 
as  doing  laboratory  and  field  work  in  connection 
with  the  antimalaria  campaign. 

Dr.  J.  H.  Janney,  Rockefeller  Foundation,  New 
York,  who  is  to  take  charge  of  the  Training  Sta- 
tion at  Indianola,  Mississippi. 

Dr.  Selyven-Clarke,  staff  member  of  the  Rocke- 
feller Foundation,  stationed  in  Africa. 


Dr.  A.  G.  Payne  visited  the  Mayo  Clinic  during 
the  month  of  September. 


Dr.  J.  C.  McNair  has  completed  a four  weeks 
course  at  the  Sanatorium  in  Magee  and  has  re- 
turned to  his  home  in  Fayette,  Miss. 


Dr.  J.  A.  Price  and  his  assistant.  Dr.  Over- 
schmit,  of  Oakville  Sanatorium,  Shelby  County, 
Tennessee,  stopped  over  at  the  Sanatorium  en 
route  to  Biloxi,  where  they  attended  the  Southern 
Tuberculosis  Conference. 


Dr.  and  Mrs.  Henry  Boswell,  Dr.  and  Mrs. 
Kemp,  and  Dr.  May  F.  Jones  attended  the  Sou- 
thern Tuberculosis  Conference  in  Biloxi.  Dr. 
Jones  was  on  the  program  for  a report  on  the 
Health  Camp  work  for  children  in  the  state,  and 
also  served  on  the  Welcoming  Committee. 


The  Southern  Tuberculosis  Conference  and 
Southern  Sanatorium  Association  met  in  Biloxi, 
September  12-15,  1928.  There  were  group  discus- 
sions on  various  subjects,  such  as:  Seale  Sale  In- 

stitute, Tuberculosis  Among  Negroes,  Tubercu- 
losis in  Chfldhood,  and  County  Programs. 

Dr.  Henry  Boswell  presided  at  the  evening  ses- 
sion on  September  12th,  Dr.  L.  J.  Moorman  on 
the  evening  of  the  13th  and  Dr.  James  A.  Price 
on  the  evening  of  the  14th. 

Dr.  Felix  J.  Underwood  welcomed  the  Associa- 
tion on  behalf  of  the  State  Board  of  Health. 
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Plastic  Surgery  of  the  Orbit:  By  J.  ^E.  Sheehan, 

M.  D.,  F.  A.  C.  S.  New  York,  Macmillan. 
1927.  pp.  348.  Ulus. 

Very  few  books  tell  you  what  you  really  want 
to  know,  and  still  fewer  contain  even  a reasonable 
number  of  new  ideas,  or  even  old  ideas  differently 
expressed. 

Dr.  Sheehan  has  written  the  most  complete  and 
instructive  volume  on  the  “Plastic  Surgery  of  the 
Orbit”  that  has  ever  been  published  in  America. 
It  represents  the  work  of  an  experienced  teacher 
and  writer  who  thoroughly  understands  the  subject 
and  who  tells  you  important  interesting  facts  not 
usually  found  in  other  books. 

Plastic  surgery  that  will  probably  not  materially 
reduce  disfigurements  should  be  left  undone.  Muti- 
lating operations,  especially  about  the  face,  should 
be  performed  only  by  those  who  are  thoroughly 
familiar  with  the  principles  and  practice  of  plastic 
surgery.  Unfortunately  much  of  our  plastic  sur- 
gery in  the  past  has  only  substituted  one  type  of 
disgusting  deformity  for  another.  The  first  opera- 
tion should  always  be  the  first  step  towards  cos- 
metic repair. 

The  chapter  on  physiology  and  anatomy  of  the 
skin  is  so  interestingly  written  that  it  did  not  even 
make  me  drowsy.  The  author’s  simple  and  lucid 
description  of  the  sympathetic  nervous  mechanism, 
based  upon  the  work  of  Gaskell,  is  a pleasure  and 
joy  to  read,  as  is  the  function  of  the  capillaries 
with  their  independent  contractility  as  first  de- 
scribed by  Krogh;  .and  the  physiology  of  the  super- 
ficial lymphatics  as  studied  by  Le  Calve. 

The  preparation,  after  care,  and  types  of  skin 
grafts  are  then  discussed.  The  experiments  of 
Tinker  and  Sutton  apparently  show  that  freshly 
prepared  five  per  cent  acriflavin  in  fifty  percent 
alcohol  and  ten  per  cent  acetone  is  at  present  our 
nearest  practical  approach  to  a skin  antiseptic, 
and  is  apparently  superior  to  tincture  of  iodin  in 
plastic  surgery. 

The  following  paraphrases  give  one  an  excel- 
lent conception  of  the  context  in  the  next  several 
chapters.  Skin  that  is  wrongly  cut,  cannot  be 
righly  sutured.  The  use  of  too  much  adrenalin 
from  the  so-called  sterile  bottle  is  a frequent 
cause  of  delayed  healing.  Cutting  across  the 
tension  lines  of  the  skin  increases  the  visible  scar. 
Scar  must  be  entirely  cut  out  of  the  picture.  If 
a graft  is  to  be  placed  anywhere  before  trans- 
ference, it  should  be  in  the  serum  liberated  at 
the  place  of  excision.  Bleeding  is  another  enemy 
of  perfect  healing.  The  no-touch  system  is  im- 
portant in  all  plastic  surgery  procedures.  Any 
suture  that  has  to  remain  longer  than  four  days 


ought  not  to  have  been  used.  There  is  always  the 
tendency  to  overdo  the  employment  of  bandages. 

The  author  prefers  cat  gut  sutures  to  stop 
bleeding;  chronic  cat  gut  to  relieve  tension;  silk 
worm  gut  for  sub-cuticular  stitches;  horse  hair 
as  the  skin  suture  material  par  excellence,  and 
paraffin  silk  as  second  choice.  Hygroscopic 
threads  at  different  skin  levels  in  the  treatment 
of  edema  and  the  Ferris-Smith  pressure  bag  in 
post-operative  plastic  treatments  are  interesting 
and  important  innovations. 

The  remainder  of  the  book  is  devoted  to  a de- 
scription of  the  various  plastic  procedures.  Repair 
of  an  upper  lid  may  be  accomplished  by  a re- 
versed Z incision  or  by  a graft  from  the  upper 
lid  of  the  opposite  side.  The  use  of  pedicle  grafts 
from  the  chest,  or  forearm,  to  cover  defect  of 
the  upper  and  lower  lid  hardly  seem  adapted  to 
the  average  American  patient. 

Properly  tatooed  spots  on  the  lid  margins  very 
closely  resemble  lashes  in  appearance.  Actual  re- 
placement can  be  accomplished  with  the  Kromeyer 
needle  or  a graft  from  the  brow  of  the  same  side. 

Loss  of  the  lid  margin  is  often  best  replaced 
by  an  angular  or  vertical  notch,  remembering 
that  the  anterior  and  posterior  parts  should  not 
be  sutured  in  the  same  line.  Vertical  lid  injuries 
may  often  be  greatly  improved  by  free  can- 
thotomy  and  scar  excision  with  liberating  in- 
cisions. Island  artery  flaps  with  pedicle  replace- 
ments of  epithelium  or  mucous  membrane;  tarsal 
and  facial  muscle  transplants;  and  epithelization 
of  deformed  sockets  are  best  operated  upon  by 
those  with  broad  experience  and  appropriate  hos- 
pital facilitis. 

In  America,  the  Hess,  Motais  and  Angelucci 
operations  for  ptosis  are  better  known  that  that 
of  de  Blascovics.  We  opthalmologists,  generally 
speaking,  prefer  extirpation  of  the  lachrymal  sac 
to  the  various  nasal  operations  such  as  that  of 
West  or  Toti.  Dr.  Sheehan  being  essentially  a 
rhinologist,  prefers  the  nasal  route.  That  is  no 
reflection  on  any  of  us. 

The  final  chapters  include  a complete  descrip- 
tion of  the  various  entropian  and  ectropian  oper- 
ations as  well  as  the  restoration  of  lid  and  tarsal 
defects.  A discussion  of  local  and  general  anes- 
thesia as  applied  to  the  subject  follows.  A short 
chapter  deals  with  the  use  of  paraffin  which  the 
author  believes  should  on  no  account  whatever  be 
introduced  into  the  tissues  of  the  human  body. 

An  interesting  preface  by  Professor  Sibeleau 
of  Paris,  the  author’s  preface,  numerous  artistic 
illustrations  and  a fairly  complete  index,  add  to 
the  value  of  this  very  well  written  and  construc- 
tive volume. 


Chas.  a.  Bahn,  M.  D. 
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Constitutional  Inadequacies:  An  Introduction  to 

the  Study  of  Ahriormal  Constitutions:  By- 

Nicola  Pende,  M.  D.  Translated  from  the 
Italian  by  Sante  Naccarati,  M.  D.,  Sc.D., 
Ph.D.  Philadelphia,  Lea  & Febiger.  1928. 
pp.  xv+270,  12  figures. 

Pende,  professor  of  clinical  medicine  in  the 
Royal  University  of  Genoa,  a pupil  and  follower 
of  Viola,  presents  in  this  work  an  epitome  of  the 
principles  of  constitution  and  their  applications 
in  individualized  medicine. 

About  half  of  the  book  is  devoted  to  general 
discussion  and  definitions  of  constitution,  together 
with  the  formulae  employed  in  differentiating  con- 
stitutional tj’pes.  Further,  nine  chapters  deal 
■with  constitutional  anomalies  and  inadequacies  of 
separate  systems.  There  is  a chapter  concerned 
with  the  principles  of  therapy  of  constitutional 
inadequacies,  from  which  the  following  excerpts 
are  quoted  as  representing  a summary  of  the 
objective  of  the  study  of  constitution. 

“Hitherto  the  hygiene  and  prophylaxis  to  which 
we  have  turned  our  attention  have  been  hygiene 
and  prophylaxis  of  the  community.  Over  against 
this  social  medicine,  which  seems  to  us  to  have 
but  a very  limited  success  in  saving  the  indi- 
vidual, we  place,  as  more  indispensable,  the  pro- 
phylactic care  of  the  individual,  even  while  willing 
to  make  the  latter  work  in  unison  with  collec- 
tive medicine  and  march  side  by  side  with  it. 
Individual  medicine,  unlike  collective  hygiene, 
aims  to  apply  to  each  individual,  after  a thorough 
preliminary  study  of  his  somatic  and  psychic  per- 
sonality, all  the  methods  available  to  modern 
therapy,  in  order  to  strengthen  the  weak  points 
of  his  bodily  fabric  and  his  psychic  make-up. 
. . . We  put  up  a struggle  for  the  individual  in 
order  to  secure  for  each  one  the  greatest  physical 
and  psychic  well-being  within  the  limits  assigned 
by  the  iron  laws  of  heredity,  which,  as  has  been 
said,  dominate  the  individual  constitution.  . . . 
In  order  to  strengthen  organisms  that  are  affected 
by  constitutional  weakness,  we  must  have  recourse 
to  the  great  directing  principles  of  stimulative 
training  of  the  miopragic  organs,  functional  re- 
education and  rational  gymnastics  of  the  organic 
apparatus,  -with  a view  to  carrying  their  small 
range  of  functional  excursion  to  the  farthest 
limits  possible.  ...  In  this  training  of  organs  we 
must  never  lose  sight  of  the  unitary  principle  of 
constitution,  that  it  is  impossible  to  act  upon  one 
organ  or  apparatus  without  taking  account  of  the 
condition  of  other  parts  of  the  body  that  are  in 
intimate  anatomical  and  functional  correlation 
with  that  organ.  . . . Another  great  principle  of 
individual  prophylaxis  and  of  the  treatment  of 
organic  miopragia  which  we  must  adopt  when 
training  is  not  possible  or  produces  no  noticeable 
results  in  that  of  functional  economy.  This  prin- 


ciple consists  in  not  imposing  greater  labor  on  an 
organ  than  it  can  perform,  but  in  seeking,  on  the 
contrary,  ever  to  augment  its  reserve  of  energy  by 
relative  repose,  and  thus  to  prevent  habits  of  ill- 
regulated  living  out  of  proportion  to  the  capacity 
of  the  functional  effort  of  the  organs,  from  ever 
dragging  these  organs  into  a condition  of  path- 
ological decomposition.  ...  A third  principle  which 
has  the  same  aim  of  avoiding  the  premature 
wearing  out  and  exhaustion  of  the  already  poor 
nutritive  and  functional  reserve  of  a constitu- 
tionally weak  organ  is  that  of  protecting  it  from 
all  those  abnormal  stimuli — toxic,  physical  and 
psychic — that  may  electively  damage  the  organ 
itself.  . . . Finally,  we  can,  up  to  a certain  point, 
undertake  to  correct  constitutional  anomalies  by 
means  of  organotherapy,  and  especially  by  seek- 
ing to  act  upon  the  system  which  is  the  regulator, 
par  excellence,  of  the  trophic  and  functional 
equilibrium  of  the  organism — the  endocrine  sys- 
tem. . . . Lastly,  eugenics  and  prenatal  care  of  the 
child  will  seek  to  limit  as  much  as  possible  the 
harmful  influences  exercised  by  constitutional 
anomalies  of  parents  upon  the  constitution  of 
their  offspring.  . . . Individual  prophylaxis,  or  the 
reclaiming  of  constitutions  that  are  weak  in  body 
and  mind,  will  enter  upon  its  phase  of  definite 
practical  realization  the  day  it  becomes  possible 
for  every  individual  at  any  period  of  his  life  to 
have  a complete  somatic  and  psychic  constitutional 
formula  recorded  from  time  to  time  in  a suitable 
individual  book  of  health.” 

Harold  Cummins,  Ph.D. 


Practical  Clinical  Psychiatry  for  Students  and 
Practitioners:  By  Edward  A.  Strecker,  A.  M., 
M.  D.,  and  Franklin  G.  Ebaugh,  A.  B.,  M.  D. 
Second  edition,  enlarged  and  revised,  with  il- 
lustrations. Philadelphia,  P.  Blakiston’s  Sons 
& Co.  1928.  pp.  458. 

This,  the  second  edition  of  this  volume  shows  a 
marked  completeness  over  the  first  edition.  It  is 
written  in  a understanding  vein,  the  composition 
of  the  subject  matter  therein  has  been  brought 
down  to  date. 

The  authors  are  well  trained  in  neuropsychiatry, 
having  had  much  contact  with  their  specialty, 
and  the  neuropsychiatric  atmosphere  of  institu- 
tions known  for  progressive  and  scientific  medicine. 
I may  say  that  this  volume  can  be  classed  as  one 
of  the  newer  psychiatry  so  necessary  in  our 
present  stage  of  medical  education  where,  in  a 
number  of  medical  colleges,  so  little  time  is  spent 
in  the  teaching  of  this  particular  branch  of  medi- 
cine becoming  necessary  for  the  physician  follow- 
ing his  graduation  to  occupy  some  of  his  time  in 
reading  a volume  of  this  type  as  an  aid  in  con- 
tacting his  general  practice. 
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The  chapters  are  well  written,  especially  the 
paragraphs  in  chapter  four  under  “Organic 
Psychosis”  which  deals  with  the  malaria  treatment 
of  neuro-syphilis.  In  this  you  find  the  very  latest 
research  data  of  the  authors  on  this  very  inter- 
esting subject.  The  case  history  method  of  teach- 
ing as  used  by  the  Massachusetts  General  and 
McLean  Hospitals  of  Boston  are  noted.  This 
should  make  the  subject  much  easier  for  those 
interested. 

The  nomenclature  used  throughout  likewise 
shows  the  progressiveness  in  psychiatric  fields  of 
the  authors.  It  is  to  be  hoped  that  general  hos- 
pitals will  see  fit  to  include  in  their  nomenclature 
this  series  of  diagnoses  for  in  many  institutions 
there  are  still  in  use  antiquated  nomenclatures 
dating  back  many  years. 

The  paragraph  of  dedication  to  the  late  C.  Lin- 
coln Furbush  is  a tribute  to  one  whose  energies 
and  efforts  while  in  office  was  instrumental  in 
elevating  the  standards  of  mental  hygiene  in  his 
community. 

The  foreword  by  Burr,  of  the  University  of 
Pennsylvania,  is  as  only  a master  can  write.  The 
neuropathology  of  Winkelman,  a pupil  of  iSpiller, 
is  covered  thoroughly  and  intelligently. 

This  volume  crystallizes  the  efforts  of  two  com- 
petent men  extensively  trained  in  neuropsychiatric 
problems. 

W.  J.  Otis,  M.  D. 


International  Clinics:  38th  Series,  V.  2,  1928. 

Philadelphia , J.  B.  Lippincott  Co.  1928. 
pp.  344. 

This  issue  of  International  Clinics  marks  the 
15th  volume.  There  are  several  very  interesting 
reminiscenses  in  the  book.  The  policies  of  the 
clinics  are  outlined.  Several  important  medico- 
dental  subjects  are  dealt  with  at  great  length. 
As  a whole  the  issue  lives  up  to  the  usual  high 
quality  of  the  work. 

I.  L.  Robbins,  M.  D. 


Gonococcal  Urethritis  in  the  Male:  By  P.  S. 

Pelouze,  M.  D.  Illustrated.  Philadelphia, 
W.  B.  Saunders  Co.  1928.  pp.  357. 

The  mission  of  this  work  is  plainly  set  forth 
by  the  author  in  his  preface.  He  has  endeavored 
in  his  book  to  “correlate  and  arrange  knowledge 
of  the  disease  (gonorrhea)  so  that  it  can  be  easily 
understood;  to  unravel  the  endless  skein  of 
pseudo-science  that  has  been  spun  about  it.” 
This  he  does  in  a most  lucid  fashion.  Common- 
sense  marks  practically  every  page  of  the  mon- 


ograph. His  years  of  teaching  urology  in  the 
University  of  Pennsylvania  give  his  opinions 
weight  that  deserve  serious  consideration  from 
the  physician  interested  in  the  subject.  This  book 
should  be  in  every  hospital  library  where  the  in- 
ternes and  the  younger  staff  members  could 
refresh  their  memory  relative  to  the  important 
phases  of  gonococcal  therapy.  In  the  introductory 
chapter  he  attacks  the  “moral  turpitude”  of  the 
public  today  and  its  bearing  on  the  “social  dis- 
ease.” The  lay  reader  can  obtain  information 
from  this  chapter  of  as  much  value  to  himself 
as  can  the  average  physician. 

The  peculiarities  of  the  Neisser  diplococcus,  the 
pathology  of  the  malady,  susceptibility  and  im- 
munity, and  the  defensive  processes  against  the 
infection  are  explained  in  a brief  yet  clear  and 
convincing  way. 

It  is  only  proper  that  a treatise  such  as  this 
should  devote  the  proper  space  to  treatment. 
Pelouze  devotes  nearly  a hundred  pages  to  man- 
agement of  urethritis  and  its  complications  in  the 
male. 

In  discussing  the  oral  administration  of  drugs 
for  the  disease  he  fails  to  mention  pyridium, 
which  is  unquestionably  of  much  value  especially 
in  the  acute  stage.  Under  local  treatment  to  the 
urethra  with  antiseptic  solutions  he  compares  the 
syringe  method  with  the  irrigation  treatment  and 
attempts  to  explain  that  the  irrigation  method 
fails  because  of  the  “foolish,  bungling  way  in 
which  it  has  been  used.”  This  will  hardly  be 
accepted  by  the  majority  of  younger  workers  in 
the  field.  The  syringe  method  unquestionably  is 
superior.  His  views  in  regard  to  vaccine  in  gon- 
orrhea are  also  far  from  being  in  accordance  with 
modern  thought.  However,  none  of  these  points 
detract  from  the  value  of  the  book.  Pelouze  gives 
his  personal  opinions  and  experience  throughout — 
to  the  exclusion  of  the  opinions  of  others — and 
this  is  sufficiently  commendable  to  recommend  it. 

The  latter  third  of  the  book — Part  II — is  de- 
voted to  the  clinical  case-records  exemplifying  in- 
stances of  every  conceivable  phase  of  gonococcal 
invasion  in  the  male,  and  is  alone  well  worth  the 
price  of  the  book.  Teaching  disease  by  illustra- 
tion with  case-records  has  now  established  itself 
on  a firm  footing.  From  these  many  examples 
quoted  by  Pelouze,  the  clinician  can  profit  much. 

On  the  title  page  appears  the  legend  “for  prac- 
titioners.” We  are  glad  to  note  that  the  prosaic 
“for  general  practitioners”  has  been  dispensed 
with.  This  is  truly  a timely  contribution  to  the 
subject  for  all  practitioners  and  deserves  a wide 
circulation  and  cordial  reception. 

H.  W.  E.  Walther,  M.  D. 
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International  Clinics,  Vol.  Ill;  Philadelphia,  J.  B. 

Lippincott  Co.  September,  1927.  pp.  311. 

The  section  devoted  to  diagnosis  and  treatment 
contains  numerous  articles,  all  ably  written  and 
containing  a wealth  of  valuable  data.  Of  these 
articles,  “The  Clinical  Aspect  of  Thrombo-Angli- 
tis  Obliterans,”  by  Dr.  Steel,  furnishes  a fairly 
complete  differential  diagnosis  of  the  allied  dis- 
eases, augmented  by  beautiful  illustrations  in 
color.  “Differential  Diagnosis  and  Treatment  of 
Gall-Bladder  Disease,”  by  Dr.  Held  and  Dr.  Gray, 
and  “The  Electrocardiographic  Study  of  the 
Various  Forms  of  Heart  Block,”  by  Dr.  Wilson, 
are  articles,  each  in  its  individual  field,  worthy  of 
much  merit. 

In  medicine,  Drs.  Goldstein  and  Goldstein  give 
a thorough  review  of  the  recent  literature  on 
'‘Pneumococcus  Meningitis  and  Endocarditis,”  to- 
e^ether  with  interesting  and  complete  case  reports. 

Dr.  Masland  writes  an  instructive  article  on 
“Deformity  Correcting  Splints  for  Fractures  of 
the  Long  Bones,”  in  the  section  on  Surgery.  In 
Obstetrics,  Dr.  Longaker  and  Dr.  Harrimon  ably 
discuss  the  advantages  and  disadvantages  of  the 
Kielland  forceps. 

The  sections  on  neurology,  medical  history  and 
post-graduate  study  are  each  supplied  with  one  or 
more  articles  by  able  contributors. 

The  wide  range  of  interests  represented  in  each 
jf  the  articles  and  their  splendid  portrayal  com- 
bine to  make  the  volume  most  delightful  and 
instructive  reading. 

Morell  W.  Miller,  M.  D. 


Modem  Methods  of  Treatment:  By  Logan  Clen- 
denning,  M.  D.  With  chapters  on  special  sub- 
jects by  H.  C.  Anderson,  M.  D.,  J.  B.  Cow- 
herd, M.  D.,  H.  P.  Kuhn,  M.  D.,  Carl  0. 
Rickter,  M.  G.,  F.  C.  Neff,  M.  D.,  E.  H.  Skin- 
ner, M.  D.,  and  E.  R.  DeWeese,  M.  D.  2d 
Ed.  St.  Louis,  C.  V.  Mosby  Co.  1928.  pp. 
815. 

Dr.  Clendenning’s  book  can  be  unreservedly 
recommended  as  one  of  the  most  useful  to  the 
medical  student  and  practitioner.  As  I turned  its 
pages  my  respect  grew  for  the  manner  in  which 
the  author  has  carried  out  his  purpose.  I was 
particularly  struck  by  three  qualities;  first,  it  is 
most  readable — a quality  which  so  many  text 
books  on  therapeutics  lack;  second,  it  is  stimulat- 
ing, particularly  because  of  the  plan  of  giving 
something  of  the  historical  background  and  par- 
ticularly because  of  the  quoting  of  pioneer  work- 
ers in  each  field.  This  is  supplemented  by  a short 
list  of  references  at  the  end  of  each  chapter, 
rhese  references  are  being  chosen  with  the  ideas  in 
view  that  they  should  be  easily  available  and  au- 


thoritative. The  third  quality  of  the  book  is,  of 
course,  the  most  essential,  namely,  that  it  is  re- 
liable. The  methods  chosen  for  elaboration  and 
recommendation  are  those  which  have  been  put  to 
the  test  of  time  and  experience,  have  a sound 
scientific  basis,  and  represent  modern  up-to-date 
practice. 

I.  L.  Lemann,  M.  D. 


Introduction  to  Objective  Psychopathology:  By 

G.  V.  Hamilton,  M.  D.  St.  Louis,  C.  V.  Mosby 
Co.  1925.  pp.  354. 

A novel  and  somewhat  daring  presentation  of 
the  subject  most  interestingly  arranged  and  pre- 
sented. The  author’s  interpretation  and  transla- 
tion of  Freudian  concepts  on  the  basis  of  his  own 
experience  and  clinical  studies  are  quite  re- 
freshing. 

F.  L.  Fenno,  M.  D. 


Cardiac  Arrythmias:  By  Irving  R.  Roth,  M.  D. 

New  York,  Paul  B.  Hoeber,  Inc.  1928.  pp. 

210. 

This  volume  on  heart  arrythmias  can  be  highly 
recommended  to  the  student  and  general  practi- 
tioner The  mechanism  of  the  arrythmias  is  very 
clearly  brought  out  by  graphs  and  original  di- 
agrams. Teachers  of  cardiology  will  find  the 
graphs  of  value  for  demonstration  purposes  as 
the  author  has  incorporated  in  them  not  only  the 
cardiac  mechanism  involved  but  also  the  heart 
sounds,  arterial  and  venous  pulses.  The  aim  of 
this  volume,  in  contrast  to  more  extensive  works, 
is  to  offer  the  elements  of  graphic  studies  in  the 
arrythmias  and  to  emphasize  their  clinical  fea- 
tures. The  first  part  of  the  book  is  a review  of 
the  anatomical  and  physiological  facts  essential 
to  the  understanding  of  the  mechanism  of  the 
normal  heart  beat.  The  second  part  deals  exclu- 
sively with  the  arrythmias.  The  book  is  simply 
and  clearly  written  and  well  illustrated. 

Randolph  Lyons,  M.  D. 


International  Clinics,  38th  Series,  March,  1928, 
Vol.  1:  Philadelphia,  Lippincott  Co.  1928. 

pp.  307. 

The  reviewer  did  not  find  many  articles  of 
general  interest.  The  chapter  on  medical  progress 
of  1927,  however,  was  quite  complete  and  gave 
much  information.  Another  article  which  deserves 
special  mention  is  that  describing  an  ingenious 
splint  for  hand  fractures.  The  following  subjects 
may  prove  of  interest:  Sanochysin,  tularemia, 

autogenous  cerebral  abscess,  electric  mouth  gag  in 
tonsillectomy. 


Narcisse  Thiberge,  M.  D. 
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Hay  Fever  avd  Asthma:  By  Balyeat,  A.  M.,  M.  D. 

Philadelphia,  F.  A.  Davis  Co.  1928.  pp.  310. 

It  was  my  privilege  to  review  this  book  when 
the  previous  edition  appeared;  from  a compend  it 
has  grown  to  a full-fledged  book,  well  illustrated 
and  clearly  edited.  Much  stress  is  put  in  this 
edition  on  the  improved  method  of  exact  study  of 
the  various  pollens  and  the  area  where  several 
pollens  are  found  is  studied.  Surveys,  maps  and 
colored  plates  are  given  and  will  be  found  of  in- 
valuable help  to  the  student. 

Among  the  new  chapters  added  are  the  follow- 
ing; Atmospheric  influences,  focal  infections  as 
a cause,  skin  allergy,  all  about  kapok  and  ephe- 
drin,  and  most  interesting  of  all,  the  chapter  on 
orris  root. 

All  those  interested  in  allergy  should  certainly 
read  the  book. 

Narcisse  Thiberge,  M.  D. 


Textbook  of  Bacteriology : By  William  W.  Ford, 

M.  D.  Philadelphia,  W.  B.  Saunders  & Co. 
1927.  pp.  1069. 

After  carefully  reviewing  the  Text  Book  of 
Bacteriology  prepared  by  Dr.  William  W.  Ford, 
I have  found  it  to  be  one  of  the  most  complete 
editions  ever  published  on  this  subject. 

I do  not  believe  that  any  library  is  complete 
without  this  book. 

Andrew  0.  Friedrichs,  M.  D. 


PUBLICATIONS  RECEIVED. 

Lea  & Febiger,  Philadelphia:  A Text-Book  of 

Fractures  and  Dislocations,  by  Kellogg  Speed, 
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Harry  L.  Alexander,  A.  B.,  M.  D. 

P.  Blakiston’s  Sons  & Co.,  Philadelphia;  Re- 
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fred J.  Pearson,  D.  S.  O.,  M.  C.,  D.  M.,  F.  R. 
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cent Advances  in  Surgery,  by  W.  Heneage  Ogil- 
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THE  DOCTOR  AND  THE  PUBLIC* 
JOHN  BARRINGTON,  M.  D., 

Yazoo  City,  Miss. 

I wish  to  express  to  this  Association  my 
very  sincere  appreciation  of  the  honor  they 
have  conferred  upon  me.  It  is  indeed  a 
great  compliment  to  any  man  to  have  the 
doctors  of  his  State  testify  by  this  election 
their  faith  in  his  character  and  their  opin- 
ion of  his  professional  integrity  and  attain- 
ments, and  if  I could  feel  worthy  of  this 
faith  it  would  be  a great  satisfaction. 

The  subject  of  the  “Doctor  and  the  Pub- 
lic” is  one  of  such  great  scope,  covering  the 
efforts,  hopes  and  ambitions  of  such  a mass 
of  people,  that  in  my  short  discussion  I 
shall  only  touch  upon  a few  important  facts. 
Progress  in  every  department  of  human  en- 
deavor seems  in  this  generation  to  have  re- 
ceived a wonderful  stimulant  and  many 
amazing  things  have  been  accomplished. 
But  human  nature  is  so  constituted  that  the 
miracles  of  yesterday  are  regarded  as  com- 
monplace today  and  the  great  prog- 
ress in  medicine  and  surgery  is  accepted  as 
a matter  of  fact.  But  little  thought  is  given 
to  the  men  who  have  devoted  their  time  and 
in  many  instances  sacrificed  their  lives  in 
an  unselfish  effort  to  serve  their  fellow 
man,  and  make  this  world  a safer  place  for 
the  human  race.  What  has  been  accom- 
plished would  fill  volumes  but  I shall  men- 
tion only  a few  of  the  discoveries  that  are 
particularly  spectacular. 

*President’s  Address  read  before  the  Mississippi 
State  Medical  Association,  Meridian,  Miss.,  May 
1-10,  1928. 


The  prevention  of  smallpox  is  one.  The 
cause  of  yellow  fever  is  known,  a most  im- 
portant discovery  for  us,  for  this  genera- 
tion has  seen  the  people  of  our  Southland 
stampeded  and  our  business  paralyzed  due 
to  the  appearance  of  this  disease.  We  shall 
never  see  that  again.  Typhoid  fever  has 
killed  more  people  than  the  bullets  of  all  the 
wars  of  the  world.  Malaria  is  a disease 
that  has  for  centuries  greatly  damaged  us 
both  physically  and  financially,  but  now 
that  the  cause  is  known,  will  be,  in  time, 
simply  a matter  of  historic  interest.  The 
prevention  of  tetanus  and  hydrophobia 
should  be  mentioned.  Diphtheria  should 
receive  special  emphasis  for  when  this  dis- 
ease invades  the  home  the  serious  illness  of 
the  baby  fills  our  hearts  with  terror  and  we 
are  mortified  at  our  neglect  of  toxin-anti- 
toxin which  is  a wonderfully  dependable 
preventive. 

The  baby  is  the  great  joy  maker  of  this 
world.  The  home  with  a baby  in  it  is  a 
happy  home,  and  if  it  happens  to  be  a 
grandbaby,  emphasizes  this  statement. 
Fame  and  fortune  may  come  to  you 
but  as  a real  permanent  satisfaction  the 
baby  heads  the  list,  and  if  any  of  you  are 
missing  this  wonderful  opportunity  for  real 
pleasure  my  recommendation  is — well,  it  is 
obvious. 

The  welfare  of  the  baby  is  of  the  greatest 
importance,  and  in  spite  of  this  fact,  we  can 
find  thousands  of  our  little  children  in  Mis- 
sissippi who  are  not  protected  from  diph- 
theria, typhoid  fever  and  smallpox.  So  far 
as  these  children  are  concerned,  they  had 
just  as  well  have  lived  before  these  wonder- 
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ful  preventive  measures  were  discovered. 
If  your  baby  dies  from  one  of  these  diseases, 
don’t  forget  that  your  gross  neglect  killed 
it.  The  first  of  this  month  was  “Child 
Health  Day”  and  its  slogan  is  “Better 
Children  for  our  Nation;  a Better  Nation 
for  our  Children”.  We  should  aid  this 
movement  in  every  way.  The  death  rate  of 
infants  has  been  materially  reduced,  and  we 
are  exerting  every  effort  to  secure  a great- 
er reduction. 

The  death  rate  of  grown  people  can  be 
reduced  by  periodic  health  examinations. 
Disease  will  be  discovered  early  and  in 
many  instances  will  be  eradicated  in  their 
incipiency. 

Many  of  you  have  your  automobile 
looked  over  by  a skilled  mechanic  even 
though  it  is  apparently  in  good  condition, 
but  you  do  not  consult  your  doctor  until 
there  is  a bad  knock  in  the  human  engine 
and  unfortunately  he  cannot  follow  the 
mechanic’s  plan  and  order  you  a new  heart 
or  a late  model  kidney.  Learn  your  de- 
fects EARLY.  Dr.  William  Haggard  in  an 
address  on  this  subject  said : “Neglect 

your  business  if  you  must,  neglect  your  golf 
if  you  can,  neglect  your  wife  if  you  dare, 
but  don’t’  neglect  yiour  physician  and  a 
yearly  physicial  examination  and  health  in- 
ventory on  your  birthday.” 

These  diseases  that  I have  mentioned  are 
just  a few  of  a long  list  that  could  be  named 
in  which  scientific  medical  men,  working 
for  your  good  alone,  have  produced  valuable 
remedies  and  in  some  instances  specifics, 
but  unfortunately  the  number  of  doctors 
who  have  shown  unusual  proficiency  in  re- 
search work  and  in  medical  discoveries  is 
limited,  for  it  seems  that  nature  is  not  lib- 
eral in  producing  leaders,  but  in  a moment 
of  great  generosity,  gives  to  each  generation 
a few  geniuses  in  each  department  of 
human  endeavor.  This  generation  is  pre- 
sented with  Edison  for  illumination;  the 
Wright  brothers  for  rapid  transportation; 
DeForrest  and  Marconi  for  communication ; 


McDowell,  Long,  Lister,  Sims,  Pasteur. 
Koch  and  others  in  medicine  and  surgery. 

The  public  cannot  be  served  directly  by 
these  masters,  but  you  have  a vast  army  of 
faithful,  honest  and  competent  doctors,  who 
are  ever  watchful  of  your  welfare  and  daily 
render  you  splendid  service.  These  men 
have  been  well  trained  for  their  work  and 
following  our  earnest  desire  to  furnish  you 
competent  doctors  we  have  gradually  raised 
the  requirements  so  that  today  the  course 
of  training  ncludes  four  years  at  college, 
four  years  at  the  medical  school,  and  usually 
one  or  two  years  as  intern  in  a hospital. 
Ten  years  of  preparation  and  then  a rigid 
examination  before  the  State  Board  of  Ex- 
aminers. We  do  this  for  your  protection, 
while  the  facts  are,  I regret  to  say,  that 
often  you  are  lured  by  flagrant  advertise- 
ments and  extravagant  claims  to  consul  the 
various  types  of  charlatans,  quacks,  and 
alleged  healers,  some  drugless  and  some 
drug  givers,  but  all  without  merit  under  the 
cool  analyses  of  scientific  investigation. 
They  feed  upon  you  and  grow  fat.  There 
is  no  legislative  restrictions  or  even  moral 
restraint  covering  this  class  of  human 
leeches  and  if  you  are  to  be  saved  from  this 
imposition  you  must  be  saved  by  your  own 
volition.  Correct  information  may  be  ob- 
tained by  intelligent  investigation  and  a 
definite  appreciation  of  the  truth  which  we 
are  constantly  presenting  to  you. 

Some  one  has  said  that  “only  the  sick  are 
interested  in  health”  but  this  is  not  true. 
Your  State  and  your  Government  spend 
money  every  day  to  keep  you  well.  In  our 
own  state  we  have  a health  department  com- 
posed of  competent  men  who  by  their  in- 
tense earnestness  and  unusual  activities 
have  been  able  to  accomplish  results  that 
have  attracted  attention  in  other  states  and 
even  from  the  health  department  in  Wash- 
ington. Our  State  Board  of  Health  is  ex- 
erting every  effort  not  only  to  teach  you 
the  fundamental  laws  of  sanitation  and  hy- 
giene, but  they  are  placing  in  many  coun- 
ties all  time  health  officers,  who  are  devot- 
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ing  and  spending  money  solely  in  your  be- 
half. 

That  they  are  occasionally  opposed  in 
this  philanthropic  work  proves  that  ignor- 
ince  has  always  been  and  still  remains  the 
greatest  barrier  to  human  progress.  Edu- 
cation of  the  masses  has  been  slow  and  tedi- 
)us  and  therefore  rather  discouraging. 
VTany  people,  not  always  ignorant  people, 
ind  it  difficult  to  realize  that  doctors,  who 
nake  their  living  out  of  sickness,  could  be 
10  vitally  interested  in  preventing  sickness. 
:t  is  sacrificing  our  material  welfare  for  the 
jublic  good  and  that  idea  is  too  big,  broad 
md  generous  for  their  little  minds  and  self- 
sh  hearts  to  grasp.  The  great  Elisha  Bart- 
stt  appreciated  the  value  of  the  humble, 
lonest  and  hard  working  doctor  when  he 
aid : “There  is  no  process  which  can  reckon 
p the  amount  of  good  which  the  science 
nd  art  of  medicine  have  conferred  upon  the 
uman  race.  There  is  no  moral  calculus 
tiat  can  grasp  and  comprehend  the  sum  of 
leir  beneficent  operations.  They  have 
ghtened  the  load  of  human  sorrow.  They 
ave  rekindled  the  lamp  of  hope  in  the 
osom  of  despair.  And  finally  when  ex- 
austed  in  all  their  resources  and  baffled 
1 their  skill — handmaids  of  philosophy  and 
digion — they  have  blunted  the  arrows  of 
3ath,  and  rendered  less  rugged  and  pre- 
pitous  the  inevitable  pathway  to  the 
rave”.  That  is  a noble  service  to  render 
> your  fellow  man. 

Now  what  has  the  public  done  for  the 
)ctor?  As  a state  you  have  appropriated 
oney  and  as  individuals  you  have  furnish- 
l financial  assistance,  and  what  is  of  more 
iportance,  you  have  in  many  instances  de- 
•ted  your  time  and  your  influence  in  aid- 
g us  in  this  great  educational  campaign 
r better  health.  The  editors  of  our  papers, 
aders  as  they  are  and  great  moulders  of 
iblic  opinion,  have  rendered  valuable  as- 
5tance,  and  I am  pleased  to  have  this  op- 
'rtunity  to  express  to  them  a word  of  ap- 
■eciation.  It  has  been  my  hope  that  I 
ight  be  able  in  this  short  talk  to  present 
r your  consideration  a few  simple  facts. 


Facts  that  you  should  know.  Facts  that 
if  placed  in  practice  will  be  of  inestimable 
value  to  you  personally  and  by  your  inter- 
est and  your  efforts  may  prove  to  be  equal- 
ly as  beneficial  to  your  friends. 

So  let  the  doctors  and  the  public  unite  in 
an  earnest,  honest,  faithful,  and  unselfish 
effort  to  serve  the  poor,  the  sick  and  the 
afflicted  and  when  we  have  done  that,  we 
will  have  the  satisfaction  of  knowing  that 
we  have  given  the  noblest  service  that  can 
be  rendered  by  man. 


STAPHYLOCOCCIC  TRACHEO-BRON- 
CHITIS FOLLOWING  TONSILITIS.* 

J.  S.  ULLMAN,  M.  D., 

Natchez,  Miss. 

An  attempt  to  find  anything  in  the 
literature  on  this  subject  brings  me  to  the 
conclusion  that  this  is  a rare  condition.  Up 
to  the  present  time,  the  only  other  cases 
that  I can  find  are  five  reported  by  R.  C. 
Lynch,  of  New  Orleans in  May,  1924. 
In  none  of  his  cases  is  anything  said  of  the 
tonsils.  In  my  case  the  illness  began  as  a 
tonsilitis  and  the  trouble  was  confined  to 
the  tonsils  for  several  days.  My  little 
patient,  six  years  of  age,  did  not  seem  ill 
at  all,  and  the  temperature  did  not  go  above 
100.  Because  of  the  prevalence  of  diph- 
theria in  town,  a culture  was  taken  and  a 
report  of  “no  B.  diphtheriae  present.  Pure 
culture  staphylococcus  albus”  was  made. 

Because  of  hoarseness  developing  the 
next  day.  Dr.  L.  S.  Gaudet  was  called  in  to 
make  a laryngoscopic  examination.  Lime 
water  steam  inhalations  were  prescribed 
and  afforded  the  patient  considerable  relief. 
During  the  next  few  days  a few  transitory 
rales  were  heard,  but  there  was  no  evidence 
of  any  consolidation  or  even  of  anything 
definite  enough  to  be  called  bronchitis.  On 
the  sixth  day,  however,  with  a temperature 
of  only  99,  quite  a number  of  mucous  rales 
were  heard  over  the  chest,  but  my  notes 

*Read  before  the  Mississippi  State  Medical  As- 
sociation.  Meridian,  Miss.,  May  8-10,  1928. 
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state  that  the  throat  looked  better.  We  felt 
much  encouraged,  but  on  the  seventh  day 
of  the  illness,  December  25,  1927,  I was 
called  at  6 A.  M.  because  the  patient  had 
been  complaining  for  two  hours  of  diffi- 
culty of  breathing.  Her  temperature  at 
that  time  was  99  2/5.  Dr.  Gaudet  was 
called  again  and  found  a whitish  membrane 
extending  down  the  pharyngeal  wall  into 
the  larynx  and  trachea.  It  seemed  that  in 
spite  of  the  low  temperature,  cyanosis  was 
increasing  rapidly  and  the  patient’s  circu- 
lation was  growing  weaker.  She  was 
rushed  to  the  sanatorium  and  preparation 
made  for  tracheotomy  and  bronchoscopy, 
but  by  the  time  the  hurried  tracheotomy 
was  performed  and  the  bronchoscope  in- 
troduced, the  patient  only  breathed  once  or 
twice.  Although  considerable  fibrinous 
exudate  was  withdrawn,  all  efforts  at  arti- 
ficial respiration  were  without  avail  in 
spite  of  the  fact  that  they  were  kept  up  for 
more  than  an  hour.  The  material  removed 
by  Dr.  Gaudet  was  a cast  of  the  trachea 
and  bronchus.  Cultures  taken  from  this 
material  again  produced  nothing  but  the 
staphylococcus  albus. 

There  are  a number  of  cases  in  the  litera- 
ture of  diphtheritic  tracheo-bronchitis,  but 
so  far  as  I have  been  able  to  find  the  five 
cases  by  Lynch  and  the  one  of  mine  are 
all  that  have  been  reported  as  due  to 
staphylococcus  albus.  As  mentioned  above, 
my  case  is  the  only  one  reported  as  clearly 
being  a definite  extension  from  what  began 
as  a very  trivial  tonsilitis.  The  signs  to  be 
remembered  are : a low  temperature, 

hoarseness,  which  may  amount  to  aphonia, 
and  cyanosis.  In  some  of  the  cases  a portion 
of  the  membrane  becomes  loose  and  we 
have  a peculiar  flapping  sound  in  the  larger 
bronchii,  which  the  French  describe  as 
“bruit  de  drapeau.” 

In  the  matter  of  differentiation,  of 
course,  the  only  positive  and  definite  pro- 
cedure is  a thorough  bateriological  investi- 
gation. Clinically  the  membrane  is  of  a 
yellowish  white  rather  than  the  dirty  gray 
appearance  of  diphtheria.  The  diphtheri- 


tic membrane  is  the  result  of  a destructive 
process  in  the  mucosa,  while  the  staphylo- 
coccic membrane  appears  to  be  a deposit  of 
the  fibrinous  exudate  on  the  surface  which 
is  much  more  easily  detached  and  practi- 
cally without  any  tendency  to  bleeding.  In 
diphtheria  the  temperature  is  high  and 
from  the  beginning  the  patient  seems  ill, 
while  in  the  staphylococcic  tracheo-bron- 
chitis the  patient  does  not  seem  at  all  ill 
until  the  cyanosis  and  toxemia  develop,  and 
these  seem  to  be  a late  feature. 

Some  of  the  continental  authors  as  well 
as  the  older  American  writers  speak  of  a 
fibrinous  bronchitis  of  a more  chronic  type, 
but  nothing  I have  been  able  to  find  would 
answer  to  the  description  of  this  trouble 
but  the  cases  reported  by  Lynch. 

In  1919,  Chickering  and  Park<2)  reported 
a number  of  cases  of  pneumonia  due  to 
staphlococcus  aureus  occurring  in  army 
camps.  Quoting  them;  “From  the  stand- 
point of  our  present  knowledge,  it  would 
seem  probable  that  the  particular  staphylo- 
coccus aureus  found  in  the  lungs  of  these 
cases  was  no  other  than  that  found  often  in 
the  mouth  secretions  of  healthy  persons. 
However,  the  depression  of  the  individual’s 
defensive  mechanism  by  the  primary  epi- 
demic infection  was  sufficient  to  enable  the 
organisms  subsequently  to  produce  wide- 
spread pulmonary  lesions.  This,  in  turn, 
explains  the  occurrence  of  the  infection  ir 
almost  every  organization  in  Camp  Jack- 
son  and  a higher  incidence  of  the  infectior 
among  the  more  recent  arrivals  in  camp 
irrespective  of  the  States  from  which  thej 
came.” 

My  patient  was  not  depressed  and  thert 
was  nothing  to  indicate  a lowering  of  re 
sistence  to  account  for  the  tonsils  beinj 
infected  by  the  staphylococcus  albus. 

Pfaundler  and  Schlossmann  say<®> 
“Membranous  or  plastic  (fibrinous)  bron 
chitis  is  a disease  the  chief  characteristii 
of  which  is  tubular,  white  or  yellowisl 
white  exudation  on  the  mucous  membran 
of  the  trachea  or  of  the  bronchial  tree 
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Leaving  out  of  consideration  the  frequent 
diphtherial  bronchitis,  bronchial  croup  in 
its  limited  sense,  one  not  infrequently  finds 
in  croupous  pneumonia,  a membranous 
coagulum  formation  in  the  finer  bronchi 
emanating  from  the  alveoli.  Besides  these 
t'wo  diseases  which  we  do  not  consider  here, 
membranous  bronchitis  rarely  appears,  and 
is  in  children  especially  seldom  met  with, 
probably  only  from  about  the  fourth 
year  on.” 

It  is  evident  that  anti-diphtheritic  serum 
would  be  of  no  value  in  such  cases. 
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Since  writing  the  above  a personal  com- 
munication from  Dr.  R.  C.  Lynch  of  New 
Orleans  states  that  he  has  seen  a few  more 
cases  and  that  “I  am  quite  sure  that  they 
are  typical,  and  once  diagnosed,  the  treat- 
ment as  outlined  is  better  followed  than  by 
the  use  of  such  large  quantities  of  anti- 
diphtheritic  serum.  ***  None  of  the  cases 
had  an  acute  follicular  tonsilitis,  or  any- 
thing that  the  tonsils  could  be  blamed  for. 
So  far  as  I can  think  at  this  time,  five  of 
the  cases  recovered,  and  the  sixth  died  of 
a second  attack,  which  resembled  the  first 
in  every  detail.” 

DISCUSSION. 

Dr.  Lucius  S.  Gaudet  (Natchez)  : Last  Christ- 
mas proved  to  be  a very  sorrowful  day  for  Dr. 
Ullman  and  myself  as  well  as  the  family  of  this 
poor  little  child.  There  were  five  children  in  this 
family,  four  boys  and  one  girl,  and  unfortunately 
on  that  day  the  little  girl  died.  There  is  very 
little  to  offer  in  the  way  of  discussion  because  of 
the  fact  that  these  cases  have  been  very  rare  with 
us. 

The  staphylococcus  albus  is  a very  common 
organism,  and  not  prone  to  do  much  harm  as  a 
rule.  The  particular  anti-bodies  fortifying  the 
system  against  this  infection,  for  some  reason  or 
other  must  fail  at  this  time,  and  the  barriers  are 
let  down  and  a gradual  extension  from  the  upper 
respiratory  to  the  deeper  respiratory  take  place. 
I wonder  what  relationship  tracheo-bronchitis 
bears  to  the  old  condition  known  as  suffocative 
catarrh? 

We  deal  first  with  a catarrhal  inflammatory  pro- 
cess which  extends  into  the  sub-mucous  layers  of 
the  trachea  and  bronchi.  If  the  process  continues 
to  go  deeper  into  the  vascular  or  areola  tissue  we 
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have  ulceration  and  necrosis  of  the  upper  layers 
and  great  thickening  and  obstruction  of  the  air 
passages  and  cyanosis. 

The  great  point  that  we  should  stress  is  the  fact 
that  most  of  us  would,  under  ordinary  circumstan- 
ces in  a case  of  that  kind,  immediately  give  diph- 
theria antitoxin,  but  as  the  child  was  so  little  sick 
at  that  time  we  took  the  time  and  made  the  cul- 
tures and  not  finding  any  positive  proof  of  diph- 
theria, we  could  not  give  it.  We  had  no  diffi- 
culty in  making  examinations.  She  was  a very 
good  little  patient.  We  had  no  difficulty  in  pass- 
ing the  bronchoscope.  We  did  not  even  use  an 
anesthetic,  because  she  was  practically  in  a dying 
condition  when  we  took  her  to  the  Sanitorium;  in 
other  words,  she  became  very  much  worse  very 
quickly. 


BLOOD-PRESSURE  IN  PULMONARY 
TUBERCULOSIS.* 

OSCAR  W.  BETHEA,  M.  D., 

New  Orleans. 

Pulmonary  tuberculosis  is  so  prevalent 
and  its  recognition  is  of  such  importance 
to  the  patient  and  to  others  that  any  aid 
to  diagnosis  is  always  of  interest. 

It  has  been  recognized  that  the  tendency 
of  the  disease  is  toward  a reduction  in 
blood-pressure.  Some  feel  that  this  reduc- 
tion only  runs  parallel  with  the  general 
loss  of  weight  and  the  exhaustion  of  the 
patient,  while  others  believe  that  there  is 
a characteristic  tendency  to  a hypo-tension 
beyond  this. 

Some  standard  texts  do  not  mention 
blood-pressure  in  connection  with  this  dis- 
ease, others  only  briefly  refer  to  it,  while 
a few  discuss  it  in  considerable  detail. 

The  attitude  of  some  of  the  best  known 
writers  is  well  shown  by  the  following 
extracts : 

a.  Landis  in  Oxford  System  of  Medi- 
cine. “The  blood-pressure  is  usually  low 
during  the  active  stage  of  the  disease.  As 
the  symptoms  disappear  and  health  re- 
turns the  blood-pressure  rises  to  a normal 
level.  In  cases  of  ‘masked'  or  ‘occult’ 

*Read  before  Louisiana  State  Medical  Society, 
Baton  Rouge,  April  10-12,  1928. 


tuberculosis  a low  systolic  pressure  and  a 
marked  lowering  of  the  pulse  pressure  in 
the  erect  posture  is  of  great  diagnostic 
significance.’’ 

b.  Paterson  in  Tice’s  System,  says  in 
part:  “It  may  be  stated  as  a general  rule 
that  in  all  stages  of  tuberculosis  a condition 
of  hypotension  exists  and  that  this  hypo- 
tension is  secondary  to  the  tuberculous 
process.’’ 

c.  Lawrason  Brown  in  Cecil’s  Texb- 
Book  of  Medicine.  “In  favorable  cases  the 
blood-pressure  is  usually  normal  but  often 
in  the  advanced  stages,  especially  when 
there  are  ulcerative  lesions,  the  systolic 
pressure  is  low  and  the  diastolic  high.  In 
general,  however,  pulmonary  tuberculosis 
affects  the  blood-pressure  less  than  any 
other  wasting  disease.  The  difference  be- 
tween the  lying  and  standing  pressure  may 
be  greater  than  normal.’’ 

d.  Norris  & Landis  in  Diseases  of  the 
Chest.  “The  blood-pressure  in  tubercu- 
losis subjects  is  usually  low.  If  the  dis- 
ease undergoes  arrest  and  health  is  re- 
stored the  blood-pressure  returns  to  nor- 
mal. Cardiac  weakness  is  not  uncom- 
monly present  and  occasionally  is  the  cause 
of  death.” 

e.  Craig  in  DaCosta’s  Treatment.  “The 
blood-pressure  is  almost  always  low  in  in- 
dividuals suffering  from  tuberculosis,  this 
peculiarity  being  so  universally  true  that 
the  presence  of  arterial  hypotension  should 
always  suggest  the  probability  of  this 
diagnosis.” 

Some  years  ago  we  arranged  at  Charity 
Hospital,  New  Orleans,  a male,  white 
Tuberculosis  Evacuation  Service,  of  which 
I was  placed  in  charge.  All  male,  white 
patients  seeking  admission  to  the  hospital, 
if  suspected  of  tuberculosis,  were  sent  to 
this  service  to  be  worked  up,  and  if  found 
to  have  the  disease  disposed  of  in  one  of 
the  following  ways,  depending  upon  the 
physical,  financial  and  domestic  status  of 
Gach  case : 
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1.  Sent  to  the  Breaux  Tuberculosis 
Building  as  vacancies  occurred. 

2.  Sent  to  Camp  Hygeia. 

3.  Arrangements  made  for  them  to  be 
sent  to  some  other  institution  as  private 
patients. 

4.  Improved  and  sent  to  the  Out-patient 
Department. 

5.  The  disease  arrested  and  the  patient 
sent  home  for  further  treatment. 

In  diagnosis  we  soon  became  interested 
among  other  things,  in  the  matter  of 
blood-pressure  and  for  31  weeks  kept  a 
weekly  record  of  the  blood-pressure  of 
these  patients. 

As  a matter  of  interest  for  comparison 
we  also  recorded  weekly  readings  of  the 
patients  in  the  rest  of  my  service,  which 
was  devoted  to  male,  white,  general 
medicine. 

Many  readings  were  missed  due  to  pa- 
tients being  in  the  hospital  too  short  a 
time  or  being  in  the  courtyard  or  else- 
where at  the  time  of  making  the  weekly 
rounds  for  pressure  readings. 

In  the  tuberculosis  service  during  the 
period  of  this  investigation  we  made  474 
blood-pressure  readings  on  a total  of  151 
patients.  In  the  general  medical  service 
we  made  a total  of  344  readings  for 
comparison. 

The  ages  of  the  tuberculosis  patients 
averaged  over  40  years,  all  but  five  were 
over  20  years  of  age,  the  youngest  was  16. 

Only  seven  patients  showed  a systolic 
pressure  as  high  as  140  at  any  reading  and 
only  one  went  beyond  this  amount.  This 
man  gave  one  reading  of  160.  He  was  64 
years  of  age  and  had  been  admitted  with  a 
tentative  diagnosis  of  tuberculosis,  a posi- 
tive diagnosis  was  never  established  but  he 
did  have  advanced  arterio-sclerosis  with 
senile  psychosis.  I feel  that  he  should  not 
be  included  in  these  statistics.  Of  the 
other  six  whose  systolic  pressures  reached 


140  only  two  were  found  to  have  positive 
sputa  and  in  the  other  four  there  was 
always  an  element  of  doubt  as  to  their 
being  tubercular. 

Of  the  total  of  474  readings,  if  we  omit 
the  case  of  the  old  man  previously  men- 
tioned, the  record  of  systolic  pressures 
would  be  as  follows: 


Between 

140  and 

130... 

...  19 

Between  130  and 

120... 

...  33 

Between  120  and 

110... 

...  82 

Between  110  and 

100... 

....  116 

Between  100  and 

90... 

...  132 

Between 

90  and 

80... 

...  59 

Between 

80  and 

70... 

...  il6 

Between 

70  and 

60... 

...  1 

Between 

60  and 

50... 

...  1 

In  the  general  medical  service  the  344 
blood-pressure  readings  were  as  follows : 


Over  200  

...  7 

Between 

200 

and 

190... 

...  3 

Between 

190 

and 

180... 

...  4 

Between 

180 

and 

170... 

...  4 

Between 

170 

and 

160... 

...  13 

Between 

160 

and 

150... 

...  21 

Between 

150 

and 

140... 

...  27 

Between 

140 

and 

130... 

...  48 

Between 

130 

and 

120... 

...  54 

Between 

120 

and 

110... 

...  78 

Between 

110 

and 

100... 

...  50 

Between 

100 

and 

90... 

...  27 

Between 

90 

and 

80... 

...  5 

Between 

80 

and 

70... 

...  2 

Between 

70 

and 

60... 

...  1 

The  averages  of  these  blood-pressure 
readings  were  as  follows; 

Tuberculosis  service — systolic  pressures 
109,  diastolic  pressures  65.5,  pulse  pres- 
sures 44.5.  Diastolic  pressures  averaged 
60  per  cent  of  systolic  pressures. 

General  medical  service — systolic  pres- 
sures 128.5,  diastolic  pressures  70.5,  pulse 
pressures  58.  Diastolic  pressures  averaged 
63  per  cent  of  systolic  pressures. 

Through  the  courtsey  of  Dr.  Durel  I 
have  been  able  to  investigate  and  submit 
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the  following  report  on  the  blood-pressure 
readings  of  the  patients  now  in  the  Dibert 
Building  for  tuberculosis. 

Of  the  43  patients,  18  show  a systolic 
reading  of  over  100. 

25  of  100  or  under. 

14  of  these  are  90  or  under. 

3 show  a systolic  pressure  of  120. 
II  of  130. 

1 of  135. 

While  it  is  recognized  that  the  number 
of  patients  on  whom  this  data  is  based  is 
rather  small,  in  so  far  as  it  does  have 
value,  it  tends  to  establish  the  following 
conclusions : 

Conclusions — Hypertension  is  evidence 
against  a diagnosis  of  pulmonary  tuber- 
culosis. 

The  tendency  of  the  disease  is  toward 
hypotension. 

Pulmonary  tuberculosis  shows  nothing 
characteristic  in  the  percentage  relation 
between  the  systolic  and  diastolic  pressures. 

DISCUSSION. 

Dr.  George  Bel  (New  Orleans) : I consider  it 

a privilege  to  have  the  opportunity  of  making  a 
few  remarks  with  reference  to  the  paper  pre- 
sented by  my  colleague,  Dr.  Bethea.  Dr.  Bethea 
is  thoroughly  qualified  by  reason  of  his  vast 
clinical  experience  and  observation,  both  as  a 
teacher  in  the  School  of  Medicine  of  Tulane  Uni- 
versity, and  as  a practitioner  of  internal  medicine, 
to  express  expert  opinions  on  the  important  sub- 
ject of  blood  pressure  in  tuberculosis. 

As  we  have  been  so  frequently  informed  tuber- 
culosis is  a universal  disease,  visiting  practically 
all  races  and  every  latitude,  and,  as  the  modern 
theory  of  the  prevention  and  curability  of  the 
disease  depends  primarily  upon  early  diagnosis,  it 
becomes  the  duty  of  the  physician  to  determine 
the  existence  of  the  disease  by  carefully  employ- 
ing all  known  methods,  symptoms,  signs  and  tests 
at  his  command,  and  surely,  blood  pressure  de- 
terminations deserves  serious  consideration. 

The  blood  pressure  is  lowered  in  many  cases 
from  the  very  onset,  and,  in  the  majority  of  cases 
the  preponderance  of  evidence  suggests  the  exist- 
ence of  hypotension. 

Hypotension  naturally  varies  during  different 
stages  of  tuberculosis,  depending  upon  the  deter- 


mining factor,  which  is  always  a toxemia.  In  the 
truly  primary  incipient  infection  the  irritation  of 
the  tuberculous  toxin  causes  a dilatation  of  the 
arterioles  and  is  accompanied  by  lowered  blood 
pressure  and  we  may  extend  this  statement  to 
cover  many  obscure  and  inactive  cases. 

As  secondary  infection,  due  to  secondary  in- 
vaders of  all  sorts,  such  as,  pyogenic  cocci  and 
bacteria  of  all  types,  yeast  cells  and  moulds, 
supervene,  the  disease  advances  and  produces  an 
asthenic  condition  with  lowering  of  the  blood 
pressure. 

It  is  well  to  remember  in  the  presence  of  cer- 
tain complications,  especially  arteriosclerosis,  ne- 
phristis,  cardiac  hypertrophy,  etc.,  that  the  blood 
pressure  may  be  elevated  either  permanently  or 
transitorily. 

I have  been  impressed  by  the  uniform  diminu- 
tion of  blood  pressure  exhibited  by  my  patients, 
and  in  cases  of  incipient  infection,  when  the 
diagnosis  is  somewhat  obscure,  I have  attached  a 
degree  of  importance  to  a continuous  diminution 
of  blood  pressure. 

While  I believe  that  continued  hypotension  is 
of  diagnostic  importance  and  adds  to  our  clinical 
armamentarium  and  should  always  be  carefully 
considered,  we  must  remember  that  no  one  symp- 
tom of  tuberculosis  is  diagnostically  conclusive 
excepting  the  finding  of  tubercle  bacilli  in  the 
sputum. 

Dr.  W.  J.  Durel  (Covington) : In  the  last 

thirty  years,  I have  made  the  routine  practice  of 
taking  the  blood  pressure  of  all  our  cases,  and 
these  are  the  conclusions  that  I have  drawn:  In 

the  active  cases  of  the  young  individual,  there  is 
always  a low  tension,  but  remember  that  the  low 
tension  of  the  tuberculous  patient  is  a low  ten- 
sion of  the  systole. 

Now,  in  coming  to  conclusions,  we  must  con- 
sider that  the  individual  knows  he  has  tuber- 
culosis, and  he  is  also  susceptible  to  other  fears. 
Take,  for  instance,  if  we  have  a woman  coming 
to  us  around  the  menopause  stage,  though  she  be 
an  active  sase,  we  must  expect  the  tension  to  be 
higher. 

In  the  last  thirty  years,  I have  noticed  much 
high  blood  pressure,  myself.  I had  tuberculosis, 
thirty-five  years  ago,  my  pulse  pressure  was  very 
low,  I fed  on  a high  protein  diet,  ate  as  many 
as  twelve  eggs  a day;  today,  I wish  I could  again 
develop  a tuberculous  condition,  because  I am 
seldom  less  than  two  hundred.  I might  balance. 

We  see  probably  more  high  blood  pressure  in 
tuberculosis  today  than  we  saw  twenty  years  ago. 
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therefore,  the  fall  in  the  systolic  is  more  signifi- 
cant than  the  fall  of  the  diastolic,  that  is,  you 
seldom  see  a fall  in  the  diastolic. 

Now,  the  second  condition  is  that  the  path- 
ology of  the  lungs  certainly  must  lead  you  to  the 
conclusion,  you  take  a fibroid  lung,  where  the 
heart  is  pulled  from  cardio-pulmonary  adhesions, 
you  are  going  to  have  low  tension.  You  take  the 
average  little  girl  who  comes  to  you  with  acute 
active  tuberculosis,  you  take  a cardiac,  of  course, 
the  tension  is  going  to  be  lower.  You  take  the 
average  case  of  certain  displacement  of  the  medi- 
astinum after  collapse,  you  are  going  to  have 
lower  tension. 

In  other  words,  my  conclusion  is  this,  fifty  per 
cent  (looking  back  twenty  years)  of  cases  I have 
taken  blood  pressure  showed  a normal  blood  pres- 
sure, many  of  them  were  active  tuberculosis,  I 
mean  the  average  young  man  of  twenty-four,  we 
will  say,  with  a blood  pressure  of  eighty-one, 
thirty  per  cent  of  the  cases  of  that  age  have  come 
with  a blood  pressure  systolic  under  one  hundred; 
about  twenty  per  cent  (and  these  cases  are  gen- 
erally over  forty)  show  a tension  sytolics,  and 
there  you  have  not  only  a rise  in  the  systolic,  but 
you  have  also  a rise  in  the  diastolic. 

Chairman  J.  H.  Musser  (New  Orleans)  : Is 

there  any  further  discussion  of  this  interesting 
paper  of  Dr.  Bethea’s?  I want  to  interpolate  a 
word  or  two:  I remember,  about  twenty  years 

ago,  a little  booklet  brought  out  by  Dr.  Nichol- 
son, in  which  he  mentioned  that  anybody  with  a 
persistent  blood  pressure  under  one  hundred  and 
ten  should  be  considered  as  having  tuberculosis, 
and  if  they  persisted  under  one  hundred,  they 
definitely  had  tuberculosis.  Like  most  dogmatic 
statements,  this  is  not  true,  but  still,  there  is  a 
certain  element  of  truth  in  it. 

Dr.  Oscar  W.  Bethea  (closing)  : There  is 

practically  nothing  to  add  to  my  previous  remarks. 
We  do  not  claim  that  a patient  with  high  blood 
pressure  is  immune  to  tuberculosis,  he  may  ac- 
quire it;  or,  an  individual  with  tuberculosis  may 
develop  some  condition  that  will  lead  to  hyper- 
tension, but  the  tendency  of  the  disease  is  toward 
hypotension.  You  will  remember  that  both  Dr. 
Bel  and  Dr.  Durel  concurred  in  this  contention. 

This  tendency  of  tuberculosis  to  hypotension 
has  been  of  distinct  benefit  to  me  in  diagnosis. 
This  has  been  especially  the  case  in  differentiat- 
ing the  disease  from  hyperthyroidia,  associated 
with  fever,  and  from  certain  cases  of  heart  and 
kidney  disease  characterized  by  hemoptysis. 


COMPARATIVE  RESULTS  WITH  THE 
WASSERMANN  AND  PRECIPI- 
TATION TESTS.* 

H.  W.  BUTLER,  M.  D.,f 
New  Orleans. 

Many  experimenters  have  used  the  floc- 
culation principle  of  the  Germans,  and  de- 
vised various  tests  for  syphilis.  Many  of 
them  carry  the  names  of  the  individuals 
who  modified  the  method  in  use.  The 
antigens  are  all  essentially  alike,  and  may 
be  changed  in  such  a way  as  to  be  suitable 
to  any  technic  desired,  the  object  being  to 
add  specificity  and  simplicity  to  the  test. 
The  specificity  resides  entirely  within  the 
antigen.  There  are  three  ways  by  which 
the  reaction  of  the  test  may  be  recognized ; 
First,  by  reading  the  particles  suspended 
in  the  fluid  in  a test  tube ; second,  by  read- 
ing the  amount  of  particles  after  they  have 


THE  BUTLER  SLIDE — PRECIPITATION  TEST. 
Slide  1 — Negative. 

Slide  2 — Positive. 

Slide  3 — Strongly  positive. 


*Read  before  the  Orleans  Parish  Medical 
Society,  May  14,  1928. 

fFrom  the  Department  of  Medicine,  Tulane 
University  School  of  Medicine. 
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settled  to  the  bottom  of  the  tube  after 
cracking  an  emulsion  which  serves  as  an 
indicator ; third,  by  reading  the  precipitate 
on  a slide.  The  precipitation  and  subse- 
quent agglutination  of  the  particles  in  the 
colloidal  suspension  is  brought  about  by  an 
electrical  change  or  by  some  other  unknown 
influence.  We  have  tested  three  thousand 
blood  sera  in  our  laboratories  with  the  as- 
sistance of  Doctors  Hauser  and  Couret  of 
the  Pathological  Department  of  Charity 
Hospital,  who  made  the  work  possible. 

I now  wish  to  present  to  you  the  results 
of  these  tests: 


RESULTS  WITH  THE  VEAL  HEART  ANTIGEN  AND 
THE  KOLMER  WASSERMANN  SYSTEM. 


WASSERMANN 

186  Strongly  positive 
1 Strongly  positive 
1 Weakly  positive 
1 Negative 

4 Anticomplementary 

1 Negative 

9 Moderately  positive 
10  Weakly  positive 
10  Negative 
3 Weakly  positive 
3 Strongly  positive 

5 Moderately  positive 

2 Strongly  positive 
1776  Negative 


PRECIPITATION 

strongly  positive 
Negative 
Negative 
Strongly  positive 
Strongly  positive 
Moderately  positive 
Strongly  positive 
Strongly  positive 
Weakly  Positive 
Weakly  Positive 
Moderately  positive 
Moderately  positive 
Weakly  Positive 
Negative 


2012 


COMPARATIVE  RESULTS  ON  BLOOD  SERA  USING  THE 
KOLMER  WASSERMANN  ANTIGEN  AND  THE 
ORIGINAL  MEINICKE  ANTIGEN. 

WASSERMANN  MEINICKE 


72  Strongly  positive 

5 Negative 

3 Negative 

8 Moderately  positive 

6 Strongly  positive 
1 Weakly  positive 

4 Weakly  positive 

1 Moderately  positive 

2 Moderately  positive 
1 Weakly  positive 

1 Anticomplementary 

2 Anticomplementary 
436  Negative 


Strongly  positive 
Strongly  positive 
Moderately  positive 
Strongly  positive 
Moderately  positive 
Strongly  positive 
Moderately  positive 
Moderately  positive 
Negative 
Weakly  Positive 
Weakly  Positive 
Moderately  positive 
Negative 


542 

RESULTS  OBTAINED  WITH  THE  KOLMER  WASSER- 
MANN ANTIGEN  USING  IT  IN  BOTH  TESTS. 


WASSERMANN 

43  Strongly  positive 
11  Moderately  positive 

3 Weakly  positive 
2 Weakly  positive 
1 Negative 

6 Moderately  positive 

1 Weakly  positive 
6 Weakly  positive 

2 Anticomplementary 
2 Strongly  positive 

4 Anticomplementary 
489  Negative 


PRECIPITATION 

strongly  positive 
Moderately  positive 
Moderately  positive 
Negative 

Moderately  positive 
Strongly  positive 
Moderately  positive 
Weakly  Positive 
Negative 
Negative 
Strongly  positive 
Negative 


THE  BUTLER  SLIDE  TEST.* 

B.  G.  EFRON,  M.  D., 

AND 

C.  A.  WEISS,  M.  D.f 

New  Orleans. 

Since  the  publication  of  Kahn’s  test  for 
syphilis,  interest  in  the  precipitation  tests 
has  been  greatly  stimulated,  and  in  many 
laboratories  the  complement-fixation  and 
the  precipitation  or  flocculation  reactions 
are  being  run  simultaneously.  Some  work- 
ers have  gone  so  far  as  to  abandon  the 
Wassermann  in  favor  of  the  Kahn  or  other 
precipitation  test.  When  correctly  per- 
formed the  Wassermann  is  the  most  accu- 
rate and  constant  single  index  of  syphilis; 
however,  it  is  well  known  that  it  is  not  a 
specific  test  for  syphilis,  its  reaction  de- 
pending not  upon  a specific  antibody,  but 
upon  a lipoidal  substance  called  reagen, 
which  is  present  in  the  blood  of  many 
syphilitics.  The  technique  of  the  reaction 
is  delicate  and  complex  and  subject  to  error 
from  a large  number  of  sources.  Its  conv 
plexity  and  delicacy  have  led  many  serolo- 
gists  to  search  for  an  equally  reliable,  but 
technically  simpler  procedure. 

*Read  before  the  Orleans  Parish  Medical 
Society,  May  14,  1928. 

fFrom  the  Gastro-intestinal  and  Pathological 
Departments  of  Touro  Infirmary. 
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During  his  investigation  of  various  pre- 
cipitation tests,  Butler  devised  a simple 
slide  test,  which  because  of  its  simplicity, 
rapidity  in  performance,  stability  of  its 
antigen,  and  its  agreement  when  compared 
with  the  Wassermann,  commends  itself 
most  highly  as  a procedure  to  be  used  in 
conjunction  with  this  complement  fixation 
reaction.  It  is  our  purpose  in  this  report 
to  describe  the  results  on  comparing  the 
Butler  with  the  Wassermann  test. 

PROCEDURE  OF  THE  BUTLER  TEST 

Stock  Antigen — The  Butler  antigen  is  an 
ether  extracted  acidified  cholesterolized 
alcoholic  extract  of  fresh  baby  veal  heart. 
Details  of  procedure  are  fully  described  by 
Butler  and  will  not  be  repeated  here.  The 
antigen  is  stable  for  a variable  period,  at 
least  several  weeks.  Some  antigens  remain 
in  good  condition  for  months.  When  the 
antigen  spoils  a fine  granular  precipitate 
forms  in  the  antigen-water  dilution. 

Antigen-Water  Dilution — The  antigen- 
water  mixture  which  is  used  for  perform- 
ing the  test  is  made  by  mixing  in  a dry  test 
tube  one  part  of  stock  antigen  with  two 
parts  of  distilled  water.  Care  must  be 
taken  that  the  graduated  pipette  be  washed 
out  with  95  per  cent  alcohol  before  going 
into  the  stock  antigen  bottle.  The  dilution 
should  be  thoroughly  mixed  by  alternately 
sucking  up  and  forcing  out  the  mixture, 
holding  the  tip  of  the  pipette  against  the 
bottom  of  the  tube.  The  resulting  suspen- 
sion should  be  opalescent  and  should  not 
show  a precipitate  when  rocked  alone  on  a 
slide.  The  mixture  should  be  made  just 
before  the  test  is  done.  Although  some 
mixtures  may  remain  good  for  an  hour  or 
more,  we  have  found  a precipitate  in  others 
at  the  end  of  twenty  minutes. 

Serums — These  are  obtained  as  for  the 
Wassermann  test.  In  this  series  both  inac- 
tivated and  non-inactivated  sera  were  used ; 
inactivation,  however,  is  not  necessary. 

Technique  of  the  Test — Two  drops  of 
serum  are  placed  in  the  center  of  a scrupu- 
lously clean  microscopic  slide;  three  drops 


of  the  antigen-water  dilution  are  then 
placed  next  to,  but  not  into,  the  serum. 
These  are  mixed  thoroughly  for  twenty 
seconds  with  a clean  tooth-pick.  The 
spread  of  the  fluid  should  be  limited  to  an 
area  the  size  of  a quarter  dollar.  The  slide 
is  then  tilted  gently  from  side  to  side  for 
the  remainder  of  a two-minute  period  and 
then  a reading  is  made.  Positive  and  nega- 
tive controls  with  known  sera  should  be  set 
up  with  each  series  of  tests. 

Reading — The  test  should  be  run  during 
day-light.  Beading  is  made  by  indirect 
light,  sun-light  or  day-light  from  a window, 
looking  toward  the  light  with  a black  sur- 
face beneath  the  slide  for  a back-ground. 

Four  reactions  are  noted: 

1.  Strongly  positive — heavy,  flocculent 
white  precipitate. 

2.  Positive — definite  white  precipitate. 

3.  Weakly  positive — slight  precipitate. 

4.  Negative — no  precipitate  or  change 
from  its  first  appearance. 

The  positive  reactions  usually  occur 
within  the  first  few  seconds  of  mixing  or 
tilting.  These  reactions  are  easily  read. 
Particularly  impressive  is  the  strongly 
positive  reaction,  in  which  the  homogeneous 
opalescence  of  the  serum-antigen  dilution 
gives  way,  usually  within  a few  seconds,  to 
numerous  large  white  flakes  against  an 
almost  transparent  back-ground.  The 
negative  reaction  usually  offers  no  diffi- 
culty in  reading.  A few  small  flakes  in  a 
homogeneous  opalescent  mixture  are  usually 
discounted  and  are  not  taken  into  consid- 
eration; however,  a weakly  positive  reac- 
tion is  at  times  difficult  to  read  and  one  is 
occasionally  hard-pressed  in  deciding  its 
presence  or  absence.  Butler  states  “the 
weakly  positive  reaction  should  be  disre- 
garded for  diagnostic  purposes.” 

Wassermann  — The  Wassermanns  re- 
ported here  are  of  four  types  of  technique, 
each  type  constituting  a series.  One  series 
consists  of  inactivated  sera  using  acetone 
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insoluble  antigen  with  incubator  fixation; 
the;  second  series  consists  of  unheated  sera 
using  acetone  insoluble  antigen  with  water 
bath  and  over-night  ice-box  fixation;  the 
third  series  consists  of  inactivated  sera 
using  cholesterolized  antigen  with  water- 
bath  and  over-night  ice-box  fixation;  and 
the  fourth  is  similar  to  the  third,  except 
that  the  serum  was  unheated. 

In  this  study  it  was  found  that  there  was 
agreement  of  the  Wassermann  and  Butler 
tests  in  eighty-nine  and  nine-tenths  per  cent, 
relative  agreement  in  six  and  two-tenths 
per  cent  and  disagreement  in  three  and 
nine-tenths  per  cent.  Analysis  of  our  re- 
sults appear  in  the  tables. 


TABLE  3. 

Five  hundred  and  one  negative  Wassermann 
compared  with  Butler  test. 


1 Tests 

1 Percent 

Agreement  

1 454 

1 90.6 

Relative  agreement 

1 32 

1 6.2 

Total  

1 485 

1 96.8 

Disagreement  

1 16 

1 3.2 

Wassermann  anticomplementary,  3 cases;  But- 
ler test,  positive  2,  negative  1. 


TABLE  4. 

Results  of  comparison  of  the  664  Wassermann 
and  the  Butler  test. 


1 Tests 

1 Percent 

Agreement  

1 597 

1 89.9 

Relative  Agreement  

1 41 

1 6.2 

Total  

1 638 

1 96.1 

Disagreement  

1 26 

1 3.9 

TABLE  I. 


Wassermann 

Butler  I 

1 Agreement 

Rel.  Agreement 

Disagreement 

S.  P.  or  P. 

W.  P. 

Neg. 

Percent 

Percent 

Percent 

Noguchi 

68-)-  -p  -j- 

59 

5 

4 

87 

7.3 

5.9 

Antigen 

2 + + 

2 

— 

— 

Inactivated 

9 + 

4 

4 

1 

Sera 

222  — 

6 

12 

204 

91.9 

5.4 

2.7 

Non- 

39-)--)--|- 

35 

2 

2 

89.7 

6.2 

4.1 

Inactivated 

1 + + 

1 

— 

— 

Sera 

2 + 

1 

— 

1 

116— 

4 

16 

96 

82.7 

13.9 

3.4 

Cholesterin- 

ized  Antigen 

25-)- -(--)- 

22 

1 

2 

88.0 

4.0 

8.0 

Inactivated 

68— 

4 

— 

64 

94 

5.9 

Sera 

1 1 1 

Non- 

25-)--)--)- 

24 

— 

1 

96.0 

4.0 

Inactivated 

3-(--|- 

— 

2 

— 

1 

Sera 

5-|- 

3 

1 

1 

95  — 

2 

3 

90 

94.7 

j 3.2 

2.1 

Agreement=positive  or  negative  with  both  methods. 

Relative  agreement=positive  or  negative  Wassermann  and  weakly  positive  Butler. 


TABLE  2.  COMMENT. 

One  hundred  and  sixty-three  positive  Wasser-  This  study  shows  a remarkable  degree  of 
manns  compared  with  the  Butler  test. agreement  between  the  Butler  and  the  com- 


1  Tests 

1 Percent 

plement  fixation  tests.  The  variations  in 

Agreement  

1 143 

1 87.8 

the  percentages  of  agreement  and  disagree- 

Relative  agreement  

1 10 

1 6.1 

ment,  using  different  types  of  Wasser- 

Total  

1 153 

1 93.9 

mann’s,  are  the  results  of  small  series 

Disagreement  

1 10 

1 6.1 

rather  than  actual  differences.  Both  tests 

positive  reaction=-f-h-i-,  -fd-.  should  be  performed,  as  they  shed  a com- 
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plimentary  light  on  each  other.  Discrepan- 
cies should  be  expected  with  any  two  tests 
in  which  different  antigens  are  used. 
Simplicity  of  technique  does  not  infer  that 
it  is  so  simple  in  the  sense  that  any  one 
can  perform  it.  The  Butler  test  should  be 
performed  by  trained  laboratory  workers. 
It  is  a serologic  reaction  and  as  such  is 
subject  to  the  errors  common  to  serology. 
In  this  respect  we  differ  with  Butler  who 
states,  “It  is  designed  for  the  physician 
who  wishes  to  test  the  serum  reaction  of 
his  patient  for  his  own  information.” 
Positive  and  negative  controls  must  be  done 
at  the  same  time  as  the  patient’s  serum  is 
examined,  because  false  reactions  may 
occur  and  are  usually  false  positive  reac- 
tions. We  have  observed  false  positives 
as  the  result  of  running  the  antigen- 
water  dilution  into  the  Wright  bulb  on  the 
pipette,  on  improper  mixing  of  antigen 
and  water,  too  long  standing  of  the  anti- 
gen-water mixture  before  use,  and  insta- 
bility of  the  antigen.  False  reactions  can 
be  recognized  only  by  the  use  of  control 
sera,  a procedure  with  which  the  practi- 
tioner is  unlikely  to  be  able  to  comply. 

CONCLUSION. 

The  Butler  slide  test  is  to  be  regarded  as 
a valuable  adjunct  to  the  laboratory  diag- 
nosis of  syphilis,  in  consideration  of  its 
simplicity  of  technique,  rapidity  of  per- 
formance, usual  definite  readings  and 
high  percentage  of  correlation  with  the 
Wassermann  reaction.  At  this  time  it 
finds  its  greatest  value  as  a check  on  the 
complement  fixation  test.  The  Butler 
should  be  done  by  properly  trained 
laboratorians. 

We  wish  to  express  our  appreciation  to 
Dr.  Lanford  for  his  kind  advice  and  co- 
operation. 
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DISCUSSION. 

Dr.  G.  H.  Hauser  (New  Orleans) : I believe 

Dr.  Butler  is  to  be  congratulated  on  the  remark- 
able results  he  has  gotten  in  this  test  compared 
with  the  Wassermann  reactions,  especially  in  view 
of  the  simplicity  of  the  test,  which  no  doubt  is 
one  of  the  simplest  we  have. 

In  running  the  series  from  Charity  Hospital, 
which  Dr.  Butler  has  presented,  I had  occasion 
to  look  after  the  Wassermann  reactions.  Each 
blood  when  taken  was  put  in  separate  tubes,  one 
tube  for  the  precipitations  by  Dr.  Butler,  and  the 
other  for  Wassermanns  at  Charity  Hospital,  so 
as  not  to  be  swayed  by  the  result  of  each  indi- 
vidual worker.  It  was  almost  uncanny  as  to  how 
they  would  tally,  negative  or  positive,  the  results 
nearly  always  tallying  in  both  tests.  We  used 
Kolmer  antigen  with  ice-box  fixation,  which  I 
believe  is  one  of  the  best  methods  of  Wassermann 
reaction.  The  weakly  positive  reactions  were  the 
ones  that  gave  what  little  trouble  we  had,  and 
I believe,  in  different  series  of  Wassermann  tests 
we  will  have  that  same  trouble. 

The  precipitation  tests  are  very  simple,  only  a 
few  reagents  are  necessary;  laboratory  animals 
are  not  necessary  and  we  do  not  have  to  deal 
with  anti-complementary  results  that  often  worry 
us  when  running  Wassermann  tests. 

In  regard  to  other  precipitation  tests,  all  have 
serious  drawbacks.  For  instance,  Mienicke,  who 
uses  an  antigen  of  horse  hearts.  In  this  country 
it  is  impossible  to  get  sufficient  horse  heart  to 
supply  us  with  antigen.  The  technique  of  run- 
ning this  test  may  be  simple,  but  I am  not 
quite  so  sure,  from  observing  a limited  number, 
that  it  does  not  occasionally  give  a positive  reac- 
tion in  the  absence  of  syphilis.  In  other  words 
a positive  reaction  on  sera  negative  with  the 
other  reactions.  We  have  recently  had  a spinal 
fluid,  with  Wassermann  reaction,  cell  count,  and 
globulin  absolutely  negative,  give  us  a strongly 
positive  Mienicke;  the  Butler  tests,  however,  on 
this  serum  was  negative,  and  from  clinical  data, 
I believe  it  was  a false  positive  reaction  in  this 
case. 

Much  has  been  written  lately  of  the  Kahn  test, 
especially  as  to  its  simplicity,  claiming  that  anyone 
with  a few  reagents  can  run  it.  I do  not  believe 
you  will  find  it  so,  and  this  opinion  is  borne  out 
by  the  fact  that  recently  at  a meeting  of  the 
American  Society  of  Clinical  Pathologists  some 
criticism  was  raised  against  the  reaction.  Dr. 
Kahn,  himself,  said  that  the  only  way  we  could 
correctly  run  the  test,  was  by  learning  the  tech- 
nique in  his  laboratory.  Certainly  everyone  who 
wishes  to  use  the  Kahn  test  cannot  make  a special 
trip  to  his  laboratory  to  learn  the  technique. 
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The  Butler  test,  using  the  veal  heart  antigen, 
is  the  simplest  and  most  efficient  test  we  have 
at  present.  I think  we  are  going  to  find  out 
that  it  will  become  a valuable  adjunct  to  the  Was- 
sermann.  I believe,  however,  that  as  the  immunol- 
ogical basis  of  the  test  is  quite  different  from  the 
Wassermann  test,  we  will  not  always  get  agree- 
ment between  the  two,  but  I believe  it  is  the 
simplest  of  the  precipitation  tests  and  one  of 
the  best.  I believe  it  should  only  be  run  in  a 
well  equipped  laboratory,  that  control  sera  should 
be  run  concurrently  and  that  the  antigen  must  be 
properly  prepared  and  its  specificity  checked  fre- 
quently. 

Dr.  H.  W.  Butler  (New  Orleans) : It  is  very 

gratifying,  indeed,  to  note  the  close  agreement 
obtained  by  Drs.  Efron  and  Weiss  in  their  series. 
However,  this  is  to  be  expected  when  performed 
by  men  with  such  a high  rate  of  laboratory  effi- 
ciency. Agreement  should  be  higher  in  bloods 
not  inactivated  than  in  those  inactivated. 

After  the  test  had  been  placed  into  the  hands 
of  many  different  men,  it  became  apparent  that 
if  the  general  profession  was  to  use  the  test, 
certain  features  should  be  modified  and  improved. 
Hence,  the  excuse  for  the  existence  of  the  second 
slide  test.  For  example,  the  life  of  the  antigen 
should  be  lengthened.  This  was  accomplished  by 
reducing  the  cholesterol  and  acid  contents.  They 
also  produce  the  non-specific  precipitate  which  at 
times  is  confusing.  Again,  too  much  time  is ‘con- 
sumed in  running  a large  number  of  bloods,  each 
slide  requiring  two  minutes  of  individual  atten- 
tion. Rocking  the  slide  is  not  necessary  in  the 
new  test.  Lay  it  aside  and  wait  five  to  fifteen 
minutes,  or  longer.  These  faults  have  all  been 
corrected,  we  believe,  in  the  new  method. 

Dr.  C.  A.  Weiss  (closing) : I think  that  the 

doctors  who  have  spoken  before  me  have  quite 
well  covered  the  points  that  I might  have  dis- 
cussed. It  appears  well  demonstrated  in  that  of 
Dr.  Butler’s  series  in  which  there  is  disagreement 
between  the  precipitation  test  and  the  complement 
fixation  test  employing  the  identical  antigen  that 
all  variances  can  not  be  attributed  to  different  an- 
tigenic sensitivity,  but  must  be  due,  as  Dr.  Johns 
indicated,  to  distinctly  different  antibody  re- 
sponses, thus  further  advocating  the  simultaneous 
use  of  both  tests  in  diagnosis. 

I wish,  gentlemen,  on  behalf  of  Dr.  Efron  and 
myself  to  thank  you  for  your  discussions  on  this 
subject. 


LYMPHOSARCOMA  OF  THE  ILEUM 
WITH  REPORT  OF  A CASE.* 
MARTIN  0.  MILLER,  M.  D. 

New  Orleans. 

Briefly  reviewing  the  literature  of  lym- 
phosarcoma of  the  gastro-intestinal  tract, 
it  is  most  frequently  found  in  the  lower 
ileum ; it  may  appear  at  any  point  from  the 
stomach  to  and  including  the  rectum.  The 
proportion  of  lymphosarcoma  of  the  small 
intestine  to  that  of  the  large  intestine  is 
about  2 to  1,  and  the  relation  between  car- 
cinoma and  sarcoma  of  the  large  and  small 
intestine  is  about  as  1 to  20. 

According  to  Speese  the  fourth,  third, 
fifth,  and  second  decades  is  the  order  of 
frequency  of  the  ages  afflicted  with  lymph- 
osarcoma of  the  ileum.  The  literature 
shows  reported  cases  of  lymphosarcoma  in 
the  small  bowel  and  colon  to  be  approxi- 
mately 300.  Kreuger  gave  the  following 
statistics  of  37  cases;  the  small  intestine, 
16 ; ileum  and  cecum,  1 ; small  intestine  and 
colon,  1 ; rectum,  16.  As  compared  to  car- 
cinoma of  the  gastro-intestinal  tract,  Sten- 
gel states  the  combined  statistics  of  Noth- 
nagel,  Zemann,  Muller,  Bryant,  and  Madyl 
show  that  6.22  per  cent  of  all  intestinal 
cancers  occur  in  the  small  intestine.  Brill,  i| 
in  collecting  reports  on  2,128  cases  of  in- 
testinal cancer,  found  2.3  per  cent  in  the 
small  intestine. 

Numerous  theories  have  been  advanced  as 
to  the  cause  of  sarcomatous  growths,  among 
which  it  is  especially  difficult  to  differ- 
entiate from  tuberculosis  or  some  form  of 
infectious  granuloma  of  the  intestinal  tract. 
The  lesions  often  exhibit  lymphocytes,  plas- 
ma cells,  eosinophilic  cells,  and  necrosis, 
and  cases  in  which  tubercle  bacilli  are 
missing  may  closely  resemble  hyperplastic 
tuberculosis.  Tuberculous  intestinal  ul- 
cers closely  associated  with  'widespread 
sarcomatous  lesions  in  mesentery  and  re- 
troperitoneal nodes  are  described  by  Noth- 
nagal  and  others.  Thus  it  seems  highly 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, New  Orleans,  January  23,  1928 
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probable  that  many  cases  of  lymphosarcoma 
arise  from  a tubercular  basis  and  that  the 
process  thus  established  progresses  of  its 
own  momentum.  That  tuberculosis  is  not 
always  the  deciding  factor  must  be  granted. 
Ribbirt  assumes  that  all  true  lymphosar- 
comata arise  from  abberant  and  undiffer- 
entiated cell  groups  and  that  tuberculosis 
often  serves  as  the  exciting  factor  to 
growth. 

The  question  as  to  the  rarity  of  carci- 
noma of  the  small  intestine  is  perhaps  best 
explained  by  Bunting  who  states  that  the 
small  intestine  from  the  entrance  of  the 
common  duct  into  the  duodenum  to  Meckel’s 
diverticulum  in  the  lower  ileum  is  a simple, 
unbranched  tube,  without  variation  in  its 
type  of  lining  epithelium,  without  sharp 
bends,  without  diverticula  and  containing, 
as  a rule,  in  health,  semi-fluid,  mechanically 
non-irritating  material.  That  carcino- 
mata are  most  prone  to  arise  where  there 
are  changes  in  the  type  of  lining  epithelium 
and  at  points  where  the  surface  is  most 
liable  to  mechanical  irritation,  and  in 
which  the  new  growth  has  originated  at  a 
point  where  peritoneal  adhesions  have  in- 
terfered with  the  normal  action  of  the  in- 
testines. 

HISTO-PATHOLOGY. 

According  to  Ewing,  the  earliest  stages  of 
lymphosarcoma  appear  as  a localized  thick- 
ening of  the  submucosa  with  or  without 
ulceration.  The  process  extends  laterally 
and  invades  and  destroys  the  muscular 
layers  and  appear  as  a subserous  tumor 
which  soon  forms  adhesions.  The  early 
involvement  of  the  muscularis  produces 
paralysis  of  the  bowel  with  the  production 
of  dilatation  by  gas  and  feces.  The  intesti- 
nal dilatation  is  an  especial,  although  not 
constant,  attendant  phenomenon  of  lymph- 
osarcoma of  the  intestine.  ^.Large  poly- 
poid growths  protruding  into  the  widened 
lumen  without  ulceration  are  also  observed. 
Metastases  appear  early  in  regional  nodes 
and  they  may  extend  into  many  other  or- 
gans. Extension  of  the  process  in  the 
early  stages  appears  to  be  exclusively  by 


way  of  the  lymphatics,  but  in  many  ad- 
vanced cases  true  metastatic  growths  form 
in  the  lungs,  brain,  kidneys,  skin  and  other 
organs,  which  are  satisfactorily  explained 
only  by  invasion  of  the  blood  vessels. 

SYMPTOMOTOLOGY 

Unfortunately  there  is  no  definite  train 
of  symptoms  referable  to  lymphosarcoma 
of  the  ileum.  Among  the  most  common 
are  those  of  a chronic  enteritis,  indefinite 
abdominal  pain,  dyspepsia,  irregular  stools, 
alternate  constipation  and  diarrhea.  A 
rapid  loss  of  weight  and  strength  is  nearly 
always  evidenced.  Ascites  and  edema  are 
rare.  There  may  be  a more  or  less  con- 
stant moderate  elevation  of  the  tempera- 
ture. Pain,  usually  epigastric,  and  abdom- 
inal distention  are  perhaps  the  most  promi- 
nent symptoms.  The  abdominal  disten- 
tion may  be  due  to  one  or  more  of 
the  following  conditions  and  may  occur 
suddenly — intestinal  perforation;  tympan- 
ites; peritoneal  involvement;  circulatory 
embarrassment  from  pressure  upon  ves- 
sels ; or  the  tumor  growth  itself.  Effusions, 
either  hemorrhagic,  purulent  or  clear,  may 
also  give  rise  to  abdominal  distention  in 
association  with  lymphosarcoma  of  the 
ileum.  The  tumor  mass,  as  a rule  moder- 
ately hard  in  consistency,  is  movable.  Pal- 
pation of  the  tumor  mass  does  not  as  a rule 
elicit  tenderness.  Blood  findings  and 
other  laboratory  findings  are  not  char- 
acteristic. 

DIAGNOSIS. 

Palpation  of  a movable  tumor  together 
with  the  subjective  and  objective  symptoms 
mentioned  above,  with  or  without  blood  in 
the  stool,  is  sufficient  evidence  upon  which 
to  base  a tentative  diagnosis.  More  fre- 
quently the  recognition  comes  at  the 
autopsy  table.  Early  exploratory  laparo- 
tomy is  indicated  in  cases  in  which  this 
condition  is  suspected  and  it  is  then  that  a 
positive  diagnosis  can  be  made.  Roentgen- 
ray  findings  may  or  may  not  be  of  assist- 
ance in  the  recognition  of  the  disease. 


324 


Miller — Lymphosarcoma  of  the  Ileum,  With  Report  of  a Case 


DIFFERENTIAL  DIAGNOSIS. 

From  lymphosarcoma  of  the  mesentery — 
the  patient  may  as  a rule  be  free  from  in- 
testinal and  gastric  disturbances,  however 
nausea  and  constipation  may  be  present. 

From  other  forms  of  lymphoma — ^by  its 
local  destructive  capacity  and  by  the  form- 
ation of  true  metastases  in  distant  organs. 

From  carcinomata — obstruction  of  the 
intestinal  lumen  is  uncommon  in  lympho- 
sarcoma, whereas  a large  majority  of  car- 
cinomatous growths  give  rise  to  obstruction 
of  the  lumen.  A stenosis  of  the  lumen  from 
lymphosarcoma  when  present  is  hardly 
ever  due  to  cicatrical  contraction  such  as  is 
seen  in  carcinomas,  but  is  usually  caused  by 
a growth  in  the  mesentery.  A small  pedun- 
culated growth  may  give  rise  to  intussus- 
ception and  secondary  obstructions.  The 
cachexia  and  anemia  are  more  marked  and 
more  rapidly  progressive  with  lymphosar- 
coma and  the  wasting  is  more  marked.  The 
course  of  carcinoma  is  slow;  that  of  lymph- 
osarcoma rapid.  Metastasis  and  lympha- 
tic involvement  occur  late  in  carcinoma. 
W.  J.  Mayo  believes  that  in  less  than  one- 
half  of  the  cases  dying  from  intestinal  car- 
cinoma show  lymphatic  involvement.  In 
many  cases  enlarged  lymphatic  glands  in 
the  mesentery  draining  the  involved  sec- 
tion show  no  signs  of  malignant  changes. 
The  lymphosarcoma  is  as  a rule  larger, 
less  circumscribed  and  less  freely  movable. 
In  patients  with  suspicious  signs,  suspect 
lymphosarcoma  where  the  patient  is  under 
15 ; carcinoma  when  over  40.  Hemorrhage 
is  less  common  in  lymphosarcoma.  A dif- 
ferential diagnosis  is  often  impossible  with- 
out operation. 

Sarcoma  of  the  kidneys,  ovarian  tumors 
and  cysts,  neoplasms  of  the  bladder  and 
prostate,  retroperitoneal  sarcoma,  and  ap- 
pendicitis with  or  without  peritonitis,  tu- 
berculous peritonitis,  tuberculosis  of  the 
mesenteric  glands  may  require  considera- 
tion. 

COMPLICATIONS. 

The  tumor  may  compress  the  vena-cava, 
the  biliary  passages,  the  ductus  pancreticus. 


or  the  ureter.  Ulceration  when  present 
may  lead  to  perforation  either  through  the 
intestinal  loop  or  into  the  abdominal  cavity. 

PROGNOSIS. 

The  mortality  in  these  cases  is  high  be- 
cause they  are  not  seen  early  enough  by 
the  physician.  Even  if  operable,  the  mor- 
tality is  high;  death  usually  follows  peri- 
tonitis, or  death  may  be  due  to  shock  fol- 
lowing the  operation,  because  of  the  exten- 
sive resection  required  to  eradicate  the 
growth  with  its  glandular  involvement. 
According  to  Baltzar  the  duration  is  from 
Vs  month  to  21  months,  most  of  the  cases 
dying  within  9 months.  The  prognosis  is 
inevitably  death.  So  far  as  the  end  results 
are  concerned,  surgical  intervention  yields 
but  poor  results  because  of  the  facts  already 
mentioned.  Libman  warns  against  opera- 
tion cases  with  extensive  metastases,  even 
for  the  purpose  of  exploration,  since  the 
fatal  results  may  be  hastened  in  that  way. 

TREATMENT. 

The  treatment  of  choice  is  operation — 
resection  of  the  bowel  with  all  the  associ- 
ated glands,  with  anastomosis  of  the 
bowel.  In  cases  with  extensive  involve- 
ment of  the  glands,  anastomosis  around 
the  lesions  is  the  procedure  of  choice. 

Authorities  recommend  roentgen-ray,  ra- 
dium and  Code’s  toxin. 

Regardless  of  procedure,  recurrence  is 
almost  certain. 

CASE  REPORT. 

G.  C.,  a white  male,  aged  7 years  was  admitted 
to  Charity  Hospital  Jan.  6,  1928.  The  family  and 
past  history  were  negative.  This  patient  gave 
no  history  of  ever  being  ill  prior  to  Jan.  1,  1928. 
On  that  date,  about  10  A.  M.,  the  child  stated  that 
he  was  taken  with  a severe  pain  in  the  left  lower 
abdominal  quadrant.  He  described  the  pain  as 
sharp  in  character  which  lasted  about  two  hours, 
forcing  him  to  bed.  No  physician  was  called  to 
see  him  at  this  time.  A purgative  was  given  with 
good  bowel  movement.  There  was  no  nausea  or 
vomiting.  The  patient  was  allowed  to  be  up  and 
about  after  about  4 hours,  and  did  not  experience 
any  more  pain  until  Jan.  4,  when  he  again  had  a 
similar  pain  but  not  quite  so  severe  as  the  first 
one.  He  vomited  once  that  day.  The  following 
day  the  mother  noticed  a swelling  in  the  left  ab- 
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domen  and  she  immediately  called  in  a physician, 
who  advised  removing  him  to  a hospital.  The  next 
day  he  was  brought  to  the  Charity  Hospital,  this 
being  6 da3rs  after  the  initial  symptoms.  There 
was  no  bloody  stool,  bowels  moved  daily.  Physical 
examination  showed  a well-nourished  white  indi- 
vidual, apparently  7 years  of  age,  who  was  in  se- 
vere pain.  Head,  neck,  and  chest  were  negative, 
no  glandular  enlargement,  no  swelling  of  the  feet 
or  edema.  The  abdomen  was  moderately  distend- 
end,  with  a visible  mass  just  below  the  umbilicus 
on  the  left  side;  the  superficial  veins  in  front  and 
side  of  the  abdomen  were  not  prominent.  The  ab- 
domen was  thin-walled,  and  the  liver  and  spleen 
were  not  palpable,  the  presence  of  free  fluid  not 
determined.  The  tumor  mass  was  about  6 inches 
in  length  and  2 inches  in  diameter,  freely  movable, 
and  apparently  painless  on  manipulation.  The 
mass  was  thought  to  be  an  intussusception.  Pulse 
and  temperature  were  normal.  Examinations  of  the 
urine  and  stools  were  negative.  Blood  examina- 
tion showed  the  white  blood  cells  to  be  10,750,  of 
which  polymorphoneuelears  were  81  per  cent, 
small  mononeuclears  16  per  cent,  and  large  mono- 
neuclears  3 per  cent.  Scant  results  were  obtained 
from  flushes  and  enemas.  Permission  was  grant- 
ed for  an  operation.  Under  ether  anesthesia  a left 
rectus  incission  was  made.  No  free  fluid  was 
found  in  the  peritoneal  cavity.  The  peritoneum 
was  normal.  The  omentum  was  bound  to  and  en- 
closed the  tumor  mass  which  was  freed  between 
clamps  and  ligated.  The  ileum  was  constricted 
and  twisted  upon  itself  which  was  caused  by  the 
large  tumor  mass  together  with  extension  into  the 
mesentery.  The  entire  mass  was  about  the  size 
of  an  orange.  The  involvement  of  the  mass  was 
located  about  24  inches  from  the  ileo-cecal  valve. 
In  addition  to  the  intestinal  and  mesenteric  in- 
volvement there  were  numerous  adjacent  palpable 
glands.  Other  organs  were  not  involved.  Since 
the  general  condition  of  the  patient  was  good,  it 
was  decided  to  do  a resection,  extirpating  all  the 
glands,  and  an  end  to  end  anastomosis  using  a 
Murphy  button.  The  abdomen  was  closed  in  tiers 
with  drainage.  The  time  required  for  the  opera- 
tion was  one  hour  and  ten  minutes. 

The  pathological  description  of  the  tumor  as 
given  by  Dr.  H.  G.  Hauser  is  as  follows:  This 

specimen  consists  of  a portion  of  the  small  intes- 
tine, approximately  2 feet  in  length,  and  an  as- 
sociated tumor  mass  involving  the  mesentery,  and 
the  mid-portion  of  the  longitudinal  extent  of  the 
intestine.  The  extremities  of  the  gut  appear  un- 
involved, excepting  for  a considerable  congestion 
in  the  serous  coat.  The  tumor  involves  a portion 
of  the  intestine  about  9 inches  in  length.  There  is 
a dense  infiltration  of  the  wall  which  is  hard  and 
nodular  and  which  has  occluded  the  lumen  of  the 
intestine  at  this  point.  On  section,  the  substance 
of  the  tumor  is  quite  firm,  yellowish-white  in  ap- 


pearance. The  portion  found  in  the  mesentery 
has  an  almost  gelatnous  consistency.  It  is  poorly 
encapsulated  and  appears  to  be  infiltrating  the 
neighboring  structure.  Microscopic  diagnosis  is 
lympho-sarcoma. 

The  patient  was  somewhat  shocked  when  re- 
turned to  the  ward.  An  infusion  of  700  c.c.  of 
normal  saline  was  given  immediatey  along  with 
stimulants.  The  pulse  grew  weaker,  but  the 
patient  awaked  from  the  anesthesia  and  was  able 
to  talk.  A transfusion  of  300  c.c.  of  blood  was 
given.  In  spite  of  this  the  patient  suddenly  took 
for  the  worse  and  died  two  hours  later. 

DISCUSSION. 

Dr.  Alton  Ochsner  (New  Orleans)  : Dr.  Miller’s 

review  of  the  literature  has  been  so  thorough  that 
there  is  not  a great  deal  to  be  said.  It  is  inter- 
esting, however,  to  note  that  two  cases  of  this  un- 
usual condition  have  been  observed  in  Charity 
Hospital  in  a period  of  three  years  and  reported 
within  that  time,  the  other  case  reported  by  Dr. 
Loria  two  and  a half  years  ago. 

Possibly  one  of  the  reasons  who  some  of  these 
cases  are  diagnosed  late  can  be  understood  when 
we  realize  there  is  no  obstruction  but  an  early  in- 
vasion of  the  musculature  so  that  a dilitation  is  a 
primai-y  condition  rather  than  stenosis.  In  other 
forms  of  malignancy  in  the  intestine,  fortunately, 
stenosis  is  an  early  occurrence.  In  the  lympho- 
sarcoma, especially  due  to  the  involvement  of  the 
muscular  layers,  dilatation  is  a primary  factor; 
later,  as  the  growth  progresses,  stenosis  sets  in. 
It  is  interesting  to  note  also  that  the  growth  exten- 
sion is  around  the  gut  involving  the  layers  of  the 
gut,  seldom  the  peritoneum;  the  peritoneum  is  in- 
volved later.  These  cases  ulcerate  late,  which  ac- 
counts for  the  lack  of  blood  and  other  findings  in 
the  feces. 

The  mortality  Dr.  Miller  gives  is  extremely 
high  because  of  the  fact  that  the  cases  are  not 
diagnosed,  and  reviewing  the  cases  in  the  litera- 
ture I was  unable  to  find  any  cases  in  which  a 
satisfactory  result  was  obtained  if  the  patient  re- 
covered from  the  operation.  No  doubt  lymphosar- 
coma occurs  more  frequently  than  we  think  at  the 
present  time.  If  more  cases  were  reported  we 
might  have  a better  idea  of  the  proper  incidence 
of  the  condition. 

Dr.  F.  L.  Loria  (New  Orleans)  : About  three 

years  ago  I had  occasion  to  study  the  literature  on 
this  subject — after  having  come  across  a case  in 
the  Charity  Hospital,  while  I was  there  as  an  in- 
terne. The  subject  interested  me  so  much  that  I 
thought  I would  look  up  the  literature  to  see  what 
could  be  found.  At  this  time  I collected  115  cases 
to  which  I added  the  one  I reported.  These  116 
cases  I studied  statistically  from  many  angles. 
However,  the  points  of  interest  to  me  were;  first. 
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the  age  incidence  of  the  disease,  scondly  the  por- 
tion of  the  intestinal  tract  most  frequently  affected, 
and  thirdly,  the  types  of  sarcoma  that  might  af- 
fect the  gastro-intestinal  tract,  and  noting  the 
type  or  types  which  predominated. 

To  begin  with  I noticed  that  while  carcinoma  is 
essentially  a disease  affecting  the  large  intestine, 
sarcoma  affected  the  small  intestine  more  frequent- 
ly. The  proportion  of  sarcoma  to  carcinoma  in 
this  region  was  3 to  1.  However,  the  proportion 
of  carcinoma  to  sarcoma,  in  the  gastro-intestinal 
tract,  is  about  6 to  1.  There  can  be  no  doubt  that 
primary  sarcoma  of  the  bowel  is  a rare  condition, 
but  a few  men  believe  the  disease  is  perhaps  some- 
what more  frequent  than  the  figures  would  lead 
one  to  think. 

The  greatest  number  of  these  cases  are  found 
between  the  ages  of  20  and  40  years,  the  next 
greatest  number  up  to  the  tenth  year.  Thus,  as 
in  sarcoma  involving  other  structures  of  the  body, 
that  involving  the  gastro-intestinal  tract  is  also 
found  in  the  early  years  of  life.  Carcinoma  is,  on 
the  other  hand,  found  in  the  later  years  of  life. 

In  the  group  collected  the  small  intestine  pre- 
dominated in  the  number  of  times  it  was  found  af- 
fected. The  ileum  was  the  seat  of  the  disease  in 
the  greatest  number  of  cases.  The  jejunum  and 
duodenum  came  in  order.  The  number  involving 
the  large  intestine  has  been  relatively  smaller. 
However,  the  ileo-caecal  region  was  found  fre- 
quently affected. 

Seventy-eight  per  cent  of  the  cases  I collected 
were  of  the  round-cell  and  lymphosarcoma  type. 
Of  these  the  round-cell  type  predominated  slightly. 
The  remaining  22  per  cent  included  spindle-cell 
sarcoma,  melano-sarcoma,  mydosarcoma,  etc. 

In  my  report,  at  that  time,  I included  those 
growths  found  in  the  gastro-intestinal  tract  be- 
tween pylorus  and  rectum  and  excluding  these  two 
latter  structures. 


EFFECT  OF  MORPHIN  ON  FUNCTION 
OF  NORMAL  AND  PATHOLOGIC  KIDNEY— 

The  work  reported  on  by  Sisk  and  Beyer, 
was  undertaken  primarily  for  the  purpose  of 
determining  the  safety  of  administering  mor- 
phin  sulphate  in  quantities  sufficient  to  insure 
comfort  to  patients  who  had  been  subject  to  opera- 
tions on  organs  of  the  genito-urinary  tract,  and 
who  had  some  impairment  of  the  kidney  function. 
The  results  were  sufficiently  constant  to  justify  the 
following  conclusions ; 1.  Morphin  sulphate,  given 

in  the  usual  therapeutic  dose  and  repeated  every 
four  to  six  hours  until  the  patient  develops  toxic 
symptoms  does  not  impair  the  function  of  the  nor- 
mal kidney.  2.  Urologic  surgical  patients  may 
be  given  morphin  sulphate  in  the  usual  therapeu- 
tic doses  without  fear  of  impairment  of  renal  func- 
tion.— J.  A.  M.  A.,  90:2082,  1928. 


EXTENSIVE  OSTEOMYELITIS  WITH 
MASSIVE  RESECTION.* 

OCTAVE  CHARLES  CASSEGRAIN,  M.  D.,f 
New  Orleans. 

Osteomyelitis,  up  to  the  present  writing, 
has  furnished  one  of  the  sad  chapters  in 
the  history  of  Medicine.  That  it  has  fur- 
nished a chapter,  fraught  with  interest, 
however,  no  one  who  has  read  some  of  the 
voluminous  literature  written  on  the  sub- 
ject, will  deny.  Chiefly,  from  the  technical 
standpoint,  the  so-called  chronic  cases  have 
had  the  greater  interest  for  me.  This  is  so 
for  two  reasons : 

1.  The  true  acute  hematogenous  osteo- 
myelitis is  unfortunately  seen  much  less 
frequently  by  the  surgeon  than  the  chronic 
types. 

2.  The  chronic  cases  with  their  large 
sequestrum,  their  extensive  degree  of  bone 
involvement,  their  prolonged  duration  both 
before  and  after  treatment,  are  cases  which 
present  real  problems  of  judgment,  decis- 
ion, technique  and  on  whose  correct  solu- 
tion depends  to  a great  degree,  the  economic, 
mental  and  physiological  welfare  of  the 
patient. 

I admit  readily  that  chronic  osteomyelitis 
should  not  exist,  that  if  the  early  cases  were 
properly  diagnosed  and  treated  the  inci- 
dence of  chronic  osteomyelitis  would  be 
greatly  lowered,  if  not  altogether  abolished. 

I earnestly  believe  that  by  repeatedly 
pounding  into  our  undergraduates  and 
young  practitioners  the  early  signs  and 
symptoms  of  acute  osteomyelitis  and  its 
early  treatment,  we  shall  in  time  succeed 
just  as  we  have  succeeded  in  teaching  them 
to  recognize  acute  appendicitis,  and  not  to 
purge  routinely  every  acute  case  of  abdomi- 
nal ache!  And  just  as  we  have  succeeded 
in  teaching  them  to  appreciate  and  recog- 
nize the  early  signs  of  uterine  malignancy. 


*Read  before  Orleans  Parish  Medical  Society, 
April  23rd,  1928. 

fFrom  the  Department  of  Surgery,  Tulane  Uni- 
versity. 
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As  a great  preacher  once  said,  however, 
“Errare  humanum  est,”  and  while  preach- 
ing and  teaching  the  recognition  of  acute 
osteomyelitis,  it  is  well  indeed  for  us  to  ac- 
knowledge that  to  err  is  human;  that  our 
campaign  of  education  has  not  yet  borne 
full  fruition,  that  chronic  osteomyelitis  is 
still  too  frequently  seen,  and  since  these 
conditions  exist  consider  the  remedy. 

It  is  not  the  purpose  of  this  paper  to  re- 
view the  etiology,  diagnosis  and  treatment 
of  acute  osteomyelitis.  This  has  been  done 
repeatedly  and  ably  in  this  Society  by  my 
former  teachers,  Drs.  Matas,  Gessner,  Cohn, 
Maes,  Fenner  and  others.  My  purpose  is 
rather  to  again  bring  out  the  difficulties  of 
early  diagnosis,  the  reason  the  diagnosis  is 
so  often  missed,  and  then  describe  two  ca,ses 
of  extensive  bone  involvement  in  which  con- 
servative radicalism,  if  you  will  allow  me 
such  an  expression,  was  used  with  complete 
success. 

Back  in  1921,  in  discussing  a paper  on 
the  early  diagnosis  and  treatment  of  osteo- 
myelitis presented  before  this  body  by  Isi- 
dore Cohn,  Professor  Matas  said  the  follow- 
ing. I am  now  quoting  him  almost  'literally : 

“That  the  diagnosis  of  acute  osteomye- 
litis in  its  incipiency  is  fraught  with  per- 
plexities is  only  too  well  proven  by  the  large 
number  of  cases  that  come  to  operation  long 
after  the  destruction  of  the  bone  and  irre- 
parable damage  have  occurred.  The  most 
frequent  source  of  error  lies,  no  doubt,  in 
the  confusion  of  a primary  epiphyseal  in- 
fection in  close  proximity  to  the  joint  on 
the  one  hand  and  acute  infection  of  the 
joint  itself,  as  most  often  occurs  in  acute 
inflammatory  rheumatism  on  the  other.  A 
careful  examination,  however,  will  demon- 
strate that  the  area  of  greatest  tenderness 
and  pain  on  pressure  is  not  in  the  joint,  but 
outside  of  it,  and  that  the  pain  and  tender- 
ness in  osteomyelitis  radiate  away  from  the 
joint  and  not  towards  it,  and  furthermore, 
that  in  arthritis  the  infection  is  usually 
polyarticular.  There  are  other  conditions 
that  may  simulate  acute  osteomyelitis,  es- 
pecially in  children  who  are  the  chief  vic- 


tims, namely,  infantile  scurvy,  gonorrheal 
arthritis,  acute  arthritis  deformans,  and 
in  one  of  my  cases  cellulitis.” 

“From  all  this,  it  is  easy  to  understand 
that  reasonable  confusion  and  doubt  should 
often  arise  even  among  experienced  men 
and  that  practitioners  often  prefer  to  test 
the  diagnosis  therapeutically  rather  than 
surgically.  It  is  easier  to  try  drugs  before 
deciding  upon  an  operation.  This  test  of 
the  diagnosis  is  often  spoken  of  as  giving 
the  patient  the  benefit  of  the  doubt,  when 
in  reality  giving  the  patient  a real  benefit 
of  the  doubt  would  be  a prompt  explora- 
tion.” 

How  timely,  then,  these  words  of  the  old 
master,  spoken  with  all  the  wisdom  of  his 
vast  experience,  and  how  timely  now.  How 
closely  does  he  demonstrate  his  knowledge 
of  human  nature  when  he  speaks  of  finding 
it  the  easier  way  to  give  the  patient  “the 
benefit  of  the  doubt,”  a benefit  which  I 
doubt  not  is  often  insisted  on  by  both 
parents  and  patients  and  to  which  the 
practitioners  agree  reluctantly  instead  of 
forcefully  insisting  for  exploration. 

And  this  business  of  giving  the  patient 
the  benefit  of  the  doubt,  is  still  being  prac- 
ticed today,  less  and  less  it  is  true  from 
year  to  year,  but  still  too  often  to  be  reas- 
suring. For  when  one  realizes  that  some 
of  these  patients  suffering  with  chronic 
osteomyelitis  remain  at  times  for  months 
under  the  physician’s  care,  that  from  the 
time  of  onset  until  the  time  of  discharge 
periods  as  long  as  twelve  months  may  elapse 
and  several  operations  performed;  I recall 
a case  where  five  distinct  osteotomies  were 
done,  that  deformities  at  times  tremendu- 
ously  crippling  may  persist,  one  is  appalled 
at  the  quality  of  this  disease  which  exacts 
such  heavy  toll  from  its  victims,  and  stimu- 
lated to  greater  efforts  to  lessen  its  mor- 
bidity. 

And  here  I wish  to  state  most  emphati- 
cally that  whereas  in  the  acute  cases  all  that 
is  needed  is  to  explore  promptly,  relieving 
periosteal  tension,  then  drilling  one  or  more 
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openings  in  the  bone  to  release  the  pent  up 
infection,  in  the  chronic  cases  and  espec- 
ially those  involving  the  long  bones,  one 
must  not  be  satisfied  with  simply  removing 
the  necrosed  fragments.  The  danger  here 
lies,  not  in  the  removing  too  much  bone,  but 
always  in  not  removing  enough.  The 
timidity  of  the  operators  is  responsible  for 
the  repeated  operations  and  the  long  peri- 
ods of  disability  which  these  unfortunate 
sufferers  have  to  undergo.  They  are  in  their 
pitiable  state: 

1.  Because  the  original  operation  was 
too  long  delayed,  and, 

2.  When  they  are  finally  operated,  the 
operation  is  not  extensive  enough  to  fully 
meet  the  requirements. 

In  my  practice  I have  now  made  it  a rule 
not  only  to  remove  all  the  dead  bone  I am 
able  to  demonstrate  as  dead,  but  to  go  well 
into  the  healthy  bone  and  remove  as  much 
of  it  as  I have  the  nerve  to  do. 

In  both  of  the  cases  I wish  to  report  to- 
night, very  nearly  the  entire  shaft  of  the 
bone  was  involved,  and  because  of  this  ex- 
tensive bone  involvement  a complete  sub- 
periosteal excision  performed  so  as  to  be 
sure  of  not  leaving  any  part  of  the  diseased 
bone. 

Case  1.  M.  D.,  white  male,  aged  17  years, 
stenographer,  was  admitted  to  Hotel  Dieu  Janu- 
ary 4,  1925,  complaining  of  a running  sore  over 
the  right  collar  bone. 

Present  Illness:  Five  and  a half  months  ago, 

one  afternoon,  he  was  taken  suddenly  ill  with 
chills,  high  fever  and  extreme  pain  in  the  right 
side  of  his  neck  just  above  the  collar  bone.  The 
day  before  he  had  played  baseball  nearly  all 
day,  under  a hot  sun,  and  had  been  struck  in 
the  neck  by  a foul  ball.  Six  days  after  the  onset 
of  the  trouble  a large  abscess  of  the  neck  was 
incised  and  drained.  He  left  the  hospital  in  nine 
days  and  he  had  felt  fairly  well  since  his  dis- 
charge, except  that  the  wound  would  not  heal, 
has  been  draining  ever  since  and  that  on  two 
occasions  small  particles  of  bone  escaped  from 
the  wound. 

Family  history  is  negative.  Past  history:  Usual 
diseases  of  childhood — pneumonia  at  4 years — 
appendix  removed  1 % years  ago — tonsils  removed 
4 years  ago.  Five  months  ago  had  a large 


abscess  in  the  neck  drained.  Cultures  made  in  the 
Presbyterian  Hospital  at  that  time  showed  infec- 
tion to  have  been  due  to  the  staphylococcus 
aureus.  Habits  and  Venereal  History:  Negative. 

Physical  Examination:  Thoroughly  negative 

except  for  evidences  of  an  old  McBurney  scar  and 
a small  sinus  over  the  center  of  the  right  clavicle. 

Laboratory  Findings:  Urine — Wassermann — 
and  total  count  showed  nothing  abnormal.  The 
roentgen-ray  report  described  an  osteomyelitis  of 
the  entire  right  clavicle. 

The  day  following  his  admission,  January  5, 
under  local  anesthesia — Vz  per  cent  novocain  with 
6 minims  of  adrenalin  to  the  ounce  added — an  in- 
cision was  made  over  the  right  clavicle  down  to 
and  through  the  periosteum,  which  was  found 
much  thickened.  Periosteum  peeled  back  with 
periostetome  and  the  clavicle  sawed  through  the 
center  with  a Gigli  saw.  Both  halves  were  then 
dissected  and  freed  from  their  attachment  to  the 
sternum  and  acromon  respectivey  and  removed. 
Iodoform  pack  inserted  and  incision  closed  with 
chromic  No.  2 catgut  and  silkworm  gut. 

From  Jan.  5 to  Jan.  13  when  he  was  discharged 
patient  had  an  uneventful  convalescence,  tempera- 
ture rising  to  100°F  the  day  after  his  operation 
but  coming  down  to  normal  the  following  day  and 
remaining  down  to  normal  thereafter.  He  was 
discharged  from  the  hospital  eight  days  after  his 
operation,  and  from  the  office  sixteen  days  later, 
healed. 

There  were  several  interesting  facts 
about  the  case : 

1.  The  clavicle,  the  bone  affected,  is  one 
of  the  rarer  bones  to  become  involved  in 
osteomyelitis.  Evarts  Graham  states  that 
at  St.  Mary’s  Hospital  for  children  in 
New  York  from  1914  to  1924  only  one  case 
of  acute  osteomyelitis  of  the  clavicle  is  re- 
corded, and  the  same  author  quoting  Gau 
of  Lexington,  states  that  in  58  cases  there 
were  only  4 involving  the  clavicle. 

2.  Trauma,  contrary  to  the  common 
rules,  seems  to  have  played  an  important 
part  as  a causative  factor  in  this  case. 

3.  This  resection  of  the  clavicle,  which 
was  the  first  one  I had  done,  is  easily  per- 
formed under  local. 

4.  By  removing  all  of  the  diseased  bone, 
and  in  this  case  none  could  have  been  left 
behind,  the  patient’s  stay  in  the  Hospital 
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was  limited  to  eight  days  and  his  total  post- 
operative period  of  disability  limited  to 
twenty-four  days. 

5.  Contrary  to  accepted  teachings,  the 
clavicle  does  not  seem  to  be  an  essential 
bone  in  preserving  the  physiology  of  the 
shoulder  joint.  Certainly  in  my  case,  there 
was  no  apparent  defomity,  no  drooping  of 
the  shoulder,  no  loss  of  contour  and  no  limi- 
tation of  motion  long  before  the  bone  had 
regenerated. 

Case  2.  Freddie  Jackson,  aged  5 years,  colored 
male,  was  admitted  to  the  Charity  Hospital  on  the 
afternoon  of  May  8,  1927,  complaining  of  fever 
and  a swollen  leg.  Present  Illness:  Began  6 

days  ago  when  the  patient  first  began  to  com- 
plain of  headache.  At  this  time  his  mother  no- 
ticed that  he  felt  feverish.  The  next  day  he  began 
to  complain  of  pain  in  his  leg,  and  the  leg  began  to 
swell.  His  right  eyelid  also  began  to  swell  at  this 
time  and  gradually  increased  until  the  eye  became 
closed.  The  swelling  in  the  leg  and  the  fever  in- 
creased day  by  day,  so  the  mother  brought  him 
to  the  hospital.  Past  History:  Irrelevant.  Physi- 
cal Examination : A well  developed  and  nourished 
negro  child  lying  in  bed  apparently  very  ill.  The 
right  eyelid  is  completely  closed  and  there  is  a 
discharge  of  pus  between  the  lids.  There  are  some 
crusts  present  in  the  nose  and  an  exudate  on  the 
posterior  pharyngeal  wall  involving  the  tonsils. 
The  pharynx  is  markedly  congested.  Outside  of 
a rapid  heart,  examination  of  the  chest  is  negative. 
Examination  of  abdomen  is  unsatisfactory  due  to 
a marked  rigidity  of  the  abdominal  muscles.  Gen- 
italia negative.  Extremities:  The  right  leg  is 

enormously  swollen  and  shiny.  It  is  very  tender 
on  palpation  and  an  area  of  fluctuation  is  found 
on  the  right  lateral  aspect  4 inches  above  the 
ankle.  There  is  an  area  of  denuded  skin  surface 
over  external  malleolus  and  a large  unruptured 
bulla.  Reflexes  are  present.  Temperature  on  ad- 
mission 103°F  by  axilla.  Pulse  128,  respiration 
28. 

Laboratory  Examination:  Blood  21,500 — neu- 

trophiles  88  per  cent.  Urine  negative.  Throat 
and  nose  cultures — negative  for  diphtheria.  Smear 
from  the  eye  showed  pus  cells  and  gram  positive 
cocci. 

Skiagraph  of  the  leg  taken  on  admission 
was  negative  for  fracture.  Skiagraph  of  the  sin- 
uses taken  on  admission  showed  an  opacity  of  the 
right  maxillary  sinus. 

First  Operation:  Morning  after  admission. 

Under  ethylene  gas  anesthesia  an  incision  was 
made  on  the  external,  lateral  surface  of  the  right 


leg  about  4 inches  above  the  ankle,  at  the  site  of 
fluctuation.  Pus  poured  out  freely  from  the  soft 
structures,  so  multiple  incisions  over  entire  leg 
were  made  and  four  Dakin  tubes  inserted. 

Pus  sent  to  Pathological  Department.  Cultures: 
Staphylococcus  aureus. 

This  little  boy  on  admission  had,  besides  the  in- 
fection of  his  leg,  a severe  infection  of  the  face 
and  sinuses.  The  denuded  area  over  the  malleo- 
lus, the  unruptured  bulla,  the  extensive  cellulitis 
present  6 days  after  the  onset  of  his  illness  masked 
at  first  the  true  nature  of  his  trouble.  He  was  so 
sick  moreover,  that  there  was  no  opportunity  to 
explore  the  bones  at  the  operation.  The  problem 
was  to  get  in,  evacuate  the  pus  and  get  out  as 
quickly  as  possible. . 

Two  days  after  his  operation  he  was  seen  in 
consultation  by  Dr.  John  Irwin,  who  reported  that 
he  had  pus  in  the  middle  meatus  and  that  his  an- 
terior group  of  sinuses  were  involved,  and  outlined 
the  necessary  treatment. 

Following  his  operation  the  temperature  did  not 
drop  as  I had  expected. 

From  May  8,  the  day  of  his  admission,  until 
May  29  he  ran  a septic  temperature  fluctuating 
from  99-2/5°F  to  105°F,  the  lowest  maximum 
daily  temperature  during  this  time  bein  102.5°F. 

On  May  27  another  skiagraph  showed:  Necro- 
tic area  in  upper  1/3  of  fibula  and  apparently  in 
lower  1/3  with  considerable  tumefaction  of  the 
soft  parts.  Dressings  obscure  view. 

Another  picture  taken  12  days  later  to  see  if 
the  necrotic  process  had  increased  showed  no 
change,  so  on  the  following  day,  June  9,  the  boy 
was  subjected  to  his  second  operation,  as  follows; 

The  incision  was  made  on  the  external  side  of 
the  leg  to  explore  fibula.  The  periosteum  cover- 
ing the  upper  and  lower  third  of  the  fibula  was 
found  markedly  thickened  and  inflamed  and  the 
surrounding  tissues  necrotic.  All  necrotic  tissue 
was  removed  with  knife,  curette  and  cautery. 
Two  small  openings  were  made  at  both  extremities 
of  shaft.  Wound  w^  packed  with  iodoform  gauze 
and  left  wide  open. 

Following  his  operation  the  temperature  re- 
mained elevated  for  two  days.  By  June  13,  four 
days  later,  it  had  dropped  to  99.5°F,  and  from 
then  until  July  23,  when  he  was  subjected  to  his 
last  operation,  it  fluctuated  between  normal  and 
100°F,  twice  going  to  101°F. 

On  July  15  a last  picture  taken  showed  an 
osteomyelitis  involving  the  entire  shaft  of  the 
fibula. 
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So  on  July  23  the  fibula  was  exposed  under 
ethylene  anesthesia.  Periosteum  incised  and  a 
sub-periosteal  excision  of  fibula  done  by  first 
dividing  the  bone  through  its  center,  and  then 
removing  each  half  separately.  Because  of  the 
long  standing  infection,  and  the  present  condi- 
tion of  the  tissues,  wound  was  left  wide  open  and 
packed  with  iodoform  gauze. 

Temperature  rose  for  two  days  following  opera- 
tion, then  gradually  dropped,  and  from  July  29, 
six  days  after  operation,  to  August  15,  the  day  of 
his  discharge,  it  remained  normal.  He  was  dressed 
three  times  a week  at  my  Clinic  from  August  15 
to  September  21,  at  which  time  he  was  discharged 
completely  healed.  The  second  case  demonstrates 
thoroughly  some  of  the  difficulties  that  beset  the 
practitioner  in  arriving  at  a diagnosis,  and  the 
both  cases  I am  sure  proved  that  the  period  of 
disability  following  operation  can  be  materially 
shortened  by  boldly  making  certain  that  no  dis- 
eased bone  is  left  behind. 

The  follow  up  on  both  cases  has  been  ex- 
tremely satisfactory.  At  my  request  the 
little  colored  boy  came  to  my  Clinic  two 
weeks  ago  to  be  examined.  There  is  no  de- 
formity and  no  functional  deficiency  of  the 
operated  leg.  He  was  able  to  stand  on  the 
leg  and  skip  and  jump  at  will.  Palpation 
revealed  the  presence  of  a new  fibula  and 
to  confirm  this  physical  finding  a skiagraph 
was  made,  which,  as  you  see,  shows  the 
fibula  regenerated. 

The  first  case  has  proven  to  be  equally 
satisfactory.  About  a year  and  a half  after 
his  discharge,  examination  both  physically 
and  by  the  roentgen-ray  showed  the  clavicle 
regenerated,  and  absolute  normal  function 
of  the  arm  and  shoulder  of  the  operated 
side. 

Conclusion:  Let  me  emphasize  this 

point.  The  best  way  to  treat  osteomyelitis 
is  to  recognize  the  early  signs  of  the  disease 
and  by  prompt  drainage,avoid  the  actual 
destruction  of  the  bone;  for  when  this  de- 
struction has  once  occurred  the  surgeon  has 
to  face  a battle  which  will  at  times  tax  his 
patience,  resourcefulness  and  daring  to  the 
utmost. 

DISCUSSION. 

Dr.  Alton  Ochsner  (New  Orleans)  ; Dr.  Casse- 
grain’s paper  is  especially  interesting  because  of 
the  type  of  case  reported. 


The  treatment  of  osteomyelitis  is  surgical  and 
surgery  is  indicated  immediately.  Murphy  has 
once  said  “that  the  expectant  treatment  of  acute 
osteomyelitis  consists  of  expectant  “mortis.” 

Another  thing  I wish  to  emphasize  is,  however, 
massive  resection  of  bone  in  osteomyelitis  should 
not  be  done  on  those  bones  in  which  weight-bear- 
ing is  a factor.  Beye,  of  Iowa,  reported  five  cases, 
in  some  three  hundred  cases.  Of  these  cases,  in 
four  in  which  massive  resection  was  done  in  the 
tibia,  lack  of  regeneration  occurred  in  all;  re- 
generation occurred  only  in  the  one  femur  case. 

I had  the  opportunity  of  seeing  four  cases  in 
the  Schmeiden’s  Clinic.  It  happened  in  these  four 
cases  the  tibia  was  involved,  massive  resection 
was  done  and  in  three  cases  no  sign  of  regenera- 
tion was  apparent  after  four  years. 

The  treatment  of  osteomyelitis  in  weight-bear- 
ing bones  should  be  conservative.  There  is  too 
much  danger  of  infection  especially  in  lifting  the 
periosteum  so  that  the  resultant  infection  may 
destroy  the  chances  of  regeneration. 

Dr.  E.  D.  Fenner  (New  Orleans)  : I cannot  keep 
still  after  hearing  a paper  on  osteomyelitis,  be- 
cause those  of  us  who  have  had  to  deal  largely 
with  the  surgery  of  children,  know  that  ostemye- 
litis  is  a most  common  and  horribly  mutilating 
and  frequently  fatal  disease. 

We  all  know  that  osteomyelitis  of  the  clavicle 
is  a rare  condition  in  comparison  to  osteomyelitis 
of  other  bones — a blow  from  a foul  ball  might 
explain  a rotten  bone,  even  here. 

I want  to  say  that  while  it  is  true  that  the  de- 
structive effect  of  osteomyelitis  is  less  likely  the 
earlier  treatment  is  instituted,  it  is  not  a fact 
that  immediate  treatment  will  always  prevent 
disastrous  results.  I have  in  mind  two  or  three 
cases  in  whom  infection  had  not  existed  for  more 
than  36  hours,  and  for  one  of  whom  I got  special 
permission  on  Sunday  to  operate  in  the  emergency 
room  of  the  Hospital  clinic,  in  the  hope  that  I 
might  arrest  the  progress  of  the  disease.  An 
emergency  roentgenogram  showed  no  sigrn  of  in- 
fection. We  operated  in  an  effort  to  save  the 
femur,  but  the  infection  extended  and  involved 
both  hip  joints  and  the  tibia  in  one  limb.  The 
patient  did  recover,  but  after  months  of  desperate 
struggle.  It  was  not  due  to  any  failure  on  our 
part  in  instituting  treatment. 

While  you  certainly  cannot  operate  too  soon, 
that  does  not  absolutely  protect  the  patient  from 
a spread  of  the  process.  It  certainly  improves 
his  chances  of  having  the  infection  arrested. 

D.  0.  C.  Cassegrain  (closing) : Fii’st,  I wish  to 
thank  the  gentlemen  who  have  discussed  my  paper. 
The  experience  of  Dr.  Fenner  proves  all  too 
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clearly  what  a serious  disease  osteomyelitis  is.  In 
his  case  the  necessary  steps  were  taken  early  for 
the  eradication  of  the  disease,  and  yet,  early  as 
he  was,  he  was  too  late  and  the  process  went  on 
and  infection  spread.  Lessons  such  as  these 
should  make  us  all  more  alive  and  careful  in  our 
diagnosis. 

The  value  of  early  diagnosis  and  early  treat- 
ment we  cannot  over  emphasize.  We  all  have  our 
failures,  but  I am  convinced  that  by  following  the 
routine  of  early  diagnosis  and  early  exploration 
we  will  reduce  our  failures  to  a minimum  and 
will  be  well  rewarded  in  the  lon%  run. 

Dr.  Ochsner  brought  out  a point  about  massive 
resection  in  weight-bearing  bones.  In  this  type 
of  case  we  should  hesitate  in  performing  a massive 
resection.  The  only  excuse  for  doing  massive  re- 
section is  to  shorten  the  period  of  the  disease. 
Now  if  a patient  will  have  to  wear  orthopedic 
appliances  or  be  kept  in  bed  for  a prolonged 
period  of  time  as  would  necessarily  be  the  case  if 
a major  weight-bearing  bone  was  excised,  the 
very  purpose  of  the  operation  might  be  defeated. 
Massive  resection  is  applicable  chiefly  to  those 
bones  which  do  not  carry  the  major  portion  of 
the  body  weight  for  the  chief  purpose  of  lessen- 
ing the  period  of  disability.  When  these  bones 
are  not  involved  it  is  probably  the  operation  of 
choice. 

Osteomyelitis  is  a very  serious  disease.  It  is 
very  difficult  to  control,  and  before  embarking 
on  an  operation  the  case  should  be  studied  thor- 
oughly and  the  advantages  and  disadvantages  of 
any  operative  procedure  worked  out  very  care- 
fully. 


HEALTH  AUDITS — Other  items  in  the  list  of 
physical  impairments  found  are  merely  suggestive. 
Sixteen  per  cent  of  the  clients  had  flat  feet, 
seventeen  per  cent  had  frequent  colds,  twenty-two 
per  cent  had  deflected  nasal  septa,  forty-one  per 
cent  had  heavy  dentistry,  eight  per  cent  had  vari- 
cocele, and  ten  per  cent  had  chronic  skin  affec- 
tions, such  as  acne.  This  seems  strange  material 
with  which  to  do  life  extending.  Men  have  died 
and  worms  have  eaten  them,  but  not  from  flat 
feet.  — Clendening,  Logan : American  Mercury, 

15:145,  1928. 


THE  IMPORTANCE  OF  PARA-NASAL 
SINUS  DISEASE  IN  GENERAL 
DIAGNOSIS.* 

G.  M.  STREET,  M.  D., 

Vicksburg,  Miss. 

This  may  seem  an  unusual  subject  for  a 
general  surgeon  to  bring  before  this  sec- 
tion. But  all  general  surgeons  are  called 
upon  at  all  times  to  make  diagniosis  in 
almost  every  type  of  case,  especially  the 
puzzling  ones,  and  as  we  all  ■wish  to  analyze 
our  cases  in  such  a manner  as  to  overlook 
as  little  pathology  as  possible,  I am  im- 
pelled to  branch  a little  out  of  the  way  of 
our  usual  discussions  and  bring  to  your 
attention  a field  which  I am  inclined  to 
believe  has  been  sadly  neglected  by  many 
of  us  in  the  past  and  at  present. 

In  this  day  of  many  specialties,  there  is 
a growing  tendency  for  each  specialist 
more  and  more  to  confine  his  thought  solely 
to  his  particular  field  of  the  human  organ- 
ism and  fail  to  consider  first  the  patient  as 
a whole.  There  must  be  some  one  in  the 
field  of  medicine  that  can  undertake  the 
problem  of  diagnosis  with  an  unbiasied 
line  of  thought,  and,  in  my  opinion,  the 
general  surgeon  should  be  one  of  those  who 
does  so. 

None  of  us  derive  any  satisfaction  from 
having  our  cases  return  after  operation 
■with  the  same  headaches  and  backach,es 
they  had  before  we  did  a most  perfect  pel- 
vic or  abdominal  operation,  and  on  second 
survey  possibly  find  an  old  chonic  para- 
nasal sinus  disease  to  be  causing  most  of 
the  symptoms  present  at  the  first  examina- 
tion. Neither  are  we  pleased  when  we 
have  removed  a suspicious  gall  bladder  and 
appendix  for  relief  of  some  digestive  dis- 
order to  have  the  patient  continue  to  com- 
plain of  the  same  symptoms  until  we  finally 
discover  a focus  of  infection  in  the  sinuses 
or  tonsils,  and  have  the  patient  get  relief 
when  proper  treatment  is  given. 


*Read  before  the  Mississippi  State  Medical  As- 
sociation, Meridian,  May  8-10,  1928. 
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Yet  we  have  had  these  very  things  hap- 
pen, and  each  time  we  are  more  impressed. 
We  are  not  disparaging  abdominal  and  pel- 
vic or  any  other  kind  of  general  surgery, 
but  we  do  believe  that  we  should  examine 
surgical  cases  more  carefully  from  every 
angle.  When  we  find  infected  sinuses,  ton- 
sils or  teeth,  and  still  believe  a general  sur- 
gical procedure  is  indicated,  this  surgery 
should  be  done,  but  the  patient  should  be 
informed  of  the  other  conditions  existing 
and  impressed  as  to  the  necessity  of  haying 
them  treated  in  the  future. 

The  object  of  this  discussion  is  to  empha- 
size a few  important  points  concerning 
para-nasal  sinus  disease  by  illustrative 
cases  and  to  bring  more  forcibly  to  your  at- 
tention the  great  need  for  the  treatment  of 
cases  with  real  pathology  in  the  nasal 
sinuses. 

The  multiplicity  of  symptoms  confront- 
ing the  earliest  workers  was  confusing,  and 
only  of  late  have  detailed  pathological 
studies  made  clear  the  cause  of  this  per- 
plexing problem. 

But  fifteen  years  ago  when  I finished 
medical  school  and  hospital,  the  considera- 
tion of  pathology  in  the  nasal  passages  was 
practically  restricted  to  the  symptom- 
atology and  treatment  of  acute  conditions, 
such  as  acute  blocking  of  the  frontal  sinus, 
abscess  of  the  maxilliary  antrum,  obstruc- 
tion by  nasal  polyps,  deviation  of  the  sep- 
tum, etc.  We  were  never  told  of  the  remote 
symptoms  which  constantly  arise  from 
chronic  disease  in  the  sinuses,  of  the  many 
and  complex  reflex  disturbances  which  can 
arise  from  this  source  with  few  direct 
symptoms  to  give  the  diagnostician  a clue 
as  to  the  real  source  of  the  disturbance. 
As  a focus  of  infection  m the  production 
of  arthritis  and  other  clinical  pictures  of 
chronic  sepsis,  the  sinuses  were  barely  men- 
tioned. Whether  sinus  disease  existed  at 
that  time  to  the  extent  it  does  today,  1 am 
not  prepared  to  state,  but  from  personal 
observation  I am  convinced  that  the  num- 
ber of  cases  has  very  much  more  than 


doubled  since  the  beginning  of  the  influ- 
enza epidemic  in  1918. 

One  hears  the  statement  very  often  that 
sinus  disease  is  a fad,  that  very  few  are 
benefitted  by  sinus  operation;  that  every 
case  that  goes  to  the  rhinologist  is  reported 
by  him  to  have  sinus  disease.  There  is 
much  truth  in  these  statements,  and  the 
chief  reasons  for  the  sinus  operation  hav- 
ing such  a reputation  are : first,  operations 
having  been  done  on  cases  where  it  was  not 
needed ; second,  improper  or  insufficient 
post-operative*  care  and  follow^-up  treat- 
ment; and  third,  lack  of  complete  diagnosis 
before  operation  and  the  presence  of  un- 
recognized pathology  elsewhere. 

In  a review  of  all  cases  of  sinus  surgery 
done  in  our  clinic  in  the  past  several  years, 
we  find  the  group  of  cases  showing  the 
highest  percentage  of  cures  from  the  sinus 
operation  are  those  in  which  the  diagnosis 
of  sinus  disease  was  made  or  suspected  by 
the  general  surgeon  in  charge  of  the  case, 
and  who  referred  the  case  to  the  rhinologist 
for  treatment.  The  group  of  cases  having 
the  largest  number  of  poor  results  are  those 
who  had  gone  directly  to  the  rhinologist  for 
treatment  without  first  having  had  a care- 
ful and  thorough  general  diagnosis. 

I am  convinced  that  far  too  many  gen- 
eral practitioners  and  surgeons  are  not  on 
the  alert  for  symptoms  of  sinus  disease, 
and  pay  too  little  attention  to  the  nose  and 
throat,  thus  overlooking  many  cases  that 
could  get  prompt  relief  from  distressing 
symptoms  by  conservative  sinus  surgery. 
And  these  cases  often  are  treated  for  years 
without  results  because  their  symptoms  are 
wrongly  attributed  to  other  causes.  I am 
also  convinced  that  an  equal  number  of 
cases  are  operated  on  by  the  rhinologist  for 
symptoms  attributed  to  sinus  disease,  but 
which  are  due  to  other  causes. 

In  order  to  correct  these  errors,  as  far 
as  possible,  it  is  essential  for  the  specialist 
to  work  in  co-operation  with  the  general 
surgeon  and  with  the  internist.  Hardly 
any  case  should  be  operated  on  until  after 
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a careful  and  thorough  general  diagnosis 
has  been  made. 

There  are  many  places  in  the  body  in 
which  chronic  infection  may  be  hidden : the 
tonsils,  teeth  and  gums,  para-nasal  sinuses, 
prostate,  cervix  uteri,  gall  bladder,  appen- 
dix, rectum,  etc.  Any  one  or  more  of  these 
locations  may  be  the  source  of  absorption 
of  infection  or  toxins.  We  feel  that  every 
case  presenting  clinical  evidence  of  focal 
sepsis  should  have  the  benefit  of  careful 
investigation  of  all  of  the  common  loca- 
tions for  chronic  septic  processes.  The 
finding  of  one  source  of  infection  does  not 
mean  that  there  are  not  other  foci,  and  all 
should  be  considered  before  a complete 
diagnosis  is  made. 

With  the  limited  time  at  my  disposal,  in- 
stead of  going  into  a detailed  discussion  of 
symptoms,  I shall  briefly  give  the  histories 
of  a few  selected  cases  that  illustrate  some 
of  the  symptoms  and  the  importance  of 
finding  and  treating  cases  with  chronic 
disease'  in  the  para-nasal  sinuses. 

Case  1.  This  case  represents  an  oversight  on 
the  part  of  the  writer  as  well  as  many  other 
reputable  surgeons  and  diagnosticians  into  whose 
care  she  came  before  the  chief  source  of  her 
trouble  was  found.  Mrs.  F.  C.  H.,  age  28  years, 
was  first  examined  in  1920,  at  which  time  the  chief 
complaint  was  general  nervousness,  insomnia, 
soreness  and  stiffness  of  the  muscles  and  joints, 
frequent  attacks  of  headaches  and  sore  throat, 
and  occasionally  a little  fever.  General  examina- 
tion showed  hypertrophy  and  chronic  inflamma- 
tion of  both  tonsils,  two  abscessed  dead  teeth,  and 
a chronic  endocervicitis.  She  was  advised  to  have 
the  infected  teeth  and  tonsils  removed,  and  to 
have  cautery  treatment  of  the  cervix.  The  case 
was  not  seen  again  for  four  years,  and  the  history 
during  this  time  is  interesting.  Shortly  after  the 
initial  examination  the  dead  teeth  were  extracted 
and  then  the  tonsils  were  removed.  Not  the 
slightest  relief  was  obtained.  A few  months  later 
she  was  seen  by  another  physician,  who  did  a dila- 
tation and  curetage  and  cauterized  the  cervix.  A 
few  months  later  she  had  obtained  no  relief,  the 
nervous  symptoms  had  increased,  she  could  not 
sleep,  her  joints  were  beginning  to  swell  and  be- 
coming more  painful.  Her  neurotic  symptoms 
became  so  marked  and  her  mental  symptoms  so 
pronounced  that  a definite  pyschosis  was  diag- 
nosed and  she  was  committed  to  an  insane  asylum, 
where  she  remained  eleven  months.  During  that 


time  the  mental  symptoms  gradually  improved,  but 
the  arthritis  grew  steadily  worse  and  she  was  sent 
home.  After  having  been  at  home  and  most  of 
the  time  in  bed  for  almost  a year,  she  again  came 
into  the  writer’s  service.  The  patient  was  practi- 
cally bed-ridden,  the  knees,  ankles,  wrists,  fingers, 
and  elbows  were  swollen,  tender,  and  extremely 
painful.  She  was  admitted  to  the  hospital  in 
August,  1924,  and  a careful  general  survey  made. 
The  only  positive  findings  aside  from  the  arthritis 
was  a large  boggy  uterus,  a large  soft  cervix  and 
a persistent  muco-purulent  vaginal  discharge. 
Blood  culture  was  negative  as  well  as  were  the 
results  of  all  routine  laboratory  procedures.  The 
uterus  and  cervix  was  thought  at  that  time  to  be 
the  focus  of  infection  and  a total  hysterectomy 
was  done.  The  patient  made  an  uneventful  recov- 
ery from  the  operation  and  was  followed  for  over 
six  months  on  various  forms  of  medical  treatment. 
No  relief  of  symptoms  was  obtained  from  either 
the  operation  or  treatment.  The  patient  at  this 
time  was  having  considerable  digestive  disturb- 
ance, occasional  attacks  of  colic  with  slight 
icterus,  and  I was  about  ready  to  attack  the  gall 
bladder  as  the  source  of  infection,  although  at 
the  time  of  operation  the  gall  bladder  felt  normal 
to  palpation.  In  the  course  of  a general  examina- 
tion at  this  time,  I noted  a slight  post  nasal  drip- 
ping and  a deviated  nasal  septum.  A roentgen- 
ogram of  the  sinuses  was  ordered  and  there  was 
found  definite  evidence  of  disease  in  the  ethmo- 
sphenoidal  region.  The  patient  was  then  referred 
to  the  rhinologist  on  our  staff,  who  operated  on 
the  sinuses.  The  results  were  almost  immediate 
and  would  have  been  difficult  for  me  to  believe 
had  she  not  been  under  my  own  observation. 
Within  one  week  the  swelling  of  the  joints  was 
reduced  over  fifty  per  cent  and  steady  improve- 
ment followed.  Today,  nearly  two  years  follow- 
ing the  sinus  operation,  this  patient  is  entirely 
free  of  all  active  symptoms.  There  is  a slight 
limitation  of  motion  in  the  elbows  and  some  stiff- 
ness in  the  ankles  as  a result  of  the  prolonged 
arthritis.  The  patient  is  free  of  all  pain,  sleeps 
well,  does  her  own  housework,  drives  her  car, 
and  is  a most  grateful  and  satisfied  woman.  This 
illustrates  in  a striking  manner  the  fact  that  one 
patient  can  have  numerous  foci  of  infection  and 
not  get  results  from  treatment  until  every  focus 
has  been  eradicated.  Had  we  studied  this  case  in 
the  beginning,  as  we  study  our  cases  today,  this 
sinus  condition  would  have  been  noted  and  treat- 
ment given  long  before  it  was,  and  probably  have 
relieved  her  of  several  years  of  suffering. 

Case  2 — Mrs.  H.  J.  C.,  aged  41  years,  was  ad- 
mitted to  the  hospital  on  May  11,  1926,  complain- 
ing of  headaches,  backache  and  dragging  pain  in 
the  pelvis.  She  had  been  married  for  sixteen 
years,  had  had  four  children,  the  youngest  being 
six  years  of  age,  and  had  had  no  miscarriages. 
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The  past  history  was  negative  except  that  she 
had  been  a headache  sufferer  all  her  life  and 
that  she  had  had  a severe  attack  of  mumps  at 
the  age  of  17  years.  Beginning  five  years  ago 
she  had  had  daily  fever  for  over  two  years.  She 
had  been  sent  to  the  West  for  one  year  without 
benefit.  She  had  never  had  more  than  a little 
cough  and  expectoration.  For  the  past  two  years 
she  had  had  severe  attacks  of  headache  every 
two  or  three  weeks  lasting  from  48  to  72  hours 
and  often  requiring  morphine  or  codeine  for  re- 
lief. Her  eyes  had  been  examined  and  glasses 
fitted  several  times  without  relief  of  the  head- 
ache. She  also  had  been  under  the  care  of  two 
different  rhinologists  who  reported  no  sinus  trou- 
ble and  nothing  in  the  nose  to  account  for  her 
headaches.  The  patient  stated  that  no  roentgen- 
ray  examinations  were  made.  All  of  the  molar 
teeth  had  been  removed,  also  the  tonsils,  without 
benefit.  In  the  previous  few  months  she  had  had 
indigestion,  dizziness,  and  fainting  spells,  with 
gaseous  distention  especially  after  supper  and  dur- 
ing the  night.  She  had  had  much  nausea  but  no 
vomiting.  She  stated  that  she  was  very  nervous 
and  did  not  sleep  well.  There  was  no  history  of 
an  attack  simulating  appendicitis  or  biliary  colic. 
The  examination  of  the  nose  and  throat  and  mouth 
was  negative  to  inspection  except  for  the  appear- 
ance of  the  posterior  pharyngeal  wall  which  was 
red  and  irritated.  Temperature  was  99  4/5, 
pulse  82,  blood  pressure  130  systolic,  80  diastolic. 
Heart  and  lungs  were  negative,  reflexes  normal, 
abdominal  examination  negative,  pelvic  examina- 
tion showed  partial  prolapse  and  retroversion  of 
the  uterus,  lacerated  perineum  and  a cystocele. 
The  routine  laboratory  work  including  a Wasser- 
mann  was  negative.  This  patient  had  been  re- 
ferred for  pelvic  surgery  and  the  question  to  de- 
cide was  whether  her  symptoms  were  all  from 
the  pelvic  pathology  or  from  some  other  condi- 
tion. Radiographic  study  of  the  sinuses  was  made 
regardless  of  the  negative  reports  she  had  had 
from  specialists  in  this  line  of  work  and  a diag- 
nosis of  bilateral  ethmoiditis  and  sphenoiditis  was 
made.  She  was  referred  to  the  rhinologist  on 
our  staff  for  surgical  treatment.  A submucous  re- 
section, paitial  exenteration  of  ethmoids  and 
drainage  of  sphenoids  was  done.  This  patient 
has  been  followed  since  that  time  and  has  had 
practically  complete  relief  from  headaches,  no 
more  fever,  and  has  gained  enormously  in  weight. 
Within  a year  from  the  date  of  the  sinus  opera- 
tion, she  returned  for  pelvic  repair  and  is  now 
completely  relieved  of  all  symptoms.  This  is  a 
case  which  shows  the  necessity  for  making  a com- 
plete diagnosis.  Had  the  sinus  condition  been  ig- 
nored and  only  the  general  surgery  done,  we 
would  have  had  a very  dissatisfied  patient  still 
suffering  from  headache  and  most  of  the  original 
symptom.?. 


Case  3.  This  case  was  referred  to  us  as  a gall 
bladder  or  stomach  case,  the  chief  complaint  be- 
ing headaches  and  vertigo  associated  with  an  ir- 
regular digestive  disorder  and  soreness  in  the 
right  side  of  the  abdomen.  J.  T.  M.,  aged  57 
years,  male,  was  admitted  July  20,  1927.  He  had 
had  typhoid  fever  25  years  ago  followed  by  at- 
tacks of  chills  and  fever  at  irregular  intervals 
for  four  years.  No  serious  illness  since  that 
time  until  the  onset  of  present  trouble.  Had  lost 
25  pounds  in  weight  during  the  past  two  years. 
Suffered  with  present  symptoms  for  the  past  four 
years  with  only  short  intervals  of  relief.  At  first 
his  chief  symptoms  were  dizziness,  intense  nausea, 
and  during  the  attacks  the  vertigo  at  times  would 
be  so  intense  that  he  would  fall  if  he  suddenly 
turned  his  head.  The  pain  and  soreness  has 
gradually  localized  to  the  right  side  of  the  head 
and  face,  especially  behind  the  right  ear.  His 
hearing  was  impaired.  For  months  he  had  been 
taking  a dozen  or  more  aspirin  tablets  a day  and 
had  been  through  many  nights  without  any  sleep. 
He  had  no  appetite  and  what  he  ate  caused  gas- 
tric distress.  He  had  a constant  soreness  in  the 
whole  right  side  of  his  abdomen,  more  especially 
under  the  edge  of  the  ribs  on  the  right.  In  addi- 
tion to  being  treated  by  numerous  physicians,  he 
has  been  under  the  care  of  a rhinologist  at  regu- 
lar intervals  since  his  trouble  began  and  has  had 
the  right  antrum  opened  and  frequently  irri- 
gated. All  his  teeth  had  been  removed.  Exam- 
ination showed  a well  developed  man,  fairly  well 
nourished,  with  slight  icteric  tint  to  the  skin. 
Temperature  was  normal,  blood  pressure  185  sys- 
tolic and  120  diastolic,  pulse  shows  an  occasional 
irregularity.  Tonsils  were  small,  with  marked  red- 
ness of  the  posterior  pharyngeal  wall  and  a muco- 
purulent drip  from  the  posterior  nares.  There 
was  no  mastoid  tenderness  and  the  ear  drums 
were  normal.  Reflexes  were  normal.  There  was 
moderate  cardiac  hypertrophy,  but  no  murmurs. 
The  lungs  were  negative;  the  liver  edge  was  pal- 
pable and  slightly  tender.  The  gall  bladder  region 
was  tender;  the  abdomen  otherwise  was  negative. 
The  prostate  and  rectum  was  negative  except  for 
the  presence  of  hemorrhoids.  A general  blood 
examination  including  Wassermann  was  negative. 
The  urine  showed  l/15th  of  1 per  cent  by  weight 
of  albumin,  a few  hyalin  and  granular  casts.  The 
blood  chemistry  showed  urea  nitrogen  18.9,  crea- 
tinin  1.7,  sugar  118.  Roentgen-o^ram  of  the  thorax 
was  negative.  Roentgen-ogram  of  the  gall  bladder 
after  intravenous  injections  of  tetraiodophenolph- 
thalein  showed  normal  filling  and  no  shadows  sus- 
picious of  stone.  Gastric  analysis  and  radio- 
logical examination  of  stomach  and  intestine  gave 
negative  results.  Roentgenograms  of  the  para- 
nasal sinuses  showed  evidence  of  chronic  inflam- 
mation in  both  maxillary  antra,  posterior  eth- 
moids, and  sphenoids.  Here  we  had  a man  with 
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chronic  nephritis  and  hypertension,  a chronic  myo- 
carditis, an  enlarged  tender  liver,  and  evidence  of 
chronic  sinus  disease.  Previous  surgery  in  the 
nose  had  given  no  relief,  but  evidently,  had  not 
been  sufficient.  The  case  was  referred  to  the 
rhinologist  for  surgical  treatment.  A submucous 
resection,  partial  exenteration  of  ethmoids,  drain- 
age of  sphenoids,  and  a large  opening  made  into 
both  maxillary  antra  was  done.  The  patient 
made  an  uneventful  recovery  from  the  operation 
and  was  kept  in  the  hospital  for  ten  days  for 
observation.  On  discharge,  the  urine  showed  a 
faint  trace  of  albumin  and  no  casts,  the  blood 
pressure  had  come  down  to  150  systolic  and  90 
diastolic,  the  soreness  over  the  liver  region  was 
greatly  improved,  the  headaches  and  vertigo  were 
relieved.  Two  months  later  this  case  reported 
having  had  only  one  slight  attack  of  headache 
and  vertigo,  no  gastric  symptoms,  and  was  feel- 
ing better  in  every  way.  Six  months  later  he 
reported  no  symptoms  of  his  old  trouble,  diges- 
tion perfect,  gaining  weight  steadily  and  the 
blood  pressure  and  urinalysis  were  still  normal. 

Case  4.  This  case  illustrates  the  fact  that  a 
chronic  suppuration  in  the  maxillary  antrum  can 
produce  a low  grade  daily  fever  over  a long 
period  of  time  with  very  few  localizing  subjective 
symptoms.  She  was  referred  to  me  with  a diag- 
nosis of  a chronic  pelvic  inflammatory  process. 
Mrs.  S.  P.  D.,  aged  23  years,  was  admitted  No- 
vember 12,  1927.  Past  history — typhoid  at  age 
of  12  years,  tonsillectomy  5 years  ago,  otherwise 
nothing  of  interest.  Her  first  child  was  born  8 
months  ago,  normal  labor;  a few  days  after  con- 
finement she  began  having  fever  and  had  had 
fever  every  day  since  with  very  few  exceptions. 
Most  of  the  time  it  was  99°  to  100°  but  occasion- 
ally went  to  101°;  it  was  highest  in  the  after- 
noon and  evening.  The  temperature  was  not  af- 
fected by  her  staying  in  bed  and  was  not  in- 
creased by  ordinary  exercise.  She  suffered  gen- 
eral aching  and  tired  feeling  most  of  the  time 
with  no  localized  pain  except  for  persistent  back- 
ache, some  lower  abdominal  soreness  and  occa- 
sional severe  headache.  She  was  nursing  the  baby 
and  although  she  has  lost  very  little  weight,  she 
had  not  been  able  to  gain  her  strength.  There 
was  no  digestive  disorder,  no  urinary  symptoms, 
ate  and  slept  well.  A slight  irritation  in  the 
throat  and  a little  cough  were  present.  She  had 
been  given  quinine  and  many  other  medications 
during  her  entire  illness  without  relief.  The  most 
careful  general  examination  failed  to  reveal  any- 
thing to  account  for  the  fever.  Routine  blood  and 
urine  examinations  were  negative,  the  pelvic  or- 
gans were  normal  and  the  lungs  were  negative 
to  physical  examination  and  roentgen-ray  exam- 
ination. There  was  an  abnormal  redness  in  the 
throat  suggestive  of  a dripping  from  the  posterior 
nares.  Radiographs  of  the  sinuses  showed  an 


opaque  left  antrum.  The  case  was  referred  to 
our  rhinologist  and  the  antrum  was  drained.  It 
contained  muco-purulent  fluid.  The  temperature 
dropped  to  normal  on  the  second  day  following 
the  operation  and  has  remained  normal  ever 
since. 

Case  5.  This  case  again  illustrates  that  numer- 
ous foci  of  infections  may  be  present  in  the  same 
patient  and  the  necessity  ef  a thorough  clean-up 
before  all  symptoms  can  be  relieved.  Mrs.  K.  W. 
H.,  aged  50  years,  was  first  admitted  January  7, 
1924,  with  an  acute  gall  bladder.  The  patient 
was  acutely  ill  and  simple  drainage  of  the  gall 
bladder  with  the  removal  of  numerous  stones  was 
done.  There  followed  an  uneventful  recovery 
and  discharge  from  the  hospital.  Six  months 
later  she  was  readmitted  complaining  of  severe 
headaches  and  general  malaise.  . Roentgen-ray 
examination  of  the  sinuses  revealed  an  infected 
antrum  and  chronic  bilateral  ethmoiditis.  This 
was  relieved  by  surgical  treatment.  One  year 
later  she  was  readmitted,  her  headaches  had  been 
relieved  but  she  still  complained  of  stilf  joints 
and  general  aching.  A pair  of  small  submerged 
infected  tonsils  were  removed.  Patient  has  been 
seen  several  times  over  a period  of  two  vears  and 
reports  complete  relief  from  all  troublesome 
symptoms. 

Case  6.  This  case  illustrates  in  a very  striking 
manner  a remote  fatal  complication  that  may  oc- 
cur, although  fortunately  it  is  very  rare.  Mr.  C. 
B.  A.,  aged  39  years,  a banker,  was  admitted 
February  4,  1928.  He  became  ill  10  days  before 
admission  Avith  an  ordinary  cold,  slight  fever  and 
cough.  He  did  not  go  to  bed  or  call  a physician 
until  five  days  before  admission  at  which  time 
his  wife  called  in  a doctor  against  his  wishes. 
He  was  complaining  of  pain  in  the  back  and  of  the 
head  and  neck,  also  of  intense  frontal  headache. 
His  family  physician  states  that  at  this  time  he 
found  the  patient  with  no  fever,  that  it  appeared 
to  be  a mild  case  of  influenza  and  that  he  j^dvlsed 
his  patient  to  go  to  bed  and  prescribed  the  usual 
medication.  Conditions  remained  about  the  same 
with  the  chief  symptom,  headache  and  pain  in  the 
back  of  neck  and  head,  persisting,  until  the  morn- 
ing of  the  day  he  was  brought  to  the  hospital.  On 
that  morning,  the  frontal  pain  was  so  severe  that 
a hypodermic  of  morphin  was  given  which  was 
followed  by  vomiting  and  then  the  patient  went 
into  a semi-comatose  state.  Examination  showed 
a well  developed,  well  nourished  middle  aged  man 
in  a state  of  semi-coma.  He  could  be  made  to 
answer  questions  but  would  immediately  drop  off 
into  a deep  sleep.  Temperature  was  99  4/5°, 
pulse  84,  blood  pressure  130  systolic,  85  diastolic, 
respirations  16.  Pupils  were  equal  and  reacted 
to  light.  Eye  grounds  were  normal.  The  nasal 
septum  was  deviated  to  the  left  and  a profuse 
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muco-purulent  discharge  was  present  in  the  nose 
and  in  the  pharynx,  the  throat  was  very  red. 
Examination  of  heart,  lungs,  and  abdomen  was 
negative.  Reflexes  were  present  and  not  exag- 
gerated. The  skin  was  sallow,  the  features 
pinched,  and  the  patient  appeared  acutely  ill. 
There  was  no  rigidity  of  the  neck.  Urinalysis 
was  negative,  leukocytes  16,500  with  87  per  cent 
polynuclear.  Blood  Wassermann  was  negative, 
cerebro-spinal  fluid  negative,  blood  chemistry  nor- 
mal. Radiographic  films  of  the  sinuses  shows  an 
opaque  right  frontal,  right  antrum  and  left 
sphenoid.  On  account  of  the  violently  acute 
sinus  condition,  palliative  treatment  was  decided 
upon  and  the  patient  was  apparently  improving 
until  the  morning  of  the  4th  day  after  admission 
when  he  suddenly  died.  The  autopsy  findings 
were  extremely  interesting.  There  was  a large 
abscess  in  the  center  of  the  left  lobe  of  the 
cerebellum  into  which  there  had  been  a recent 
hemorrhage.  There  was  also  an  acute  empyema 
of  the  right  frontal  sinus.  "The  left  sphenoid  con- 
tained dark  muco-purulent  material.  The  antra 
were  not  explored.  The  cerebellar  abscess  was 
apparently  a metastatic  process  from  the  sinus  dis- 
ease and  was  the  direct  cause  of  death. 

CONCLUSIONS. 

I believe  that  the  average  general  sur- 
geon of  today  studies  very  carefully  the 
patient  presenting  obscure  symptoms  from 
almost  every  viewpoint  except  that  of  the 
rhinologist;  that  too  many  general  sur- 
geons do  not  appreciate  the  vast  number 
of  symptoms  and  the  great  amount  of  con- 
stitutional disturbance  that  can  arise  in 
certain  cases  from  disease  in  the  para-nasal 
sinuses;  that  too  often  he  overlooks  real 
pathology  in  the  nose.  In  our  clinic,  the 
number  of  cases  of  good  results  from  sinus 
surgery  so  far  outnumbers  the  failures, 
that  we  are  constantly  on  the  lookout  for 
the  presence  of  disease  in  this  region  in 
all  of  our  cases.  We  believe  that  if  more 
general  surgeons  will  come  to  appreciate 
the  importance  of  this  subject,  that  many 
more  cases  can  get  relief  from  sinus  sur- 
gery and  that  there  will  be  fewer  failures. 

DISCUSSION. 

Dr.  Lucien  S.  Gaudet  (Natchez)  ; This  is  too 
valuable  a paper  to  allow  to  go  by  without  any 
discussion.  I happen  to  be  an  oto-laryngologist 
myself,  and  there  are  so  many  things  he  brought 
out.  One  of  the  most  important  things  is  the 
great  co-operation  that  should  exist,  not  only  be- 
tween the  surgeon  and  the  rhinologist,  but  also 


between  the  general  practitioner  and  the  rhinol- 
ogist. The  next  thing  he  brought  out  is  the  fact 
that  we  are  having  much  more  sinus  work  at  the 
present  time  than  formerly.  There  is  a reason 
for  that.  The  oto-laryngologists  are  learning  to 
make  better  diagnoses.  We  are  studying  more, 
we  are  learning  more.  We  must  remember  that 
sinus  diagpiosis  has  come  to  amount  to  something 
only  in  the  last  ten  or  fifteen  years.  Dr.  Street 
says  that  15  years  ago  we  knew  very  little  about 
sinus  work.  Twenty-five  years  ago,  when  I grad- 
uated, we  knew  nothing  of  it.  The  only  thing 
I ever  saw  in  relation  to  nose  work  was  the  re- 
moval of  several  polypi  once  or  twice,  and  in  so 
far  as  eye  work  was  concerned,  we  saw  some 
cataract  work  and  an  acute  inflammation  of  little 
importance.  It  shows  the  vast  amount  of  pro- 
gress we  have  made — the  vast  amount  of  work 
that  has  to  be  done.  Just  recently  I received 
two  works  which  Dr.  Hightower  of  Louisville 
translated,  and  he  gave  us  much  valuable  in- 
formation, particularly  about  the  ethmoid  and 
sphenoid  work.  Antrum  work  is  very  easy,  but 
he  has  helped  us  to  clear  that  condition  very 
much,  and  as  Dr.  Street  says,  if  the  rhinologist 
and  the  general  surgeon  will  co-operate  and  work 
a little  closer  together,  the  patient  will  not  only 
reap  the  reward  of  the  benefit  of  their  studies, 
but  we  shall  have  so  many  more  relieved  patients, 
and  we  won’t  slip  up  so  much  on  our  diagnoses. 
So  carefully  examine  all  these  cases  and  get  the 
co-operation  of  all  the  men  whether  it  be  the 
pathologist,  or  the  roentgenologist,  or  the  gen- 
eral practitioner,  or  the  surgeon.  We  should  all 
work  together  to  one  common  end,  and  that  is 
to  get  results  and  have  the  patient  better. 

Dr.  W.  W.  Crawford  (Hattiesburg) : Dr.  Street 
has  brought  us  a very  important  message  this 
morning,  and  as  he  has  suggested,  no  doubt  this 
field  has  been  tremendously  neglected  by  the 
general  surgeon,  and  the  general  practitioner  for 
that  matter,  as  it  relates  itself  to  their  work.  A 
great  many  of  these  sinus  conditions  are  over- 
looked and  the  patients  have  failed  to  secure  re- 
lief because  of  the  removal  of  the  pathology  in 
other  parts  of  the  body.  Despite  the  fact  that 
the  faithful  specialists  have  drained  sinuses  and 
have  given  careful  attention  to  them,  there  is 
a reasonable  percentage  of  cases  that  go  on  like 
Tennyson’s  brook,  having  their  physical  symptoms 
and  continue  to  fail  to  be  well.  I have  in  mind 
at  this  moment  a patient  of  mine  who  had  baf- 
fled us  for  a period  of  more  than  a year,  with 
a headache  in  the  left  side  of  the  head,  an  area 
scarcely  larger  than  a dollar.  Of  course  we  knew 
it  was  a focal  headache,  and  yet  when  he  had 
consulted  the  ablest  men  in  New  Orleans,  Phila- 
delphia, Montreal  and  Toronto,  he  continued  to 
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have  these  localized  symptoms,  so  we  gave  him 
mercurochrome  intravenously,  and  much  to  our 
gratification  and  his,  secured  a very  satisfactory 
response  to  the  treatment.  Within  a very  few 
months  he  had  gained  10  pounds  in  weight,  and 
this  treatment  having  been  instituted  some  three 
years  ago,  has  relieved  him  up  to  this  time. 

Another  case  I saw  in  January,  a man  with  a 
parasinusitis  of  quite  long  standing.  He  had 
developed  facial  erysipelas  in  connection  with  it 
which  although  independent,  exaggerated  the 
condition  of  his  sinus.  This  case  was  given  mer- 
curochrome intravenously,  and  after  two  or  three 
doses  he  said  he  was  not  conscious  of  the  fact 
that  he  had  any  sinus  trouble  at  all.  I mention 
this  because  as  I said  the  specialists  do  fail  in 
their  most  persistent  efforts  to  drain,  and  to 
relieve  these  patients  through  drainage. 

Dr.  G.  M.  Street  (closing) : I thank  you  gen- 
tlemen for  the  discussion,  and  I just  want  now 
to  emphasize  one  point  in  my  paper,  which  Dr. 
Crawford  has  so  admirably  brought  out,  and  that 
is  this:  sinus  operation  does  not  cure  sinus  trou- 
ble. Sinus  operation  ventilates  the  sinuses  and 
gives  the  patient  a chance  to  get  well,  but  that 
must  be  followed  up.  I have  had  a great  many 
sinus  cases  that  have  failed  to  get  permanent 
results  from  the  drainage  and  ventilation,  but 
by  keeping  up  with  them  and  giving  them  mer- 
curochrome intravenously,  and  giving  them  sun 
baths  and  watching  their  diet,  changing  their  food, 
etc.,  they  get  well.  They  must  be  followed  up 
in  order  to  get  results.  The  general  man  must 
keep  up  with  them ; he  must  work  with  the  special- 
ist because  the  simple  drainage  does  not  cure 
them.  It  merely  gets  the  patient  so  he  can 
get  well  if  properly  treated. 

Another  point  is  that  it  does  not  take  a rhin- 
ologist  to  make  a diagnosis.  Any  man  in  a gen- 
eral examination,  taking  the  time  to  look  at  the 
patient  carefully  so  as  to  be  on  the  lookout  for 
symptoms,  can  look  at  the  nose  and  can  see 
whether  the  nose  is  blocked,  whether  there  is 
not  a post-nasal  dripping;  and  if  he  finds  these 
conditions,  he  can  refer  the  patient  to  a rhinol- 
ogist.  But  above  all  do  not  turn  the  patients  loose 
just  as  they  get  in  the  rhinologist’s  hands;  work 
with  them  and  see  that  they  get  the  proper  after 
treatment — that  their  diet  is  regulated — and  they 
will  get  well. 


THE  TREATMENT  OF  HAY  FEVER 
AND  ASTHMA 

WILLIAM  SCHEPPEGRELL,  M.  D.,  AND  N.  F. 
THIBERGE,  M.  D. 

New  Orleans. 

As  there  has  been  considerable  discus- 
sion as  to  the  effect  of  vaccine  in  hay  fever 
and  asthma,  we  have  tabulated  a list  of 
cases  showing  the  relative  effects  of  pollen 
extract,  of  vaccine,  and  of  the  combined 
effects  of  pollen  extract  and  vaccine,  in  the 
treatment  of  hay  fever  and  asthma 

VACCINES. 

The  vaccines  used  in  these  tests  were 
principally  of  three  varieties:  First  a 
mixed  catarrhal  vaccine  composed  as  fol- 
lows : 

Vaccine  No.  1. 

Each  cubic  centimeter  contains  1200  mil- 
lions killed  bacteria  as  follows: 


Micrococcus  catarrhalis  50  million 

Friedlander  bacillus  (Bact.  pneu- 
moniae   50  “ 

Pneumococcus  (4  types) 100  “ 

Streptococcus  hemolyrticusi  50  " 

Streptococcus  viridans  50  “ 

Pseudo-diphtheria  bacillus  100  “ 

Influenza  bacillus  (Pfeiffer) 100  “ 

Staphylococcus  albus  350  “ 

Staphylococcus  aureus  _350  “ 


Second,  a vaccine  in  which  the  organisms 
were  selected  on  a basis  of  the  bacterial 
tests  of  the  secretion  of  100  hay  fever 
cases  during  acute  attacks: 

Vaccine  No.  2. 

Each  cubic  centimeter  contains  955  mil- 
lions killed  bacteria  as  follows: 

Friedlander  bacilli  350  million 

Micrococci  catarrhalis  450  “ 

Pneumococci  30  “ 

Streptococci  35  “ 

Staphylococci  (Aureus)  50  “ 

Staphylococci  (Albus)  40  “ 

The  third  is  the  autogenous  vaccine  of 

the  patient.  While  this  is  considered  the 
most  efficient,  it  requires  several  days  to 
prepare,  and  one  of  the  other  vaccines  was 
used  during  acute  attacks  of  hay  fever. 
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Regarding  the  selection  of  the  vaccine, 
the  first  was  used  in  cases  in  which  the 
acute  attack  appeared  to  be  due  to  infec- 
tion by  catarrhal  organisms,  the  second  in 
cases  in  which  the  symptoms  appear  to  be 
due  to  increased  pollen  infestation.  This 
was  determined  by  the  history  of  the  case 
checked  up  by  the  daily  pollen  count  (1). 

Autogenous  vaccine  was  used  in  cases 
that  did  not  respond  to  the  stock  vaccines, 
and  in  which  the  attack  was  sufficiently 
prolonged  to  prepare  this.  It  is  especially 
advantageous  in  cases  of  asthma,  and 
also,  to  a less  degree,  in  cases  of  non-sea- 
sonal  hay  fever. 

These  vaccines  are  administered  during 
acute  exacerbations.  The  initial  dose  is 
0.25  C.  C.  for  adults,  which  is  followed  by 
0.25,  0.50  C.  C.  The  usual  interval  is  two 
days.  The  dose  is  repeated  the  third  day 
as  the  negative  phase  develops  on  the  sec- 
ond day  when  the  patient  does  not  respond 
well  to  vaccine  stimulation.  These  vac- 
cines are  not  used  in  pre-seasonal  cases  as 
their  object  is  to  control  acute  exacerba- 
tions during  the  hay  fever  season. 

POLLEN  EXTRACTS. 

The  pollen  extracts  used  were  selected 
on  the  basis  of  the  initial  tests  showing  the 
pollens  responsible  for  the  patient’s  hay 
fever.  The  routine  tests  are  made  with  the 
four  Scheppegrell  pollen  groups,  viz., 
Gramineae,  Ambrosiaceae,  Chenopodiaceae, 
and  Artemisia. 

The  tests  were  limited  to  the  first 
three  pollen  groups  in  patients  residing 
east  of  the  100th  degree  longitude,  and 
the  artemisia  in  addition  in  cases  liv- 
ing in  the  Pacific  and  Rocky  Mountain 
States.  While  the  initial  tests  are  made 
with  these  groups,  additional  tests  are  fre- 
quently required.  In  the  Southern  States, 


(1)  The  Hay  Fever  Association  maintains 
daily  records  of  the  common  hay  fever  pollens  in 
the  air.  These  furnish  important  information 
regarding  the  incriminating  pollens  responsible  for 
acute  exacerbations  of  hay  fever. 


for  instance,  the  pollen  of  the  ligustrum 
tree  is  sometimes  an  important  factor  in 
hay  fever,  and  is  occasionally  the  principal 
offender.  Similar  conditions  apply  to 
other  localities. 

The  amount  of  pollen  extract  injected  is 
based  on  the  reaction  of  the  initial  tests  of 
the  patient,  and  is  checked  by  the  reaction 
to  each  previous  injection.  The  intensive 
treatment  has  been  found  the  most  effec- 
tive, the  injections  being  given  each  day  in 
rapidly  increasing  doses  until  the  reactions 
are  sufficiently  marked  to  require  a longer 
interval.  The  maximum  dose  varies  ac- 
cording to  the  sensitivity  of  the  patient.  In 
some  cases  800  to  1000  pollen  units  are  suf- 
ficient to  establish  immunity  in  the  patient, 
while  in  others,  the  doses  must  be  carried 
as  high  as  8,000  and  10,000  units  in  order 
to  give  satisfactory  results.  Marked  reac- 
tions from  the  injections  are  not  more  com- 
mon in  the  intensive  treatment  than  in  the 
former  methods. 

In  all  cases  a record  is  kept  of  the  cutane- 
ous pollen  tests.  For  the  sake  of  con- 
venience, these  records  are  placed  in  num- 
erals of  0 to  100,  0 indicating  a negative 
reaction  and  100  a marked  wheal  two  or 
more  C.  C.  in  diameter.  In  the  case  of  the 
higher  reactions,  as  from  80  to  100,  the  in- 
itial dose  of  the  pollen  extract  in  presea- 
sonal  cases  is  10  pollen  units,  and  is  in- 
creased as  follows,  15,  25,  40,  65,  80,  100, 
125,  165,  200,  250,  325,  400,  500,  650,  800, 
1000  units.  These  administered  daily,  or  if 
there  is  reason  for  haste,  such  as  the  patient 
leaving  the  city,  or  the  shortness  of  the  in- 
tervening season,  twice  daily.  If  at  any 
time  there  is  a marked  reaction,  the  inter- 
vals may  be  increased  to  two  days,  and  the 
doses  reduced  accordingly.  A local  reac- 
tion not  lasting  more  than  24  hours  is  not 
considered  as  interfering  with  the  increased 
doses. 

In  the  case  of  high  sensitivity,  as  from 
80  to  100,  1000  units  is  the  usual  limit  in 
preseasonal  treatment.  In  cases  of  lower 
sensitivity  as  60  to  80,  the  doses  should  be 
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twice  the  above  number  of  units,  and  the 
limit  2000  units.  In  still  lower  sensitivity, 
the  doses  should  be  increased  to  3000  or 
4000  units.  In  some  cases  the  maximum 
doses  should  be  5000  or  6000  units.  The 
full  dose  should  be  reached  before  the 
patient’s  hay  fever  season,  and  continued 
at  weekly  intervals  to  the  end  of  this  sea- 
son. Should  the  patient  develop  a consti- 
tutional reaction  from  these  injections,  this 
should  not  prevent  the  continuation  of  the 
treatment,  but  simply  indicates  smaller 
doses.  Constitutional  reactions,  such  as 
hay  fever,  asthma,  and  general  miliary 
eruptions,  are  dramatic  in  appearance  but 
are  usually  easily  controlled  by  an  injection 
of  0.25  C.  C.  of  the  standard  adrenalin  solu- 
tion. These  reactions  rarely  occur  except 
with  the  ragweed  extracts. 

In  the  co-seasonal  treatment,  the  above 
method  is  modified,  the  doses  being  reduced 
to  one-half.  Should  acute  symptoms  develop, 
vaccine,  as  above  explained,  should  be  sub- 
stituted for  the  extract  until  they  are  con- 
trolled. As  the  injections  of  the  vaccine 
interfere  with  the  progress  of  the  immuniz- 
ing doses,  it  clearly  shows  the  greater  need 
of  the  pre-seasonal  treatment.  Unfortu- 
nately a large  number  of  patients  do  not 
apply  for  the  first  course  of  treatment  until 
their  hay  fever  has  developed. 

RECORD  OF  CASES  TESTED. 

In  order  to  determine  specifically  the  ef- 
fects of  vaccine  in  acute  attacks  of  hay 
fever,  200  routine  cases  were  selected  in 
1925  in  the  clinics  of  the  Department  of 
Hay  Fever  and  Asthma  of  the  Charity 
Hospital.  In  order  to  simplify  the  tests, 
these  cases  were  all  selected  from  the  rag- 
weed cases  during  the  co-seasonal  treat- 
ments. In  50  patients,  all  injections  were 
omitted  during  paroxysms  of  hay  fever.  In 
50  cases,  the  full  doses  of  the  pollen  extract, 
which  was  being  administered,  was  con- 
tinued during  the  attacks.  In  50  cases, 
small  doses  of  the  extract,  which  was  being 
administered  at  the  time  (about  25  per 
cent)  were  injected;  and  in  50  cases,  vac- 


cine only  was  administered  during  the 
paroxysms. 

The  results  of  these  tests  were  as  follows : 

Days 


50  cases  without  treatment,  average  dura- 
tion of  attack  ^'.25 

50  cases  with  full  doses  of  extract  dura- 
tion of  attack  — 6.82 

50  cases  with  small  doses  (25  per  cent)  of 

extract  duration  of  attack  3.75 

50  cases  with  vaccine  only,  duration  of  at- 
tack   2.52 


The  analysis  of  these  cases  shows  that 
the  use  of  full  doses  of  extract  during  acute 
attacks  of  hay  fever,  prolongs  the  period  of 
the  attack  longer  than  if  no  treatment  is 
administered.  Small  doses  of  extract,  how- 
ever, reduces  the  average  period  from  5.25 
days  to  3.78  days.  With  the  administra- 
tion of  vaccine,  however,  the  duration  of 
the  attack  is  shortened  more  than  one-half 
the  number  of  days  as  when  no  treatment  is 
administered,  and  one-third  less  than  when 
small  doses  of  pollen  extract  is  used.  The 
effects  of  the  vaccine  in  cases  of  hay  fever 
is  so  marked,  that  many  patients  volun- 
tarily request  the  injection  of  the  vaccine 
when  suffering  from  an  attack. 

In  1926  and  1927  a similar  number  of 
coseasonal  cases  of  ragweed  patients  were 
again  treated  in  the  manner  indicated 
above,  and  the  record  of  these  cases  give 
approximately  the  same  results.  The  ex- 
perience of  the  staff  of  the  Department  of 
Hay  Fever  and  Asthma  of  the  Charity 
Hospital,  therefore,  confirms  the  beneficial 
effects  of  vaccine  in  hay  fever,  as  shown 
not  only  from  these  tests  but  in  the  rou- 
tine treatment  of  cases  generally. 

In  the  cases  of  hay  fever  complicated 
with  asthma,  and  of  asthma  only,  the  sta- 
tistical table  has  not  been  prepared  because 
the  treatment  was  more  complicated.  Dur- 
ing attacks  of  asthma,  when  there  are  acute 
paroxysms,  adrenalin  or  ephedrine  is  fre- 
quently required,  so  that  the  comparison 
of  the  effect  of  the  vaccine  in  these  cases, 
while  also  effective,  cannot  be  so  easily 
estimated.  The  experience  of  the  staff,  in 
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cases  of  asthma,  however,  also  shows  that 
the  effects  of  the  vaccine  in  cases  of  asthma 
are  relatively  similar  to  those  in  hay  fever. 

The  following  list  of  cases  of  hay  fever 
and  asthma  treated  during  1926  and  1927 
by  vaccine,  vaccine  and  extract,  and  ex- 
tract respectively  indicates  the  favorable 
influence  of  vaccine  in  these  cases. 

CASES  OF  HAY  FEVER  AND  ASTHMA  TREATED  IN 
1926  AND  1927  IN  THE  DEPARTMENT  OF  HAY 
FEVER  AND  ASTHMA  OF  CHARITY 
HOSPITAL. 

HAY  FEVER.  COSEASONAL. 


Vaccine:  Cases 

Cured  - 22 

Improved  12 


34 

HAY  FEVER.  COSEASONAL. 


Vaccine  and  Extract:  Cases 

Cured  - - - 54 

Marked  improvement  114 

Improvement  25 

No  improvement  - 3 


196 


HAY  FEVER.  PRESEASONAL. 

Extract: 

Cases 

Cured  

73 

Marked  improvement  

35 

108 

338  cases 

hay  fever 

HAY  FEVER  AND  ASTHMA. 

COSEASONAL. 

Vaccine: 

Cases 

Cured  

11 

Marked  improvement  

8 

19 

HAY  FEVER  AND  ASTHMA. 

COSEASONAL. 

Vaccine  and  Extract 

Cases 

Cured  

15 

Marked  improvement. 

45 

Improvement  

12 

No  improvement  

2 

74 

HAY  FEVER  AND  ASTHMA. 

PRESEASONAL. 

Extract: 

Cases 

Cured  

- 11 

Improvement  

12 

No  improvement 

2 

118  cases 

hay  fever  and  asthma. 

ASTHMA.  COSEASONAL. 


Vaccine:  Cases 

Cured  17 

Marked  improvement  24 

Improvement  8 

No  improvement  1 


50 

ASTHMA.  COSEASONAL. 
Vaccine  an  Extract:  Cases 

Cured  6 

Marked  improvement  33 

Improvement  8 

No  improvement  1 

48 

ASTHMA.  PRESEASONAL. 


Extract:  Cases 

Marked  improvement 4 


4 

102  cases 

asthma. 

Total 658  cases 


CASES  OF  HAY  FEVER  AND  ASTHMA  TREATED  IN 
1926  AND  1927  IN  THE  PRACTICE  OF  DR. 

Wm.  SCHEPPEGRELL  AND 
ASSOCIATES. 

HAY  FEVER.  COSEASONAL. 


Vaccine:  Cases 

Cured  42 

Marked  improvement  24 

Improvement  3 


69 

HAY  FEVER.  COSEASONAL. 


Vaccine  and  Extract:  Cases 

Cured  150 

Marked  improvement  168 

Improvement  9 

No  improvement  2 


329 

HAY  FEVER.  PRESEASONAL. 


Extract:  Cases 

Cured  90 

Marked  improvement  36 

Improvement  - 9 

No  improvement  3 


138 

536  cases 

hay  fever. 
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HAY  FEVER  AND  ASTHMA. 

COSEASONAL. 

Vaccine: 

Cases 

Cured  

12 

Marked  improvement  



21 

Improvement  

3 

36 

HAY  FEVER  AND  ASTHMA. 

COSEASONAL. 

Vaccine  and  Extract: 

Cases 

Cured  

27 

Marked  improvement  .... 

24 

Improvement  - 

6 

No  improvement  

1 

58 

HAY  FEVER  AND  ASTHMA.  PRESEASONAL. 

Extract:  Cases 

Marked  improvement  3 

3 

97  cases 

hay  fever  and  asthma. 

ASTHMA.  COSEASONAL. 


Vaccine:  Cases 

Cured  68 

Marked  improvement  69 

Improvement  24 

No  improvement  3 


159 

ASTHMA.  COSEASONAE. 


Vaccine  and  Extract:  Cases 

Cured  18 

Marked  improvement  27 

Improvement  3 

No  improvement  1 


49 

208  cases 

asthma. 

Extract.  Preseasonal  None 

Total  _.. 841  cases 

In  the  above  series  of  cases,  the  follow- 
ing physicians  took  part  in  the  treatment; 
the  tests  having  been  made,  and  the  treat- 
ment outlined  by  Dr.  Scheppegrell : 

Adams,  Dr.  J.  M.,  Standard  Oil  Co., 
Baton  Rouge,  La. 

Arnold,  Dr.,  Meridian,  Miss. 

Barrett,  Dr.  W.  W.,  Lyon,  Miss. 
Dickerson,  Dr.  L.  D.,  McComb,  Miss. 
Dowling,  Dr.  H.  B.,  Conception  Street, 
Mobile,  Ala. 


Ewing,  Dr.  J.  S.,  First  National  Bank, 
Vicksburg,  Miss. 

Farrington,  Dr.  Pope,  4 Exchange  Bldg., 
Memphis,  Tenn. 

Gaines,  Dr.  G.  W.,  Tallulah,  La. 

Gaudel,  Dr.  L.  S.,  Natchez,  Miss. 

Gautreaux,  Dr.  H.  E.,  Covington,  La. 

Gray,  Dr.  E.  W.,  Scanlon  Bldg.,  Hous- 
ton, Texas. 

Grayson,  Dr.,  McGehee,  Ark. 

Green,  Dr.  H.,  Dothan,  Ala. 

Halliday,  Dr.  M.  R.,  Meridian,  Miss. 

Harper,  Dr.  W.  W.,  Selma,  Ala. 

Johnson,  Dr.  J.  H.,  Brookhaven,  Miss. 

King,  Dr.  H.  A.,  New  Iberia,  La. 

Langston,  Dr.  B.  T.,  New  Hebron,  Miss. 

Lucas,  Dr.  G.  C.,  Ebenezer,  Miss. 

Maghee,  Dr.  P.  G.,  Van  Antwerp  Bldg., 
Mobile,  Ala. 

Martin,  Dr.  C.,  Welsh,  La. 

Martin,  Dr.  J.  H.,  Lake  Charles,  La. 

Mount,  Dr.  B„  523  Bell  Bldg.,  Mont- 
gomery, Ala. 

Purser,  Dr.  T.,  McComb,  Miss. 

Roy,  Dr.,  K.  A.,  Mansura,  La. 

Rudner,  Dr.  H.,  Madison  Street,  Mem- 
phis, Tenn. 

Sauter,  Dr.,  Waldo,  Ark. 

Simmons,Dr.  R.  C.,  Alexandria,  La. 

Slaughter,  Dr.,  Bogalusa,  La. 

Wallace,  Dr.,  Hotel  Bentley,  Alexandria, 
La. 

Young,  Dr.  J.  D.,  Shreveport,  La. 

Young,  Dr.  M.  A.,  Abbeville,  La. 

Thiberger,  Dr.  N.  F.,  Audubon  Bldg., 
New  Orleans,  La. 

TOTAL  OF  CASES  OP  HAY  FEVER  AND  ASTHMA 
TREATED  IN  1926  AND  1927  WITH  VACCINES 
AND  EXTRACTS. 

In  the  following  cases  pollen  extract  only 
was  used  in  preseasonal  cases  of  hay  fever 
and  asthma,  as  the  vaccine  is  not  indicated 
in  these  cases.  Vaccine  and  extract  was 
used  iii  coseasonal  cases,  as  the  majority  of 
these  had  intercurrent  attacks  during  their 
treatment.  Vaccine  only  was  used  in  cases 
where  the  examination  and  clinical  history 
indicated  hay  fever,  but  in  which  there  was 
shown  no  sensitivity  to  any  of  the  atmos- 
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pheric  pollens,  but  which  reacted  to  the 
vaccines. 

Cases 

Hay  fever  cases  treated  with  vac- 
cine   - 103 

Hay  fever  cases  treated  with  vac- 
cine and  extract  - 525 

Hay  fever  cases  treated  with  extract. .246 

874  cases 

hay  fever 

Cases 

Hay  fever  and  asthma  cases  treated 

with  vaccine  - 55 

Hay  fever  and  asthma  cases  treated 

with  vaccine  and  extract  - — 132 

Hay  fever  and  asthma  cases  treated 

with  extract  - - 28 

215  cases 

hay  fever  and  asthma 

Cases 

Asthma  cases  treated  with  vaccine._209 
Asthma  cases  treated  with  vaccine 

and  extract  - 97 

Asthma  cases  treated  with  extract...  4 

310  cases 

asthma 

Total 1399  cases 

In  cases  of  sensitivity  to  food  or  to  epi- 
dermal inhalations,  the  treatment  of  these 
cases  by  elimination  of  the  offending  article 
was  first  carried  out,  and,  if  successful, 
were  not  included  in  these  cases. 

The  satisfactory  results  in  the  groups  of 
cases  here  reported  are  due  to  three  fac- 
tors: (1)  the  use  of  glycerol  pollen  ex- 

tract, which  has  much  greater  efficiency 
than  the  aqueous  extract  formerly  used; 
(2)  The  intensive  treatment  in  which  the 
injections  are  made  at  short  intervals  and 
carried  to  much  higher  doses;  (3)  The 
scientific  use  of  vaccine  (2)  for  the  con- 
trol of  intercurrent  attacks. 

(a)  Intensive  Treatment  for  Hay  Fever,  Dr. 
William  Scheppegrell,  United  States  Public  Health 
Report,  April  30,  1926. 

(b)  Hay  Fever  and  Asthma,  Cause,  Preven- 
tion and  Cure,  Dr.  William  Scheppegrell,  Lea 
and  Febiger. 


A CONSIDERATION  OF  SOME  OF 
THE  INTESTINAL  PARASITES, 
WITH  A REPORT  OF  THREE 
CASES  OF  “OXYURIS  IN- 
COGNITA” INFESTATION.* 

ELIZABETH  BASS,  M.  D., 

New  Orleans. 

It  is  only  since  medicine  and  public  health 
work  have  come  to  be  considered  world 
problems  that  the  diseases  produced  by 
parasitic  worms  have  come  into  prominence. 
Since  such  diseases  are  very  prevalent  in 
many  parts  of  the  world,  and  there  is  con- 
stant danger  of  their  spread  into  new 
regions  with  commerce  and  immigration, 
it  is  important  that  the  medical  men, 
wherever  located,  should  be  acquainted 
with  their  manifestations  and  methods  of 
diagnosis  and  should  be  able  to  identify  the 
worms  which  produce  them  and  know  their 
methods  of  entrance  into  man. 

In  diseases  produced  by  parasitic  worms, 
the  clinical  picture  is  usually  not  very 
clear  cut  and  the  symptoms  are  easily  con- 
fused with  those  of  other  diseases.  In  the 
majority  of  these  diseases,  however,  the 
eggs  or  larvae  of  the  worms  escape  with 
the  feces  and  an  accurate  diagnosis  can  be 
made  by  microscopical  examination  of  the 
stools. 

Appreciating  the  fact  that  the  majority 
of  physicians  have  had  very  little  time  to 
devote  to  the  study  of  intestinal  parasites 
prompts  me  to  offer  a brief  discussion  of 
five  of  the  more  frequently  encountered 
nematode  words,  with  reference  to  their 
life  history,  habitat,  mode  of  transmission, 
and  some  of  the  injurious  effects  in  man. 

The  most  important  and  the  most  preva- 
lent parasites  are : (a)  Uncinaria;  (b)  As- 

caris  lumbrieoides ; (c)  Trichuris  trichiura; 
(d)  Strongyloides  stercoralis,  and  (e)  Oxy- 
uria  vermiculo/ris. 

In  general  there  is  an  anatomical  sim- 
ilarity in  the  different  nematodes.  All  are 

*Read  before  Louisiana  State  Medical  Society, 
Baton  Rouge,  April  10-12,  1928. 
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covered  by  a transparent,  smooth  cuticle, 
frequently  ringed,  and  are  cylindrical  or 
fusiform  in  shape,  varying  in  length  from 
1 mm.  to  40  or  80  cm.,  according  to  the 
species.  They  have  complete  digestive, 
nervous  and  excretory  systems.  The  sexes 
are  different  and  easily  distinguished,  the 
male  being  smaller  than  the  female  and 
displaying  a coiled  or  twisted  posterior  end, 
whereas  the  posterior  extremity  of  the 
female  is  usually  simple  and  straight. 

The  majority  of  these  worms  are  widely 
spread  throughout  the  world,  but  are  more 
abundant  and  more  frequently  encoun- 
tered in  warm  climates.  They  inhabit 
usually  the  small  intestine  and  cecum,  and 
at  times  the  large  bowel.  All  of  the  worms 
deposit  ova,  usually  in  large  numbers,  some 
of  which  hatch  in  the  intestine.  Each 
species  has  its  characteristic  egg,  recog- 
nized by  the  size,  shape,  color  and  thick- 
ness of  shell.  Under  favorable  conditions 
and  in  varying  lengths  of  time  the  eggs 
hatch,  giving  rise  to  young  larva  which, 
after  undergoing  certain  developmental 
changes,  are  re-introduced  into  man  direct, 
without  an  intermediate  host. 

The  uncinaria,  or  hookworms,  are 
among  the  most  important  parasites. 
There  are  two  species,  the  Ancylostoma 
duodenale  and  the  Necator  americanus,  the 
latter  widely  distributed  on  the  American 
continent.  The  adult  male  of  the  Necator 
ameHcanus  is  from  9 to  10  mm.  and  the 
female  from  10  to  12  mm.  in  length.  These 
worms  live  in  the  small  intestine,  some- 
times in  large  numbers.  The  delicate 
shelled  eggs  pass  out  in  the  feces  in  the 
two  to  four  segment  stage.  Within  twenty- 
four  hours,  under  favorable  conditions  of 
air,  warmth  and  moisture,  the  embryo  is 
seen  coiled  in  the  shell  and  hatches  into  a 
rhabditiform  larva  within  a few  days. 
Through  a process  of  moulting  these 
larvae  become  the  filariform  or  infective 
larvae  which  bore  their  way  into  the  skin, 
the  usual  method  of  infection,  or  occa- 
sionally, they  may  enter  the  mouth  on 
vegetables  or  otherwise. 


From  the  subcutaneous  tissue  the  larvae 
enter  the  lymphatic  or  veins,  go  to  the 
right  heart,  thence  to  the  lungs.  From  the 
alveolar  capillaries  they  pass  into  the  pul- 
monary alveoli  and  travel  up  the  bronchi, 
trachea  and  larynx,  and  then  down  the 
esophagus  through  the  stomach  to  the  in- 
testine. The  time  occupied  by  this  jour- 
ney is  believed  to  be  from  seven  to  ten 
days.  Once  in  the  intestine,  a further 
stage  of  development  occurs,  when  sexual 
maturity  is  reached.  Eggs  are  seen  in  the 
stool  within  four  to  six  weeks  from  the 
initial  infection. 

The  soil  in  the  area  of  the  egg-carrying 
stool  becomes  infected  with  the  filariform 
larvae,  which  may  live  in  moist,  sandy 
soil  for  weeks  and  larvae  have  been  shown 
to  migrate  through  moist  loam  to  a depth 
of  36  inches,  travelling  about  5 inches  a 
day.  It  is  believed,  however,  that  they 
ordinarily  do  not  migrate  more  than  4 or  5 
inches  from  the  spot  where  they  are 
deposited. 

The  Ascaris  lumbricoides,  or  round 
worm,  is  thought  to  have  a wider  geograph- 
ical distribution  and  to  infect  more  people 
than  any  other  known  intestinal  parasite. 
It  occurs  more  frequently  in  children  than 
in  adults,  and  is  more  common  in  rural 
districts  than  cities. 

The  adult  worm  inhabits  the  small  in- 
testine, but  may  wander  to  the  stomach 
and  continue  to  the  esophagus  and 
pharynx.  The  eggs  are  unsegmented  when 
deposited  and  require  favorable  conditions 
of  warmth  and  moisture  and  from  two  to 
four  weeks  for  development  of  the  embryo. 
The  full-grown  embryo  lies  coiled  within 
the  egg-shell  until  it  is  introduced  by 
chance  into  the  alimentary  canal  of  the 
human  host,  where  it  is  set  free,  either  as 
a result  of  the  stimulation  of  the  embryo 
by  the  alkaline  substances  in  the  intestine 
and  by  the  increase  of  temperature,  or  by 
the  action  of  the  juices  on  the  structure 
of  the  shell.  It  is  thought  the  eggs  are  not 
infective  until  the  embryo  is  fully  devel- 
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oped  and  that  the  embryos  remain  living 
and  infective  for  five  years,  at  least,  in 
water  and  probably  longer  in  moist  earth. 

The  embryo  pierces  the  wall  of  the  in- 
testine and  reaches  the  liver  through  the 
portal  system,  thence  to  the  lungs 
through  the  venous  circulation.  It  then 
reaches  the  intestinal  tract  in  the  same 
way  as  the  hookworm  larvae.  The  pas- 
sage through  the  blood  stream  is  thought 
to  be  essential  for  the  development  of  the 
worm. 

The  migration  of  the  embryo  through 
the  tissues  and  the  injurious  effects  pro- 
duced by  them  has  been  demonstrated  in 
man  and  numerous  animals.  Koino^^’ 
swallowed  two  thousand  infective  em- 
bryos and  on  the  third  day  had  slight 
fever,  with  chills  on  the  sixth  day  and 
fever  lasting  nine  days,  the  maximum  tem- 
perature reaching  104°  F.  He  recovered 
larvae  in  the  sputum  on  the  third  day,  with 
increasing  numbers  on  the  fifth  day.  At 
the  end  of  fifty  days,  the  worms  expelled 
were  not  mature. 

Manalang<2)  studied  the  development  and 
mode  of  infection  of  ascaris  by  artificial 
cultivation,  having  obtained  eggs  from 
female  worms  at  postmortem  or  from 
chenopodium  treatment  stools,  and  found 
that  ova  developed  into  motile  larvae  from 
nine  to  fifteen  days  afterward. 

He  concludes  that  the  high  incidence  of 
ascaris  is  due  to  the  resistance  of  the  ova 
to  drying  under  ordinary  temperature  and 
humidity,  their  resistance  to  sunlight,  the 
impermeability  of  the  egg-shell  to  food 
condiments  (salt,  vinegar  and  sugar),  the 
long  life  of  the  larva  in  the  shell,  and  to 
the  mechanical  carriage  of  sewage  by  do- 
mestic animals.  He  believes  the  origin  of 
ascaris  infection  is  food,  drink,  fresh  fruit 
or  in  infants  and  children  whatever  objects 
might  contain  the  larvated  ascaris  ova  of 
human  fecal  origin. 

The  Trichuris  trichiura,  or  whipworm,  is 
a common  parasite  of  man  and  is  widely 


spread  throughout  the  world.  It  is  more 
abundant  in  warm  climates  and  occurs  not 
only  in  thickly  populated  but  rural  districts 
as  well. 

The  adult  male  worm  measures  from 
40  to  45  mm.  and  the  female  from  45  to  50 
mm.  in  length.  The  anterior  portion  of 
the  body  of  both  male  and  female  is 
greatly  attenuated,  and  this  portion  of  the 
body  is  threaded  into  the  epithelium  of  the 
intestine,  while  the  thicker  portion  of  the 
body  hangs  free.  The  worm  lives  usually 
in  the  cecum  and  the  appendix. 

After  the  eggs  are  passed  in  the  feces 
they  develop  very  slowly,  the  embryo  not 
reaching  full  size  for  6 to  12  months  even 
under  favorable  conditions.  Brown<®>  in  a 
series  of  experiments,  was  able  to  demon- 
strate trichuris  eggs  in  the  motile  stage  in 
twenty-one  days,  in  artificial  culture,  but 
found  that  they  would  not  develop  as  far  as 
the  motile  stage  in  cultures  in  direct  sun- 
light, showing  that  the  type  of  soil  is  an  im- 
portant factor  in  the  rate  of  viability  of 
the  eggs. 

Infection  in  man  occurs  through  the 
accidental  swallowing  of  the  embryo  con- 
taining eggs,  the  shells  of  which  are 
dissolved  by  the  alimentary  juices,  thus 
liberating  the  young  larvae.  It  is  not 
thought  that  the  larvae  of  this  parasite 
migrate  to  the  liver  and  lungs,  but  that 
they  settle  in  the  large  bowel  after  reaching 
maturity  in  from  four  to  five  weeks. 

The  Strongyloides  stercoralis  are  very 
small  nematode  worms,  not  more  than 
2 mm.  in  length.  There  are  two  distinct 
generations  of  this  worm,  one  of  which 
lives  in  the  mucosa  of  the  upper  portion 
of  the  small  intestine,  and  the  other  out- 
side the  body.  Only  one  adult  form  of  the 
parasitic  generation  is  known. . It  is  be- 
lieved that  the  worm  is  hermaphroditic, 
the  male  organs  degenerating  after  fertili- 
zation, or  that  it  is  a female  reproducing 
by  parthenogenesis. 

Ordinarily,  the  parasite  lives  in  the 
glands  of  the  intestine,  where  the  ova  are 


Bass — Consideration  of  Some  of  the  Intestinal  Parisites,  Report  of  Ca^es  345 


deposited  and  hatch  before  being  dis- 
charged from  the  host.  Outside  of  the 
body,  on  reaching  water  or  moist  earth, 
these  develop  into  male  and  female  adult 
forms,  which  in  turn  give  rise  to  a new 
generation  of  rhabditum  larvae.  In  about 
eight  days  this  new  generation  becomes 
the  filariform  or  infective  larvae.  These 
may  grow  to  mautrity  if  they  reach  the 
intestine,  but  they  die  off  after  a time  out- 
side of  the  body. 

Direct  development  may  occur  when  the 
young  rhabditiform  embryos  passed  in 
the  feces  are  directly  transformed  into  the 
infective  filiariform  larvae  and  are  re-in- 
troduced  into  the  human  alimentary  canal 
to  become  the  parthenogenetic  females. 

In  both  types  of  development  the  infect- 
ing larvae  usually  gain  access  to  the  human 
host  by  penetrating  the  skin;  if  ingested, 
they  bore  into  the  ’ mucosa.  From  there 
they  are  taken  up  by  the  circulation  and 
carried  to  the  lungs.  They  emerge  into 
the  air  sacs  and  ascending  the  trachea, 
enter  and  travel  down  the  alimentary 
canal  to  become  adults  in  the  intestine  in 
from  ten  to  fifteen  days.  Larvae  of  a 
new  generation  first  appear  in  the  stools  in 
seventeen  days  or  less. 

This  is  the  one  nematode  believed  to  be 
more  frequent  in  persons  of  advanced 
years,  probably  because  sufficient  investiga- 
tion of  its  occurrence  in  children  is  lacking. 
The  age  at  which  the  human  is  infected  and 
the  length  of  life  of  the  worm  is  not  known. 

The  Oxyuris  vermicularis,  or  pin-worm, 
as  far  as  is  known,  is  found  only  in  man, 
and  has  been  found  all  over  the  world.  It 
occurs  in  all  climates,  but  is  more  abound- 
ant  in  the  city  than  in  the  country. 

It  is  believed  to  live  in  the  small  intes- 
tine at  first  and  later  in  the  large  bowel. 
The  adult  male  worm  is  from  3 to  5 mm. 
and  the  female  from  9 to  12  mm.  The  egg 
containing  embryo  reaches  the  alimentary 
tract  by  way  of  the  mouth  by  self-infection, 
contaminated  fruits  and  vegetables  and 


perhaps  by  flies  carrying  the  infection  to 
exposed  food. 

Ordinarily  the  ova  are  not  deposited  in 
the  intestine.  When  the  uterus  of  the 
female  is  loaded  with  ripe  eggs,  the  worm 
migrates  to  the  rectum  and  may  be  elim- 
inated with  the  evacuations.  The  egg  does 
not  hatch  until  it  is  introduced  through 
the  mouth  and  is  acted  on  by  the  digestive 
juices.  The  embryo  grows  to  maturity  in 
the  small  intestine  and  after  fertilization 
the  males  die  off  and  the  females  travel  to 
the  cecum  and  later  to  the  rectum,  where 
they  either  expel  their  ova  or  work  their 
way  out  and  deposit  them  in  the  folds  of 
the  external  genitalia.  This  usually  occurs 
at  night  and  the  scratching  induced  by  the 
itching  causes  the  eggs  to  be  widely  spread 
about  the  region  of  the  anus.  As  a result 
of  scratching,  the  fingers  become  contami- 
nated with  ova,  which  may  be  carried  to 
the  mouth  and  cause  a new  infection.  It 
is  seen  that  auto-infection  can  easily  occur 
in  the  “finger-sucking”  child ; in  fact,  little 
hope  of  cure  can  be  expected  until  the  habit 
is  overcome.  The  duration  of  the  life  of 
Oxyuris  vermicularis  in  the  human  body  is 
not  known. 

I wish  to  call  attention  to  an  interesting 
observation  and  report  by  Harris  and 
Brown^^>  on  the  study  of  121  appendixes 
in  a routine  hospital  laboratory  examina- 
tion in  which  they  found  22  cases  showing 
oxyuris  nematodes.  In  a number  of  in- 
stances the  worms  were  found  deeply 
buried  in  the  mucosa,  sometimes  only  the 
head,  but  in  other  instances  from  one-half 
to  two-thirds  of  the  parasite  entered  the 
mucosa.  The  number  of  worms  varied 
from  one  to  32  and  the  majority  were  found 
near  the  proximal  end  of  the  appendix, 
very  few  being  seen  at  the  distal  end.  It  is 
interesting  that  these  patients  ranged  in 
age  from  14  to  30  years,  averaging  23 
years;  also  that  the  percentage  of  infesta- 
tions in  females  was  four  times  that  in 
males. 
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Fig:.  1.  Cass  section  of  appendix,  showing  oxyuris  ver- 
micularis  buried  in  the  mucosa.  (Harris  & Browne). 


Fig.  2.  Appendix  opened  up  showing  several  oxyurids. 
(Harris  and  Browne). 


The  clinical  history  of  nearly  all  the 
cases  was  one  of  recurrent  attacks  over  a 
period  of  one  or  more  years,  consisting 
of  abdominal  discomfort,  pain,  more  es- 
cially  in  the  right  iliac  region,  and  nausea, 
with  little  or  no  fever.  In  only  a few  of 
the  cases  slight  increase  in  the  total 
leukocytes  occurred,  the  differential  leuko- 
cyte count  being  practically  normal  in  all, 
with  no  eosinophil  increase.  The  writers 
stress  the  fact  that  no  stool  examinations 
were  requested  previous  to  the  operation, 
which  would  indicate  that  the  presence  of 
intestinal  parasites  was  not  considered 
likely  or  in  any  manner  related  to  the  case. 

I wish  to  report  three  cases  of  the  so- 
called  “Oxyuris  incognita”  of  Kofoid  and 
White, now  recognized  as  the  Heterodera 
radicicola,  a root  parasite. 

This  ovum  when  first  seen  and  described 
by  Kofoid  and  White  in  il919,  was  classed 
with  oxyuris  because  of  its  asymmetry 
suggesting  this  species.  The  size  of  the 
egg  and  in  addition  the  two  highly  refrac- 
tive, hyaline  blue-green  globules,  usually 
flattened  asymmetrically  at  the  poles  of 


the  egg,  were  sufficient  to  demonstrate  its  I 
unique  position  among  human  helminth  j 
ova.  The  egg  measured  on  the  average  95  i 
by  40  microns,  but  ranged  in  size  fromi 
68  to  133  microns  by  33  to  43,  dimensions  ' 
greater  than  those  of  the  ovum  of  any  pre- ' 
viously  known  human  intestinal  worm. 

The  fact  that  these  eggs  appeared  spor- 1 
adically  in  the  stools  and  that  their  occur- 
rence was  especially  noticeable  in  the  I 
summer,  when  vegetable  salads  are  a sig-  [ 
nificant  article  of  diet,  led  Sandground<«> 
to  experiment  with  the  root  nematode, 
Heterodera  radicicola,  which  is  both  widely ' 
distributed  and  extremely  common.  He 
observed  that  the  ova  of  this  species  pass 
through  the  human  alimentary  canal  ap- 1 
parently  uninjured  and  that  they  are  in  i 
appearance  in  every  respect  indistinguish-  ( 
able  from  the  eggs  of  the  supposed  Oxyti-  < 
m incognita.  In  one.  case  the  larva  was 
also  positively  identified  as  that  of  Heter- 
odera radicicola. 

Kofoid  and  White  reported  429  cases 
out  of  140,000  soldiers  examined  at  Camp 
Travis,  Texas.  Burnell, of  Australia,  in 
1921,  added  61  cases,  including  four  of 


Fig.  3.  Ova  of  Heterodera  radicicola,  drawn  to  scale,  in 
different  stages  of  development.  (From  Saugronid’s ) . 


Fig.  4. — Ova  of  reterodera  radicicola,  with  oxyuris  ver- 
micularis  ovum  at  right  for  Comparison. 
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! Sawyer’s  patients.  Wycoff  and  his  co- 
! workers^®’  saw  26  infestations  in  residents 
of  California  in  1923.  One  of  my  cases  is 
a young  man  seen  six  years  ago,  in  whom 
hookworm  ova  were  also  found.  The 
other  two  cases  are  in  two  little  Spanish 
girls,  sisters,  seen  in  February  of  this  year, 
referred  by  Dr.  E.  L.  Faust,  of  New 
Orleans. 

Both  of  the  children  have  trichuris  in- 
fection. In  all  the  cases  reported,  no  one 
established  relationship  of  occupation, 
place  of  residence  or  food  contamination 
to  infection.  If  syrhptoms  occurred,  the 
presence  of  human  parasites  were  thought 
to  be  responsible.  All  ova  disappeared,  re- 
gardless of  treatment,  within  three  days 
and  there  was  no  recurrence. 

My  only  excuse  for  presenting  the  cases 
is  because  of  the  possibility  of  the  ova 
being  confused  with  the  ova  of  parasites 
found  in  man. 

We  are  all  fairly  familiar  with  the  usual 
symptoms  that  accompany  parasitic  infec- 
tions, such  as  anemia,  digestive  and  ner- 
vous disturbances,  the  severity  of  which  is 
in  most  instances  dependent  upon  the  type 
of  infestation,  and,  perhaps,  partly  upon 
the  age  and  susceptibility  of  the  patient. 

Anemia  may  be  either  chlorotic  or  perni- 
cious in  type  if  the  infection  has  been 
accumulative.  The  anemia  in  the  instance 
of  hookworm  and  strongyloides  is  not  only 
due  to  the  loss  of  blood  but  partly,  perhaps, 
to  the  absorption  of  the  toxic  substances 
which  it  is  believed  these  worms  secrete. 
The  poisons  inhibit  the  coagulation  of  the 
blood  and  thus  induce  the  persistent  oozing 
which  occurs  from  the  denuded  surfaces 
caused  by  the  parasites. 

The  studies  of  the  International  Health 
Board  on  the  effects  of  hookworm  disease 
on  the  mental  and  physical  development  of 
children  indicate  that  the  disease  inter- 
feres with  both  mental  and  physical 
development,  the  permanency  of  ill  effects 
being  directly  related  to  the  severity  of  the 


infection  and  to  the  length  of  time  it 
perists. 

Eosinophil  increase  is  common  in  all  of 
the  five  nematode  infections  mentioned,  ex- 
cept the  pinworm,  at  some  stage  of  the 
disease.  Although  not  diagnostic,  it  is 
significant  and  its  presence  should  be  fol- 
lowed by  careful  stool  examination. 

Since  with  almost  all  of  the  parasitic 
worms  of  man  an  injurious  effect  is  pro- 
duced in  light  manifestations  as  well  as 
heavy,  and  although  there  may  be  no 
noticeable  symptoms,  and  since  every  "car- 
rier” is  a potential  spreader  of  the  disease, 
it  would  seem  that  the  greatest  accuracy  in 
diagnosis  is  desirable.  On  account  of  the 
presence  of  ova  or  larvae  in  the  fresh  stool, 
the  diagnosis  can  usually  be  made  by 
microscopical  examination. 

The  treatment  of  parasitic  diseases  has 
not  been  presented.  However,  most  of  the 
recent  text-books  and  current  medical  jour- 
nals on  the  subject  give  the  outline  of  such 
management.  The  reader  is  referred  es- 
pecially to  the  Manual  of  Tropical  Medi- 
cine, by  Castellani  and  Chalmers,  and  to 
Abt’s  Pediatrics. 

Correct  diagnosis  and  medicinal  meas- 
ures, followed  up  by  preventive  measures, 
are  essential  for  the  control  of  these 
diseases. 

The  prophylactic  means  are  principally 
the  proper  disposal  of  human  excreta,  with 
cleanliness  in  the  preparation  of  food,  as 
well  as  personal  cleanliness,  and  the  avoid- 
ance of  contaminated  water  and  fruits. 
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DISCUSSION. 

Dr.  Aldo  Castellani;  Mr.  Chairman,  ladies  and 
gentlemen:  I should  like,  first  of  all,  to  be  allowed 
to  congratulate  Dr.  Bass  on  her  most  interesting 
paper.  Dr.  Bass  had  the  kindness  to  show  me  a 
number  of  her  specimens,  and  I have  no  doubt, 
whatsoever,  that  her  microscopical  diagnoses  were 
correct. 

iStudy  of  intestinal  worms,  even  the  commonest 
worms,  have  great  importance  not  only  from  a 
purely  pathological  point  of  view,  but  also  from 
a clinical  point  of  view. 

In  certain  quarters,  the  old  teaching  still  lingers, 
that,  apart  from  the  hook  worm,  the  other  worms 
have  little  pathogenic  action,  and  if  they  have,  it 
is  merely  local  on  the  mucous  membrane  of  the 
intestine. 

I remember  when  I was  a medical  student, 
twenty-five  years  ago,  a poor  woman  brought  her 
little  boy  to  the  clinic  held  by  one  of  the  most 
famous  professors  in  Europe. 

The  little  boy  was  suffering  from  bronchitis, 
and  the  woman  said,  “I  came  to  you  because  the 
boy  has  a cough,  and  I know  it  is  worm  cough, 
cough  from  worms.”  The  professor  laughed,  and 
you  may  laugh,  too,  but  in  view  of  the  present 
knowledge,  now  that  we  know  the  migration  of 
the  intestinal  worms  through  the  lungs,  there  is 
no  doubt  whatsoever  but  that  woman  was  right. 

There  is  a symptom  which  is  often  found,  in  my 
experience,  in  cases  of  helminth  infestation  which 
is  hardly  mentioned  in  text-books,  and  that  is 
fever.  I will  limit  myself  to  saying  one  word  on 
the  fever  which  is  often  present  in  cases  of  hook 
worm  disease.  I happened  to  describe  this  condi- 
tion in  Ceylon  some  years  ago. 

We  had  an  excellent  example  of  the  condition, 
last  year,  at  Charity  Hospital,  in  a little  boy 
from  the  city.  The  fever  is  of  three  types,  you 
have  an  intermittent  type,  every  day  about  ten  or 
eleven  o’clock  in  the  morning,  the  temperature 
begins  to  rise  and  reaches  its  maximum  about  two 
or  three  in  the  afternoon;  the  maximum  gener- 
ally is  between  one  hundred  and  one  hundred  and 
one,  occasionally  one  hundred  and  two;  it  goes 
down  toward  night.  Then,  you  have  the  second 
type,  the  so-called  recurrent  or  undulent  type; 


you  have  several  periods  of  fever,  each  lasting 
eight  or  ten  hours.  Each  day,  the  fever  goes 
down,  until  it  becomes  normal.  I have  seen  two 
of  these  cases  mistaken  for  malta  fever.  Then 
the  third  type  is  the  so-called  irregular  type, 
when  the  temperature  may  be  one  hundred  and 
two,  one  hundred  and  three  on  some  days  and 
on  others  ninety-nine. 

With  regard  to  the  origin  of  this  ankylosto- 
miasis fever,  some  authorities  believe  it  is  caused 
directly  by  the  worm,  that  is  to  say,  that  the  worm 
excretes  certain  toxins  which  will  cause  fever.  I 
am  rather  of  the  opinion  that  the  fever  is  not 
caused  by  the  worm  itself,  per  se,  but  is  indirectly 
of  bacteriological  origin,  that  is  to  say,  the  little 
wounds  made  in  the  mucous  membrane  by  the 
hookworm  become  infected  by  certain  intestinal 
bacteria,  which  sometimes  enter  the  general 
circulation. 

In-  favor  of  my  contention,  are  the  following 
two  facts:  First,  the  temperature  very  often 

continues  for  two  or  three  weeks  after  the  inti- 
helminthic  treatment  has  been  given  and  has  been 
successful;  second,  in  a number  of  these  cases, 
the  blood  of  the  patient  shows  agglutinins  for  cer- 
tain groups  of  intestinal  bacilli.  In  a case  we 
had  at  Charity  Hospital  last  year,  the  blood  gave 
agglutination  for  intestinal  bacilli. 

In  conclusion,  I should  like  to  again  congratu- 
late Dr.  Bass  on  her  most  interesting  paper. 

Dr.  Clyde  Brooks:  I believe  we  are  getting 

more  to  appreciate  the  value  of  studying  para- 
sites. At  the  University  of  Alabama,  where  we 
have  been  making  a survey  of  the  students,  we 
find  about  twenty-five  percent  infestation  with 
hookworm.  Furthermore,  this  is  not  confined  to 
the  rural  districts.  We  find  hookworm  cases  right 
in  Tuscaloosa.  We  should  congratulate  Dr.  Bass 
on  this  excellent  piece  of  work,  and  should  try  to 
put  it  in  practice  so  far  as  we  can. 

Dr.  C.  C.  Bass:  I don’t  believe  I have  any 

discussion  to  offer.  I am  sure  you  will  agree  that 
this  paper  is  timely  to  remind  us  again  of  the 
importance  of  a very  common  and  prevalent  dis- 
ease or  condition,  that  of  intestinal  parasites. 
The  importance  of  infestation  with  some  of  these 
parasites,  especially,  has  been  very  greatly  em- 
phasized recently  by  the  discovery  that  in  the  case 
of  most  of  them,  the  larvae  pass  through  the  lungs 
and  do  a great  deal  of  damage  there.  It  is  dem- 
onstrable experimentally  in  the  case  of  strongy- 
loides,  as  we  had  already  known  was  the  case  with 
hookworms. 

I remember  many  years  ago,  inoculating  guinea 
pigs  with  very  large  numbers  of  bookwork  larvae 
and  observing  the  lungs  just  a few  hours  after- 
wards. It  is  simply  amazing  and  one  can  hardly 
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ippreciate  it  until  he  actually  sees  it  with  his  own 
>yes,  the  amount  of  damage  that  is  done  by  the 
arvae  as  they  pass  through  the  lungs.  Much  the 
same  thing  has  been  demonstrated  to  occur  with 
iscaris  and  also  with  strongyloides. 

It  is  interesting  to  recall,  also,  the  fact  men- 
;ioned  by  Dr.  Elizabeth  Bass,  that  the  strongy- 
oid  is  a harmful  parasite,  especially  of  old  people. 
\s  infected  individuals  grow  older,  their  infection 
isually  increases,  and  although  the  infection  is 
nore  or  less  harmless  during  the  active  younger 
period  of  life,  very  serious  damage  may  be  pro- 
luced  by  the  rapidly  increasing  number  of  larvae 
Dassing  through  the  lungs  in  very  old  people. 

Dr.  Geo.  S.  Bel:  Mr.  Chairman  and  Members 

rf  the  Society:  Dr.  Bass  is  to  be  complimented 

apon  her  very  carefully  prepared  and  ably  pre- 
sented paper. 

I now  recall  a patient  who  presented  herself 
at  my  office.  She  was  muchly  emaciated  and 
complained  of  coughing.  Without  performing  a 
physical  examination,  I requested  that  she  send  a 
specimen  of  sputum  for  examination.  A few  days 
later,  much  to  my  surprise,  I received  a report 
from  Dr.  W.  H.  Harris,  to  whom  the  specimen 
had  been  sent,  stating  that  a large  number  of 
ova  of  uncinaria  were  present. 

This  incident  I have  never  forgotten. 

Dr.  Guthrie:  Mr.  Chairman  and  gentlemen:  It 

was  my  good  fortune  to  report  the  first  case  of 
American  hookworm  in  Louisiana,  in  1903,  and 
since  then,  I have  been  more  or  less  interested  in 
the  subject. 

At  the  Base  Hospital  here  in  Alexandria,  we 
had  the  Thirty-ninth  Division;  the  Thirty-ninth 
Division  was  composed,  as  you  know,  of  troops 
from  Louisiana,  Mississippi  and  Arkansas.  We 
made  a survey,  after  the  epidemics  of  meningitis 
were  finished,  and  found  the  statistics  on  the 
Thirty-ninth  Division,  so  far  as  hookworm  was 
concerned,  about  as  Dr.  Brooks  described  them, 
about  twenty-five  or  twenty-seven  percent  of  in- 
festation. 

It  seems,  in  the  meantime,  we  know  that  from 
our  clinical  experience  of  today,  that  the  propor- 
tion in  the  hospitals,  our  proportion  of  hookworm 
infestation  is  very  much  lower  than  that.  We  do 
not  get  the  heavy  infestations  as  before.  We  have 
been  priding'  ourselves  that,  with  the  money  ex- 
pended by  the  Rockefeller  Foundation  and  all  the 
activities  at  work,  we  have  cut  down  that  infec- 
tion enormously.  Dr.  Brooks’  statistics  on  infes- 
tation are  rather  startling,  and  it  would  seem 
that  we  have  further  work  to  do. 

Anyone  who  has  worked  on  animals  knows  what 
a frightful  struggle  it  is  in  the  way  of  keeping 


those  animals  from  intestinal  parasites.  Our  own 
struggle  is  less  than  that,  but  still  a factor  in 
public  hygiene.  We  must  work  on  this  problem 
from  the  standpoint  of  constitutional  and  distant 
infection.  The  motion  of  the  migration  of  the 
organism,  which  we  have  known  for  sometime,  the 
temperature  reaction  would  sug'gest  very  strongly 
the  possibility  of  infection,  and  it  would  seem 
more  likely  that  the  infection  left  by  the  worm, 
in  its  passage  through  the  bowel  through  the 
tissues  was  a responsible  element  rather  than 
something  secreted  by  the  worm,  himself. 

Dr.  De  Buys:  Several  years  ago  I made  a sur- 

vey of  five  institutions  and  examined  the  stools 
of  five  hundred  and  ninety-five  children.  Dr.  Hugh 
C.  Dwyer  collaborated  with  me.  We  wanted  to 
know  what  intestinal  parasitic  infections  existed 
in  these  children;  with  what  frequency;  and  what 
value  should  be  placed  on  those  symptoms  usually 
ascribed  to  these  infections.  As  you  all  are  aware 
frequently  parents  will  say,  “Doctor,  my  child  had 
worms,”  and  will  give  a reason  for  their  opinion 
the  existence  of  the  symptoms  of  picking  of  the 
nose,  scratching  the  anus,  gritting  of  the  teeth 
and  rastless  at  night,  etc.  In  the  study  it  was 
found  that  these  various  symptoms  were  as 
frequent  in  those  individuals  who  were  not  in- 
fected as  they  were  in  those  who  were  infected. 
The  bloods  of  all  the  children  were  also  examined. 
While  an  eosinophilia  may  be  looked  upon  with 
suspicion  it  is  not  diagnostic  of  an  intestinal 
paraisitic  infection.  For  indeed  we  found  at  least 
one  instance,  in  every  type  of  infection  included 
in  our  study,  of  the  absence  of  an  eosinophilia. 
The  only  absolute  diagnosis  of  the  existence  of  an 
intestinal  parasitic  infection  is  the  finding  of  the 
parasite  or  its  ova.  It  is  interesting  how  free 
from  any  symptoms  children  may  be.  It  has  been 
my  custom  for  many  years  to  include  a stool  ex- 
amination of  every  patient  brought  me  for  con- 
sultation, no  matter  what  might  be  the  ailment. 
It  is  illuminating  to  note  the  frequency  of  infec- 
tions and  especially  so  in  those  cases  from  th® 
tropics.  Triple  and  quadruple  infections  are  not 
unusual,  and  in  children  too  who  have  no  sugges- 
tive symptoms. 

After  the  diagno^sis  is  made  what  is  to  be  done 
with  the  patient  regarding  the  treatment.  It  has 
been  very  discouraging  at  times  to  see  how  in- 
efficient are  the  various  drugs  which  are  advo- 
cated for  the  indivdual  worms.  With  some  of 
the  worms  there  are  drugs  which  appear  to  be 
specific.  In  some  of  the  more  common  infections 
as  for  example  the  round  worm  I have  seen  cases 
where  santonin  and  all  the  other  intestinal  anti- 
parasitic  drugs  have  been  ineffectual. 

A simple  point  in  the  treatment  of  oxyuris 
which  was  brought  to  my  attention  several  years 
ago  and  has  proven  of  much  value  and  which  I 
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wish  to  pass  on  to  you  is,  to  put  on  the  patient 
some  kind  of  garment  so  that  the  individual’s 
finger-nails  cannot  reach  the  anus  and  thereby 
the  individual  cannot  reinfect  himself  with  his 
hands  by  carrying  the  infection  to  his  mouth. 

I think  that  the  paper  which  Dr.  Bass  has  pre- 
sented emphasizes  very  clearly  the  cycle  of  the 
parasites  that  she  considered.  I cannot  help  but 
mention  that  there  is  much  to  be  done  in  connec- 
tion with  the  treatment  of  the  various  types  of 
intestinal  parasitic  infections. 

Dr.  Harris:  Any  further  discussion?  I would 

like  to  make  a few  remarks.  Dr.  Bass,  in  her 
paper,  has  very  kindly  alluded  to  the  observations 
carried  out  by  Dr.  D.  C.  Browne  and  myself,  upon 
the  presence  of  the  oxyuris  vermicularis  in  the  ex- 
amination of  routine  appendices  removed  in  a 
considerable  number  of  cases.  A very  striking 
fact,  as  Dr.  DeBuys  has  mentioned,  is  that  these 
patients  gave  no  other  symptomatology  to  occa- 
sion one  to  think  of  a parasitic  infection.  It  also 
lays  stress  on  the  fact  in  these  cases  of  rather 
obscure  symptomatology  with  reference  to  the 
appendix,  that  in  nineteen  percent  of  the  cases, 
we  found  the  oxyuris  had  invaded  the  appendix 
and  brought  about  ^pathological  changes  in  the 
mucosa. 

I might  mention,  along  the  lines  of  oxyuris, 
another  member  of  the  group  that  we  chanced 
upon  in  our  work.  There  has  been  considerable 
discussion  as  to  whether  the  oxyuris  occasioned 
appendicitis,  and  Dr.  Brown  and  I attempted  to 
carry  out  some  experiments  in  the  lower  animals. 
The  monkey  has  no  appendix,  and,  contrary  to  the 
evolutionary  notion,  we  found  that  the  rabbit 
(unless  he  may  be  considered  nearer  the  human) 
has  a very  splendid  appendix,  practically  amount- 
ing to  a diverticulum. 


We,  therefore,  fed  the  rabbits  with  a certain 
number  of  living  oxyuris  vermicularis,  and,  after 
a certain  period  of  time,  we  gave  the  rabbits  a 
dose  of  castor  oil,  to  see  whether  our  number  of 
parasites  introduced,  usually  forty  or  fifty,  had 
multiplied.  We  were  surprised  to  find  a tremen- 
dous evacuation  in  one  animal,  consisting  of  about 
one  thousand  or  more  parasites.  We  noted  they 
were  a little  more  white  and  a little  shorter  than 
those  we  put  in.  We  thought  possibly  the  herbi- 
vorious  nature  of  the  animal,  which  had  been  in- 
fested, may  have  modified  this  organism.  Upon 
further  study,  however,  we  found  that  the  rabbits 
are  occasionally  infested  with  an  oxyuris  ambigua, 
and,  as  a matter  of  fact,  there  are  a consider- 
able number  of  oxyuris  that  exist  among  lower 
animals. 

Is  there  any  further  discussion?  If  not,  I will 
call  on  Dr.  Bass,  and,  in  closing,  she  might  show 
the  lantern  slides  which  she  has  gone  to  some 
trouble  to  prepare. 

Dr.  Elizabeth  Bass  (closing)  : In  closing  may 

I say  that  it  required  not  a little  courage  for  me, 
an  embryo  in  the  knowledge  and  study  of  intes- 
tinal parasites,  to  event  attempt  to  skim  the  sur- 
face of  the  subject  in  the  presence  of  the 
eminent  and  world  recognized  authority,  Sir  Aldo 
Castellani. 

One  only  has  to  look  at  the  Manual  of  Tropical 
Medicine  in  which  he  is  joint  author,  without  at- 
tempting to  read  or  absorb  much  of  its  contents, 
to  appreciate  our  good  fortune  in  having  him 
present  to  discuss  this  superficial  paper.  After  all 
I feel  that  for  you  my  feeble  attempt  has  been  “a 
blessing  in  disguise.” 

I wish  to  thank  all  of  those  who  have  taken 
part  in  the  discussion,  and  especially  to  thank 
Dr.  Harris  for  having  given  me  the  privilege  of 
appearing  on  the  program. 


REVIEWS 


THE  B.  C.  G.  VACCINE.* 

REPORT  ON  CERTAIN  RESEARCHES  BY 
DR.  A.  BOCCHINI. 

ABSTRACT  TRANSLATION  WITH  INTRO- 
DUCTION. 

JOHN  SIGNORELLI,  M.  D., 

New  Orleans. 

Because  of  the  widespread  general  in- 
terest, and  particularly  because  of  the  local 
interest  recently  manifested  in  the  work 

*Read  before  the  Louisiana  State  Pediatric  So- 
ciety, Baton  Rouge,  April  9,  1928. 


being  done  by  Calmette  and  his  co-workers 
on  the  development  of  a vaccine  for  the 
immunization  of  infants  against  tubercu- 
losis, the  writer  has  thought  it  opportune  to 
bring  to  the  attention  of  this  body,  the  re- 
ported results  of  research  work  carried  on 
in  this  connection,  at  the  Institute  of  Clini- 
cal Pediatrics,  Royal  University  of  Perugia, 
under  the  direction  of  Prof.  I.  Nasso,  and 
reported  by  Dr.  Adriano  Bocchini  in  the 
February  15  issue  of  “La  Pediatria.”  The 
writer  is  especially  prompted  in  this  by  the 
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act  that  this  is  the  first  report  coming  to 
is  attention  which  is  at  variance  with  the 
lany  other  writings  he  has  seen  on  the 
ubject,  and  which  have  been  more  or  less 
niform  in  their  enthusiastic  spirit  of  com- 
aendation.  The  subject  is  so  vastly  impor- 
ant  and  the  possibilities  for  good  or  for 
larm  are  so  far-reaching  that  we,  to  whom 
he  public  justly  looks  for  guidance,  must 
,ccept  it  as  a duty  to  learn  fundamentally 
^^hether  we  are  dealing  with  an  innocuous 
ubstance  capable  of  producing  only  good 
n the  host,  and  at  worst  neither  benefit  nor 
njure  our  patients;  or  whether  in  intro- 
lucing  this  vaccine  we  are  furnishing  our 
)atients  with  a potential  active  tubercular 
nfection. 

Bocchini  introduces  his  article  by  re- 
newing previous  attempts  made  in  en- 
levoring  to  develop  an  anti-tuberculosis 
/accine  with  special  reference  to  the  work 
)f  Maragliano  in  1885.  He  then  details 
;he  theory  and  development  of  Calmette’s 
/accine,  giving  detail  statistical  data 
dready  reported  by  various  writers,  and 
inally  justifies  his  own  experimental 
vork  with  the  following  paragraph: 

“Before  beginning  vaccination  in  the 
luman  species,  however,  we  desired  to  un- 
dertake a series  of  experiments  upon 
mimals  with  view  of  becoming  personally 
acquainted  with  inability  of  the  vaccine, 
iiowever  administered,  to  provoke  lesions 
Df  tubercular  nature,  and  of  its  preventa- 
tive efficiency. 

“The  vaccine  was  generously  furnished 
by  Prof.  Ascoli,  Director  of  the  Institute 
'Vaccinogeno  Antituberculare’  to  whom  we 
renew  our  expressions  of  gratitude. 

“We  submit  at  this  time  the  results  of 
experiments  covering  a series  of  rabbits 
treated  endovenously.  As  to  the  technique 
of  administration  and  the  doses  (vaccina- 
tion and  virulent)  we  have  strictly  abided 
to  the  rules  indicated  by  Calmette  in  his 
latest  works. 

“On  February  23,  1927,  twenty  rabbits 
whose  weights  were  from  2500  to  3200 


grams,  were  given  intravenously  a single 
dose  of  30  mgr.  of  B.  C.  G. 

“Between  the  twentieth  and  fortieth  day 
from  the  inoculation  four  rabbits  were 
sacrificed. 

“Autopsy  in  each  case  showed  the  lungs 
to  be  permeated  with  small  nodules  of  a 
light  yellowish  color;  these  were  located 
beneath  the  pleura  and  within  the  parench- 
ema.  Histological  examination  of  the  lung 
tissue  made  by  Prof.  Businco,  Director  of 
the  Institute  of  Pathological  Anatomy  of 
the  University,  showed  evidence  of  a des- 
quamative broncho-pulmonitis,  character- 
ized by  numerous  foci  of  variable  size, 
irregularly  spherical,  most  of  which  were 
located  within  the  parenchyma;  often  in 
close  proximity  of,  or  in  contiguity  with  the 
bronchioles  or  small  blood  vessels.  The 
smaller  ones  were  the  size  of  a pulmonary 
alveolus  of  which  they  obliterated  the 
lumen;  others  progressively  larger  result 
from  confluent  involvement  of  several  ad- 
jacent bronchial  or  alveolar  areas. 

^^:  * * * * * 

“Staining  by  the  method  of  Ziehl  demon- 
strated occasional  acid-fast  bacilli. 

“Liver:  Macroscopically  reveals  only  oc- 
casional small  nodules  of  a light  yellowish 
color.  Histologically  the  tissues  present 
several  granulomatous  formations  of 
various  sizes,  made  up  of  small  foci  of 
lymphocytic  infiltration  and  epithelial  cells. 

“The  spleen  presented  hyperplasia  of  the 
follicles  and  dilatation  of  the  lacunae,  which 
were  filled  with  epithelial  cells. 

“No  other  findings  of  note  were  discov- 
ered in  the  other  viscera  of  these  sacrificed 
animals. 

“Two  and  one-half  months  after  vacci- 
nation the  remaining  il6  rabbits  were  ad- 
ministered a toxic  dose,  consisting  of  the 
endovenous  administration  of  0.5  mgr.  of 
a virulent  bovine  tubercular  culture  emul- 
sified in  0.5  cc.  of  sterile  physiological 
(salt)  solution. 
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“An  identical  inoculation  was  adminis- 
tered to  6 non-vaccinated  rabbits,  to  be 
used  as  controls. 

“About  one  and  one-half  months  later 
two  rabbits  of  the  control  series  died. 
Autopsy  presented  a picture  of  generalized 
military  tuberculosis  with  lungs,  liver, 
kidneys,  spleen,  etc.,  permeated  with 
tubercles. 

“A  few  days  after  the  death  of  the  two 
control  rabbits,  one  of  the  vaccinated  rab- 
bits died.  Autopsy  by  Prof.  Businco, 
showed  all  the  lobes  of  both  lungs  in- 
creased in  size  with  the  pleural  surfaces 
quite  rough  from  the  presence  of  numerous 
spherical  elevated  nodules,  yellowish  in 
color  and  gelatinous  in  oppearance,  which 
alternated  with  areas  of  crimson  color. 
The  general  consistence  of  the  entire  lung 
was  diffusedly  nodular. 

“On  section  the  surface  presented  numer- 
ous nodules  of  sizes  varying  from  a pin 
point  to  a grain  of  wheat  or  even  larger; 
the  larger  were  mostly  cortical  and  sub- 
cortical, yellowish  in  color,  compact  and 
moderately  moist. 

“Liver:  Congested  with  many  small  light 
yellow  nodules  about  the  size  of  the  head  of 
a pin;  the  same  nolules  were  present  on 
section  surfaces. 

“The  spleen  was  generally  congested. 

“The  kidneys  were  normal  in  size,  and 
showed  diffuse  punctiform  nodules  espes- 
ially  in  the  cortex. 

“Histological  examination  of  the  lungs 
showed  a desquamative  broncho-alveolitis, 
and  caseous  nodular  foci,  either  circum- 
scribed or  confluent,  more  especially  char- 
acterized by  an  abundant  de-epithelializa- 
tion  of  the  bronchioles  and  alveoli,  and  in- 
filtration of  the  septi.  In  certain  locations 
the  desquamative  changes  of  the  entire 
lung  tissue  in  form  of  circumscribed  foci 
which  show  homogenization  and  necrosis. 
Separating  these  foci  were  areas  of  par- 
enchyma less  occupied  by  exudate  and 


others  showing  enlarged  bronchioles  and 
alveoli  (emphysema).  All  over  there  was 
a conspicuous  repletion  of  vessels  showing 
proliferative  changes  of  the  imtima  and 
lymphocytic  infiltration. 

“Liver:  Upon  a general  back  ground  of 
hyperemia  and  fatty  degeneration,  were 
numerous  granulomatous  formations. 
There  was  lymphocytic  infiltration  and  re- 
cent proliferation  of  the  connective  tissue 
about  the  portal  vessels. 

“The  spleen  presented  hyperplasia  of  the 
follicles,  and  notable  dilatation  of  the 
lacunae  which  contained  quantities  of 
hemoglobin-pigmented  large  cells  of  a yel- 
low color. 

“The  kidneys  presented  hyperemia  and 
an  occasional  hemorrhagic  focus ; also  mod- 
erate degeneration  of  the  tubular  epithe- 
lium. The  most  striking  finding  was  the 
presence  of  several  nodular  formations, 
though  these  were  not  very  numerous. 

“During  the  succeeding  weeks  other 
animals  of  our  series  died ; those  which  had 
been  vaccinated  as  well  as  those  of  the 
control  series.  At  the  end  of  three  months 
every  one  of  them  had  died. 

“Autopsy  of  the  vaccinated  rabbits  pre- 
sented lesions  more  or  less  analogous  to 
those  described  above,  both  macroscopi- 
cally  and  histologically. 

“We  do  not  consider  it  necessary  to  add 
prolonged  discussion  as  nothing  could  add 
to  the  evidence  of  the  above  facts. 

“Administered  endovenously  to  rabbits 
in  maximum  doses  of  30  mgr.  the  B.  C.  G. 
vaccine  did  not  demonstrate  itself  either 
innocuous  nor  efficacious  since,  it  pro- 
voked lesions  of  specific  nature  (desqua- 
mative broncho-alveolitis)  and  did  not  pro- 
tect the  animals  so  vaccinated  from  subse- 
quent virulent  inoculations. 

“Already  Heymans  had  cast  doubt  upon 
the  efficacy  of  the  B.  C.  G.  vaccine.  This 
author  having  vaccinated  and  later  inocu- 
lated by  endovenous  and  subcutaneous  ad- 


Reviews 


353 


ministration  of  very  weak  virulent  bacilli 
about  150  guinea  pigs  and  rabbits,  saw  all 
the  vaccinated  animals  die  from  general- 
ized tuberculosis,  surviving  only  by  a few 
days  or  weeks  the  controls.  Even  the 
animals  kept  together  with  guinea  pigs 
affected  with  active  (open)  tuberculosis, 
in  spite  of  vaccination,  contracted  a fatal 
tuberculosis. 

“Recently  Coulaud  noting  and  describing 
the  vast  and  profound  lesions  met  in  rab- 
bits receiving  maximum  doses  of  B.  C.  G. 
endovenously,  concludes  that  these  never 
produce  caseous  formations  and  in  all 
cases  there  is  an  evolution  towards  com- 
plete recovery,  both  biologically  and  histo- 
logically. However,  it  is  also  true  that 
Coulaud  injected  only  15  mgr.  of  the  vac- 
cine (half  the  dose  advised  by  Calmette) 
and  did  not  subsequently  conduct  any  viru- 
lent control  tests. 

“More  recently  Kraus,  Selter,  and  Blu- 
menberg,  though  admitting  with  Calmette 
that  the  vaccine  B.  C.  G.  administered  by 
mouth,  in  limited  doses,  is  inoffensive,  in- 
sist upon  the  tubercular  nature  of  the  le- 
sions met  in  the  animals  vaccinated  by  the 
intravenous  and  intraperitoneal  routes. 
These  findings  have  been,  at  least  in  part, 
confirmed  by  Suarez,  who,  apparently  au- 
thorized by  Calmette,  justifies  thorn  by 
affirming  that  if  the  vaccine  B.  C.  G.  is 
avirulent  this  does  not  exclude  that  it 
might  be  pathogemic. 

“But  admitting  that  the  lesions  provoked 
by  the  endovenous  administration  of  the 
B.  C.  G.  evolve  with  certainty  to  a com- 
plete recovery,  the  vaccine,  however  did  not 
protect  our  rabbits  against  the  administra- 
tion of  virulent  bacilli,  as  a control.  All 
the  animals  in  fact  died  within  the  space 
of  one  to  three  months  presenting  signs  of 
generalized  tuberculosis.  And  here  it  is  of 
interest  to  refer  to  a female  rabbit  vacci- 
nated and  subsequently  inoculated  with 


virulent  germs  which,  four  months  after 
the  vaccination  and  48  days  after  the  con- 
trol inoculation,  gave  birth  to  a prema- 
ture fetus,  which  at  autopsy  did  not  pre- 
sent any  tubercular  lesion.  Pieces  of  organs 
from  the  fetus,  however,  inoculated  by 
laporatomy,  within  the  peritoneal  cavity  of 
a guinea  pig,  produced  death  of  the  animal 
at  the  end  of  26  days  after  inoculation, 
with  findings  of  a classic  generalized 
tuberculosis. 

“Which  demonstrates  that  not  only  had 
the  B.  C.  G.  failed  to  protect  the  mother 
from  the  virulent  inoculation,  but  had  also 
permitted  the  virus  to  pass  through  the 
placenta  and  infect  the  fetus. 

“Before  concluding  it  seems  opportune 
to  insist  that  the  grave  lesions  met  by  us 
and  other  authors  refer  exclusively  to 
animals  treated  by  the  endovenous  route 
of  administration  of  the  vaccine. 

“We  do  not  put  aside  the  fact  that  the 
vaccine  administered  by  oral  route  and  in 
small  doses  may  result  harmless.  But 
may  it  not  be  that  this  innocuity  depends 
not  so  much  upon  the  avirulence  of  the 
germs  as  to  the  route  of  administration. 

“Altogether  it  does  not  appeal  advisable 
to  us  to  use  in  the  human  even  by  the  oral 
route  and  in  small  doses,  a vaccine  which 
administrated  endovenously  provokes  very 
grave  lesions,  upon  the  tubercular  nature 
of  which  every  one  is  in  accord. 

“Moreover,  studying  carefully  the  sta- 
tistics of  Calmette,  of  Weill-Haille  and  of 
Turpin,  one  can  not  be  but  surprised  by  the 
relative  frequency  of  cases  of  tubercular 
meningitis  observed  even  in  the  earliest 
months  of  life  in  infants  which  had  been 
vaccinated.  The  onset,  so  early,  of  this 
localization,  which  usually  is  met  after  the 
third  or  fourth  month  of  life,  might  not 
without  reason,  be  placed  in  close  relation 
to  the  administration  of  the  vaccine.” 
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CASE  REPORT  OF  LOBAR 
PNEUMONIA 
TYPE  II 

WITH  POSITIVE  BLOOD  CULTURE.* 

CHAILLE  JAMISON,  M.  D., 
and 

HYDER  F.  BREWSTER,  M.  D., 

New  Orleans. 

Lobar  pneumonia,  as  one  of  the  major 
causes  of  death,  must  necessarily  command 
the  attention,  time  and  only  too  often  the 
disappointment  of  the  internist.  Fortu- 
nately, we  now  have  a specific  anti-serum 
with  which  to  combat  Type  1 pneumonias 
when  employed  sufficiently  early.  Type 
IV  is  not  so  terrifying  because  of  its 
relatively  low  mortality.  The  chief 
point  of  contention  is  now  with  types  II 
and  III  both  of  high  mortality  and  against 
which  we  have  no  sepecific  sera  These 
types  are  highly  fatal  when  blood  cultures 
are  positive. 

CASE  OF  P.  W.  (No.  E22804). 

This  case  is  one  of  Type  II  lobar  pneumonia, 
presenting  a positive  blood  culture,  occurring 
in  a young  vigorous  negro  male,  24  years  of  age, 
hyposthenic  in  type  and  weighing  155  pounds. 
He  was  admitted  to  Charity  Hospital  October  15, 
1927,  at  10:15  p.  m. 

The  history  on  admission  revealed  the  immed- 
iate complaints  of  headache  and  pains  in  the  up- 
per right  abdomen  and  lower  right  thorax,  the 
latter  exaggerated  on  deep  breathing  or  cough- 
ing. The  illness  dated  from  7 :30  p.  m.  of  Octo- 
ber 13,  when,  with  very  slight  prodromal  symp- 
toms and  no  definite  exposure,  the  patient  had  a 
rather  severe  chill  followed  by  headache,  fever, 
general  malaise  and  rather  sharp  pains  in  the 

*Read  before  the  Orleans  Parish  Medical  Soci- 
ety, April  23,  1928. 


upper  right  abdomen  and  the  lower  right  thorax. 
Soon  a non-productive  cough  developed  which  ex- 
aggerated the  pains  considerably;  later  the  cough 
became  productive  of  a very  tenacious  sputum 
which,  by  the  time  of  admission,  had  become 
strikingly  typical  of  lobar  pneumonia.  No  other 
complaints  were  admitted  and  the  past  history 
revealed  nothing  of  importance  except  that  the 
patient  had  never  had  any  type  of  pneumonia  be- 
fore; had  always  been  strong  and  healthy,  and 
that  previous  to  about  eighteen  months  ago  he 
had  been  a rather  heavy  drinker. 

The  physical  examination  on  October  16  re- 
vealed a well-developed  and  well  nourished  light 
chocolate  colored  negro  male,  hyposthenic  in  type, 
24  years  of  age,  weighing  155  pounds,  lying 
quietly  in  bed  on  his  back.  He  was  mentally 
clear  and  accurate,  but  gave  the  general  impres- 
sion of  being  very  sick.  It  was  at  once  observed 
that  the  sclerae  were  deeply  jaundiced,  the  ala 
nasi  dilated  widely  on  early  inspiration;  the  respi- 
rations were  rapid — 36  per  minute;  there  was  an 
expiratory  grunt,  and  that  herpes  covered  about 
one-half  the  surface  of  the  lips.  The  lower  part 
of  the  right  lung — lower  lobe — was  relatively  in- 
active, having  very  little,  if  any,  expansion  and 
practically  no  vertical  excursions.  Over  the  lower 
lobe  of  the  right  lung  were  elicited  flatness  on 
percussion,  increased  tactile  fremitus,  bronchial 
breathing,  bronchophony  and  pectoriloquy.  Only 
along  the  upper  border  of  this  area  could  a few 
fine  moist  rales  be  heard.  Tenderness  was  noted 
over  the  lower  part  of  the  right  thorax,  especially 
in  front.  The  heart  was  normal  in  size  and  posi- 
tion; its  sounds  were  rather  clear  and  loud;  the 
rhythm  was  regular — rate  120  per  minute;  no 
murmurs  were  present.  The  abdomen  presented 
only  tenderness  of  a moderate  degree  along  the 
right  costal  border,  with  detectable  rigidity  of  the 
upper  part  of  the  right  rectus.  The  extremities 
presented  nothing  of  note  except  a radial  pulse 
of  good  volume  and  tension  and  well  sustained. 

LABORATORY  EXAMINATIONS. 

Sputum,  October  15,  1927 — Tenacious  and 

“rusty”,  presenting  many  Gram  positive  lancoid 
diplococci;  sputum  typed  No.  I. 


Urine  October  16,  1927 

October  20,  1927 

October  24,  1927 

Sp.  Gr.  1.015 

1.009 

1.010 

Albumen,  1 per  cent 

0.5  per  cent 

1 per  cent 

Few  pus  cells 

Few  pus  and  r.  b.  c. 

Few  pus  and  r.  b.  c. 

Few  fine  gran,  cast 

Mod.  fine  and  coarse  gran- 
ular casts 

As  for  October  20 

Other  findings  negative  except  for  bile  pigments. 


Case  Reports  and  Clinical  Suggestions. 


355 


BLOOD  COUNTS  Oct.  16,  1927  Oct.  20,  1927  Oct.  25,  1927 


Total  red  cells 4,330,000  4,250,000 

Total  white  cells..  22,750  36,750  24,250 

Small  mono 4 12 

Large  mono Ill 

Eosinophils  0 0 0 

Basophils  0 0 0 

Neutrophils  95  9S  97 


BLOOD  CULTURES 


October  17,  1927 
Positive  and  Type  II 

Six  colonies  per  one  cu- 
per  one  cubic  centimeter 
of  blood. 


October  24,  1927 
Positive  and  Type  II 

One  hundred  colonies 
one  cubic  centimeter  of 
blood. 


pulse  rate  does  not  follow  inversely  the  blood 
pressure  in  all  instances.  The  fall  in  tempera- 
ture simulating  crisis  nearly  24  hours  before  the 
death  of  the  patient  is  also  of  interest. 

(1).  Cecil,  E.  L.,  Baldwin,  H.  S.,  and  Larsen,  N.  P.:  Lo- 
bar Pneumonia,  Archives  Int.  Med.  40:  Sept.,  1927. 

DISCUSSION. 

Dr.  John  H.  Musser  (New  Orleans) : This  pa- 

per of  Dr.  Jamison’s  was  very  instructive  and 
more  than  unusually  interesting  because  of  his 
paper  read  before  the  last  meeting  of  the  Louisi- 
ana State  Medical  Society  which  reported  a series 
of  cases  of  Type  II  pneumonic  infection. 


Blood  Wassermann  October  17,  1927,  negative. 

TREATMENT. 

The  usual  symptomatic  measures  were  initi- 
ated and  continued.  High  caloric  diet,  especially 
carbohydrates  with*  an  abundance  of  fluids,  was 
stressed.  Brandy  was  given  in  moderate  quan- 
tities. 

On  the  basis  of  the  sputum  typing  I on  admis- 
sion, Type  I antipneumococcic  serum  was  given 
intravenously  in  100  c.c.  doses  as  per  chart  until 
600  c.c.  had  been  given  in  three  days. 

This  produced  no  change  in  any  phase  of  the 
case  and  only  after  the  initial  dose  did  there 
occur  a slight  reaction  in  the  form  of  chilliness 
with  some  increased  sense  of  depression.  Our 
suspicions  were  justifled  when  the  blood  culture 
proved  to  be  positive  and  of  Type  II.  Having 
no  specific  serum  for  Type  II,  intravenous  admin- 
istration of  a one  per  cent  aqueous  solution  of 
mercurochrome  was  initiated  at  once  and  con- 
tinued daily  as  per  graphic  chart  until  95  c.c. 
had  been  given  in  seven  days.  No  mercurochrome 
was  injected  longer  than  thirty  minutes  after  pre- 
paring the  solution,  and  no  reactions  occurred. 

SUMMARY  OF  THE  CASE. 

No  better  general  view  of  the  case  can  be  had 
than  that  obtained  from  the  graphic  chart  which 
presents  temperature,  pulse,  respiration,  blood 
pressure,  intravenous  medication  and  some  impor- 
tant laboratory  features,  all  collected  in  time 
sequence.  At  no  time  did  there  occur  any  sub- 
stantial improvement  in  the  general  condition  of 
the  patient,  no  medications  being  of  curative 
value.  There  are  some  very  interesting  fluctua- 
tions of  blood  pressure  without  any  explanation. 
Also,  great  changes  in  respiration,  but  without 
definite  association  with  the  blood  pressure.  The 


Despite  the  number  of  cases  of  pneumonia 
which  have  been  reported  as  being  benefited  by 
the  administering  of  mercurochrome — the  fact  re- 
mains that  in  few  cases  do  we  know  the  exact  re- 
sults from  the  use  of  this  drug.  In  the  case  re- 
ported by  Dr.  Jamison  mercurochrome  had  no  ef- 
fect whatsoever;  if  anything,  it  had  a deleterious 
effect.  In  the  treatment  of  this  condition,  we 
must  bear  in  mind  that,  so  far  as  we  know  at 
the  present  time,  mercurochrome  has  no  effect, 
except  in  the  early  stages.  After  the  first  24  or 
48  hours  there  is  little  if  any  benefit  from  the 
use  of  this  drug. 

It  is  hard  to  judge  accurately  the  result  of 
treatment  in  the  disease,  pneumonia — I know  of 
nothing  more  difficult.  I have  known  one  hospi- 
tal, for  some  years,  to  admit  all  patients  to  one 
of  three  services  in  order  to  estimate  the  efficacy 
of  three  different  lines  of  treatment: 

(a)  quinin  and  urea; 

(b)  expectant  or  digitalis; 

(c)  anti-body  preparations. 

One  winter  the  service  that  was  using  one  of 
these  preparations  had  marvelous  results;  the  sec- 
ond winter  another  service  was  the  most  success- 
ful and  the  third  winter,  the  service  which  had  not 
done  as  well  the  two  previous  "winters  had  the  best 
results.  So  you  can,  therefore,  see  that  it  is  diffi- 
cult to  evaluate  the  efficacy  of  any  treatment  of 
pneumonia.  We  must  bear  in  mind  the  consider- 
ation of  the  different  types  of  pneumonia  and  that 
in  different  winters  one  type  of  pneumonia  is  more 
frequent  than  the  others.  It  varies  much  in  differ- 
ent winters.  It  is  rather  hard  to  make  any  dog- 
matic statement  about  the  different  types,  their 
seriousness  and  frequency  unless  a study  is  car- 
ried on  for  some  time.  Dr.  Jamison  hopes  to  con- 
tinue to  study  pneumonia  and  I am  sure  that  he 
has  brought  out  many  interesting  facts  tonight. 
To  these,  I hope,  will  be  added  many  more,  as  a 
result  of  his  future  studies  of  this  disease. 
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common  sense,  good  judgment,  public 
spirit,  breadth  of  vision  and  social  percep- 
tion. Therefore,  make  use  of  these  gifts 
directly  by  personal  example  and  indirectly 
by  word  of  mouth  after  mature  judgment 
has  formed  your  opinion.  Remember  that 
“the  right  of  franchise  is  the  right  to  vote 
— the  most  valuale  heritage  that  the  Amer- 
ican people  have.”  If  this  right  was  more 
generally  observed  by  physicians  than  it  is, 
their  ideas  and  ideals  concerning  health, 
social,  and  public  measures  of  their  State 
or  Parish  would  receive  the  attention  from 
legislators  they  warrant. 

In  the  present  election  national  policies 
for  the  next  four  yyears  will  be  largely 
decided.  Now  is  the  time  to  make  your 
opinion  felt.  The  candidate  of  one  of  the 
great  parties  has  proved 'an  able  executor 
of  enormous  charitable  benefactions;  the 
other  has  done  more  in  providing  and  car- 
ing for  the  lame,  the  halt,  the  blind,  the 
sick  and  the  insane  of  his  State,  or  any 
State,  than  any  man  who  has  ever  occupied 
a gubernatorial  chair.  Both  men  have 
shown  their  worth.  Both  men  should  prove 
satisfactory  to  the  doctors  of  this  country 
from  the  point  of  view  of  the  elucidation  of 
social  problems.  Therefore,  let  other  con- 
siderations form  your  decision  which  will 
be  expressed  on  Tuesday  next  by  your  for- 
mal casting  of  the  tangible  evidence  of  the 
right  of  franchise— the  ballot. 


THE  NATIONAL  ELECTION. 

The  present  number  of  the  Journal  will 
be  out  but  a few  days  before  the  decision 
of  the  voters  throughout  the  country  will 
be  made  which  will  determine  who  shall 
act  as  their  Chief  Executive  for  the  coming 
four  years.  In  the  short  time  that  is  left 
before  November  the  sixth,  make  up  your 
mind  definitely  and  unalterably  that  you 
are  going  to  vote,  and  to  vote  without  bias 
or  prejudice  for  the  man  you  consider  the 
better  of  the  two  candidates.  The  average 
physician  regards  elections  with  an  almost 
ubiquitous  lethargy.  This  is  unfortunate 
because  he,  above  all  other  men  in  his  com- 
munity, is  blessed  \wth  the  attributes  of 


THE  NATIONAL  INSTITUTE  OF 
HEALTH. 

Senator  Ransdell  has  recently  sent  out  to 
the  medical  profession  in  the  State  of 
Louisiana  Report  No.  1280,  which  has  to  do 
with  the  bill  which  the  Committee  on  Com- 
merce, of  which  he  is  Chairman,  has  under 
consideration.  The  purpose  of  this  bill  is 
“to  promote  the  health  of  human  beings,  to 
prolong  their  lives,  to  increase  their  happi- 
ness, to  improve  their  earning  capacity, 
and  to  reduce  their  living  expenses.”  A 
consummation  of  such  Utopian  ideals  would 
most  certainly  create  the  millennium,  but 
unfortunately  it  is  not  to  be  attained  by  an 
act  of  Congress.  More  specific  than  this 
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rather  broad  statement  of  the  object  of 
the  bill,  its  purport  is  to  create  a national 
institute  of  health,  under  the  jurisdiction 
of  the  Surgeon  General  of  the  United  States 
Public  Health  Service  which  has  for  its 
purpose  the  acceptance  of  gifts  for  the 
study  of  disease,  the  maintenance  of  fellow- 
ships in  scientific  research  and  the  encour- 
agement of  investigative  problems.  At  the 
hearings  of  the  Sub-Committee  of  Com- 
merce, many  distinguished  gentlemen  spoke 
on  the  advantage  of  having  the  Govern- 
ment enter  into  the  field  of  medical  re- 
search, and  to  further  this  with  an  appro- 
priation of  $10,000,000.  There  is  no  ques- 
tion that  such  an  appropriation  would  be 
of  gain  to  research  in  medicine.  It  is  de- 
cidedly an  open  question,  however,  if  the 
Government  should  continue  to  enlarge  and 
to  widen  its  present-day  activities  of  a 
socialistic  nature.  The  paternalism  of  the 
Government,  as  exhibited  in  so  many  dif- 
ferent directions  at  the  present  time,  is  a 
far  cry  from  the  democratic  simplicity  of 
the  Jeffersonian  era.  To  many  m^en  at 
least  it  seems  time  to  cry  a halt  to  the  in- 
creasing tendency  of  the  central  Govern- 
ment to  take  over  the  management  of  every- 
thing or  anything,  no  matter  whether  it 
deals  with  business,  commerce,  law,  finance, 
agriculture,  medicine,  or  other  phases  of 
the  everyday  life  of  the  citizen. 


THE  DAMAGED  HEART  AND 
ANESTHESIA. 

A subject  of  mutual  interest  to  the  phy- 
sician and  to  the  surgeon  is  how  to  esti- 
mate the  risk  and  how  to  care  for  an  indi- 
vidual with  a damaged  heart  who  requires 
an  operation.  Often  this  question  is  answer- 
able  only  in  one  way  because  the  operation 
is  necessary  to  save  the  patient’s  life,  and 
the  possible  deleterious  effect  on  the  heart 
must  be  summarily  dismissed;  but  another 
query  arises  in  this  latter  case  which  best 
can  be  answered  by  proper  team  work  be- 
tween the  interested  physicians,  as  to  what 
pre-operative  and  post-operative  protec- 
tive measures  are  advisable  under  such  cir- 
cumstances. The  first  of  these  problems  is 


further  complicated  by  the  factor  of  heart 
failure  in  a certain  proportion  of  cases. 
Marvin*  writes  that  this  consideration  is 
of  primary  importance.  If  a patient  with 
signs  of  heart  disease  is  able  comfortably 
to  carry  on  the  activities  of  a normal  life 
he  does  not  have  heart  failure,  and  the  so- 
called  stress  and  strain  of  operation,  which 
truthfully  throws  but  little  load  on  the 
heart,  will  not  offect  that  individual.  If 
early  congestive  failure  is  possibly  present 
as  shown  by  the  history  of  dyspnea  on  ex- 
ertion, the  two  pillows  at  night  story  and 
the  afternoon  pretibial  edema,  plus  rales  at 
the  lung  bases,  it  would  be  wise  to  admin- 
ister digitalis  in  full  therapeutic  doses.  In 
patients  with  advanced  congestive  failure 
naturally  operation  would  be  performed 
only  under  the  most  urgent  circumstances, 
but  even  with  these  patients,  rest,  digitalis 
and  diuretics  will  carry  far.  Digitalis,  as  a 
routine  measure,  in  the  average  dose,  has 
very  little  value  and  should  not  be  given  as 
a routine  preoperative  measure. 

The  choice  of  the  anesthetic  is  of  import- 
ance, but  of  greater  importance  is  the  selec- 
tion of  the  proper  person  to  administer 
either  ethylene  or  nitrous  oxide.  With 
these  anesthetics  at  hand  and  a skillful 
anesthetist  the  patient  will  sink  off  into  a 
pleasant,  dreamless  slumber  instead  of  ex- 
hausting the  cardiac  reserve  with  a pro- 
longed combat,  the  like  of  which  no  sane 
physician  would  countenance  under  any 
circumstance  in  a patient  with  a damaged 
heart. 

The  fear  of  operating  upon  a patient 
with  heart  disease  has  largely  passed. 
Proper  care  before  the  operation  and  after- 
wards will  prevent  serious  results  in  most 
cases,  but  always  the  surgeon  should  bear 
in  mind  the  possibility  of  sudden  death, 
even  at  rest,  of  a patient  with  syphilitic 
heart  disease  with  aortic  insufficiency, 
complete  heart  block,  and  angina  pectoris. 
When  operation  is  advisable  upon  such 
patients,  they  and  their  families  should  be 
warned  of  this  possibility  by  the  surgeon  as 
a measure  of  self-protection. 

*Marvin,  H.  M.:  The  heart  during  anestesia  and  opera- 
tive procedures.  New  England  J.  Med.,  199:547,  1928. 
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TRANSACTIONS  OF  THE  PRESBYTER- 
REAN  HOSPITAL  CLINICAL 
SOCIETY. 

The  regular  monthly  meetings  of  the  so- 
ciety were  resumed  September  27.  The 
routine  business  was  attended  to  in  the 
usual  manner,  and  several  interesting 
deaths  were  discussed.  Among  the  lat- 
ter was  one  by  Dr.  Loria.  The  patient  had 
had  symptoms  pointing  to  a severe  paren- 
chymatous nephritis  probably  arising  from 
mercurial  poisoning.  He  developed  a bloody 
watery  diarrhea  and  complete  anuria.  His 
blood  chemistry  showed  the  following:  (1) 
total  non-protein  nitrogen  400  mg.,  (2) 
uric  acid  6.1  mg.,  (3)  creatinine  7.5  mg., 
and  the  carbon  dioxide  combining  power 
of  the  blood  106.5  volume  per  cent.  No 
urine  could  ever  be  obtained  for  an  urin- 
alysis. The  red  blood  cell  count  was  2,925,- 
000;  and  the  total  whites  21,000.  The  pa- 
tient was  critically  ill  over  a period  of  about 
five  days,  before  dying. 

Dr.  D.  C.  Browne  presented  an  interest- 
ing survey  of  some  recent  clinical  work, 
undertaken  by  him,  on  a method  for  the 
treatment  of  oxyuris  vtermicularis  infec- 
tions. According  to  him  it  has  been  shown 
that  this  parasite  is  particularly  susceptible 
to  even  slight  elevations  in  temperaure. 
Heat  kills  them  off  very  rapidly.  As  the 
result  of  this  Dr.  Browne  has  devised  a 
method  of  introducing  very  warm  saline 
into  the  colon  per  rectum.  The  heat  and 
quantity  is  ingeniously  regulated  by  a 
mechanical  devise.  The  patients  are  given 
from  one  to  three  of  these  treatments — as 
the  necessity  may  arise — and  his  results 
have  been  very  gratifying.  He  reported 
a series  of  cases,  and  showed — by  compari- 
son— that  this  form  of  treatment  is  better 
than  many  of  the  other  methods. 

A case  of  multiple  sclerosis  was  pre- 
sented by  Dr.  H.  R.  Unsworth,  in  whom  a 
diagnosis  of  cerebellar-pontine  tumor  had 
been  made  elsewhere.  The  patient  was  a 
married  woman  32  years  of  age.  She  pre- 
sented symptoms,  which  to  the  unwary  ap- 


peared typical  of  a cerebellar-pontine 
tumor.  However,  there  were  enough  un- 
usual findings  in  the  history  and  physical 
examination  to  warrant  further  study — 
which  Dr.  Unsworth  proceeded  to  do. 
Operation  was  deferred;  and  the  patient 
examined  several  times  and  by  several- 
neurologists,  etc.  The  existence  of  any  in- 
tra-cranial  tumor  was  completely  ruled  out 
and  a definite  diagnosis  of  multiple  sclerosis 
made. 

Dr.  Unsworth  explained  that  this  case 
taught  him  rather  forcefully  two  important 
points,  i.  e.,  “first  that  it  is  always  wise  not 
to  accept  a diagnosis  without  a very  care- 
ful history,  routine  laboratory  work,  and  re- 
peated examinations;  because  oftentimes 
our  conclusions  are  misleading.  Secondly, 
the  symptomatology  in  this  case  was  rather 
unusual  and  interesting.” 

Frank  L.  Loria,  M.  D. 
STAFF  MEETING 

SOUTHERN  BAPTIST  HOSPITAL,  OC- 
TOBER 9,  1928. 

1.  Presentation  of  a case  by  Dr.  Rena 
Crawford — Discussion. 

2.  Presentation  of  a case  by  Dr.  Oscar 
W.  Bethea — Discussion. 

3.  Presentation  of  a case  by  Dr.  T.  H. 
Oliphant — Discussion. 

Dr.  Rena  Crawford  presented  a little  patient  of 
hers,  who  showed  some  leukoderma  on  his  back. 
The  child  had  been  perfectly  normal  all  his  life. 
On  January  last,  he  became  ill  with  a mild  attack 
of  chicken-pox.  The  mother  did  not  call  in  a doc- 
tor as  the  child  experienced  no  complications.  In 
May,  the  child  was  brought  to  Dr.  Crawford’s  of- 
fice and  it  w'as  found  that  he  had  leukoderma  on 
his  back.  Wherever  there  had  been  a chicken- 
pox  mark,  there  was  a white  patch.  Dr.  Crawford 
said  that  she  had  never  seen  a case  like  this  be- 
fore. Dr.  Menage,  who  was  consulted,  said  that 
he  had  often  seen  leukoderma  from  traumatic  in- 
juries, especially  in  negroes,  but  that  he  had  never 
seen  it  from  chicken-pox. 
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DISCUSSION. 

Dr.  Oscar  W.  Bethea  asked  if  there  was  any  his- 
tory of  these  chicken-pox  spots  having  become  sec- 
ondarily infected  from  scratching. 

Dr.  Crawford  replied  that  she  thought  the  spots 
were  not  secondarily  infected  as  she  thought  the 
mother  would  have  become  frightened  and  called 
in  a doctor,  and  she  had  not  done  so. 

Dr.  C.  W.  Allen  said  that  a good  many  years 
ago,  in  talking  to  Dr.  Isadore  Dyer,  he  grouped 
leukoderma  and  chloasma  as  probably  of  a similar 
origin  and  suggested  as  a remedy  a diet  of  beans^ 
particularly  applicable  to  chloasma.  This  was  be- 
fore the  time  of  vitamins.  He  was  asked  how  much 
beans  should  be  eaten  and  said  just  to  keep  on 
eating  beans  as  they  had  been  known  to  produce 
improvement.  Since  then,  we  have  learned  of  the 
high  content  of  peas,  beans  and  all  legumes  in 
vitamins.  Dr.  Dyer  did  not  know  why,  but  he  had 
seen  benefit  from  the  use  of  beans.  It  may  be 
that  leukoderma  would  yield  to  the  same  remedy 
as  did  liver  spots  since  he  thought  that  they  had  a 
similar  origin. 

Etiological  Diagnosis  of  Asthma.  Dr  Oscar  W. 
Bethea. 

This  man,  Mr.  J.  B.  shows  some  rather  interest- 
ing features  that  cause  me  to  feel  that  we  would 
be  justified  in  presenting'  him  at  the  staff  meeting. 

He  was  admitted  with  a diagnosis  of  asthma.  I 
understand  that  his  case  had  been  regarded  as  true 
or  spasmodic  asthma,  in  contradistinction  to 
symptomatic  dyspnea,  such  as  is  frequently  en- 
countered in  cardiac,  pulmonary,  renal  and  some 
other  diseases. 

He  came  here  for  two  purposes,  first,  to  secure 
symptomatic  relief  and  second,  in  the  hope  that 
he  could  be  permanently  relieved  of  his  chronic 
asthmatic  tendency. 

I will  not  burden  you  at  this  time  with  any  de- 
tailed discussion  of  his  general  condition,  or  of 
what  we  have  done  to  give  him  symptomatic  re- 
lief from  the  acute  attack.  In  the  limited  time 
available,  I will  simply  outline  the  measures  that 
we  have  employed  to  find  the  cause  of  his  trouble, 
in  order  that  we  might  apply  specific  therapy. 
Having  established  that  the  case  is  true  asthma, 
there  are  several  avenues  that  may  lead  to  informa- 
tion that  will  aid  us  in  establishing  an  etiological 
diagnosis.  These  include  an  analysis  of  the  his- 
tory, the  skin  test,  the  laboratory  investigation, 
particularly  the  bacteriological  study,  and  the 
therapeutic  test.  Of  these  we  consider  the  analy- 
sis of  the  history  of  major  importance,  and  it 
strikes  me  as  rather  interesting  that  this  phase 
of  the  investigation  of  these  cases  should  be  so  lit- 
tle emphasized  in  medical  literature. 


For  the  particular  purposes  suggested,  we  have 
investigated  the  history  of  this  patient  as  follows: 

The  Age  of  Onset:  It  has  been  fairly  well  dem- 
onstrated that,  as  a rule,  the  asthma  beginning  in 
infancy  is  of  gastro-intestinal  origin;  that  begin- 
ning in  early  and  middle  adult  life  is  usually  the 
result  of  respiratory  irritants,  particularly  pollens; 
that  beginning  in  old  age  is  usually  the  result  of 
bacteria ; and  in  practically  all  cases  where  asthma 
persists  bacteria  sooner  or  later  becomes  a factor. 
This  patient  was  past  sixty  when  he  had  his  first 
attack;  we  consider  this  as  evidence  indicating  the 
possibility  of  having'  the  bacterial  type  of  the 
disease. 

The  Effect  of  Season:  When  an  individual  has 

asthma  at  all  seasons,  it  naturally  indicates  that 
the  attacks  are  the  result  of  factors  that  are  oper- 
ative at  all  seasons  of  the  year.  We  can,  there- 
fore, safely  exclude  pollen  as  the  only  cause.  If 
the  attacks  were  only  during  the  spring,  summer, 
or  fall,  we  could  practically  convict  pollen  as  the 
offending  material.  This  man  has  trouble  through- 
out the  year. 

Effect  of  Location:  When  an  individual  has 

asthma  at  one  place  and  not  at  another,  it  means 
that  the  attacks  are  the  result  of  factors  that  are 
operative  at  one  place  and  not  at  another.  These 
cases  are  usually  the  result  of  pollens  or  other  in- 
spired material,  such  as  the  emanations  from  ani- 
mals. This  patient  suffers  consistently  from 
asthma  wherever  he  goes.  The  known  causes  of 
asthma  which  are  most  apt  to  be  responsible  for 
a case  of  this  kind  are  those  which  are  operative 
irrespective  of  location,  such  as  food  or  bacteria. 
The  patient  carries  his  own  organisms  with  him 
and  location  has  little  influence  except  in  special 
instances,  such  as  some  of  the  high,  dry  locations 
where  respiratory  diseases  are  more  or  less  uni- 
formly benefitted. 

The  Presence  of  Other  Evidences  of  Acute 
Respiratory  Infection:  The  asthmatic  attacks 

that  result  from  pollen,  emanations  from  animals 
and  other  related  factors  are  not  associated  with 
fever  or  other  findings  of  an  infectious  pro- 
cess. A food  asthma  may  be  associated  with 
fever  and  cutaneous  eruption,  but  it  does  not  usu- 
ally carry  the  evidences  that  would  indicate  an  in- 
fectious process  in  the  respiratory  tarct.  When 
the  cause  of  the  asthmatic  seizures  is  bacterial,  we 
are  very  apt  to  find  all  the  signs  and  symptoms  of 
an  acute  respiratory  infection.  This  patient  pre- 
sents with  his  attacks  all  of  the  phenomena  usually 
associated  ■with  an  infectious  process. 

What  Will  Precipitate  an  Attack:  Many  patients 
are  conscious  of  some  special  factor  that  -will  pre- 
cipitate an  asthmatic  seizure.  For  example,  I have 
one  patient  who  knows  that  drinking  cow’s  milk 
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will  promptly  bringr  on  an  attack.  Another  patient 
knows  that  inhaling  the  dust  from  wheat  flour  will 
precipitate  his  trouble.  This  patient  before  us  is 
not  conscious  of  any  particular  offense  that  will 
precipitate  a paroxysm,  except  that  they  seem  to 
be  associated  with  what  is  usually  termed  a com- 
mon cold.  The  analysis  of  the  history  of  this  case 
has  rather  convinced  us  that  he  has  the  bacterial 
type  of  bronchial  asthma.  The  skin  tests  have 
given  no  reliable  information.  A bacterial  study 
is  now  being  made.  We  have  had  no  opportunity 
as  yet,  to  apply  the  therapeutic  test  of  immuniza- 
tion against  his  own  bacterial  flora  with  autogen- 
ous vaccine,  but  we  hope  that  in  the  near  future, 
we  will  see  him  materially  improved. 

DISCUSSION. 

Dr.  R.  H.  Potts  said  that  about  six  years  ago, 
a young  doctor  came  to  him  suffering  with  asthma, 
having  experienced  a great  deal  of  trouble  in  get- 
ting through  medical  school  and  in  fact,  had 
thought  several  times  of  giving  it  up  altogether. 
He  attributed  his  asthmatic  attacks  to  chicken 
feathers  or  goose  feature.  Dr.  Bethea  was  called 
in  consultation  on  this  case  and  on  going  thorough- 
ly into  his  history,  found  that  his  asthma  had 
started  in  childhood.  After  studying  his  case,  he 
was  given  a whooping  cough  vaccine  which  relieved. 
Dr.  Potts  said  that  he  had  seen  the  patient  just 
recently  and  that  he  had  had  no  more  attacks. 

Dr.  J.  Holmes  Smith  said  that  during  the  last  six 
months  in  the  clinic  at  Charity  Hospital,  all 
patients  who  have  presented  symptoms  of  asthma, 
have  been  taken  to  the  fluoroscopic  room  and  ex- 
amined with  lipiodol.  In  a certain  percentage  of 
cases,  and  they  are  probably  of  the  bacterial  type, 
the  patient,  as  a rule,  experiences  great  benefit 
from  the  use  of  lipiodol.  One  lady  who  had  been 
using  morphin  for  some  time,  following  several 
injections  of  lipiodol,  was  relieved  to  such  an  ex- 
tent that  morphin  was  not  necessary.  The 
method  of  administration,  as  sponsored  by  Dr. 
Oeschner,  is  comparatively  simple.  The  patient  is 
brought  to  the  clinic  and  given  three,  four,  five, 
and  six  doses  of  lipiodol  and  generally  with  that, 
experiences  pronounced  relief. 

Dr.  J.  P.  O’Kelley  said  that  we  often  have  asth- 
matic symptoms  in  acute  infections  of  the  ethmoi- 
dal cells  in  children  particularly,  and  in  cases 
which  have  very  marked  stenosis,  we  have  asth- 
matic symptoms,  not  only  in  children  but  in  adults 
also.  Where  there  is  a decided  infection  of  the 
ethmoidal  cell  or  any  of  the  sinuses  in  children, 
after  clearing  up  those  infections,  the  asthmatic 
symptoms  disappear.  He  recalled  the  case  of  a 
little  girl  who  came  to  see  him  a few  days  ago 
very  badly  involved  from  double  ethmoiditis. 
After  using  the  suction  and  cleaning  treatment,  she 
was  relieved  after  a few  treatments,  of  her  asth- 


matic condition  and  did  fairly  well  until  she  caught 
cold  again  and  had  to  go  through  the  same  treat- 
ment. Removal  of  her  tonsils  and  adenoids  has  les- 
sened her  susceptibility  to  colds  and  she  is  now 
relieved. 

Dr.  Allen  asked  Dr.  O’Kelley  if  upper  respira- 
tory infections  often  caused  this  type  of  asthma. 

Dr.  O’Kelley  repied  that  he  had  not  come  in 
contact  with  any  cases  of  that  kind  at  all.  In 
chronic  sinusitis,  a patient  does  not,  as  a rule,  have 
much  occlusion  of  the  anatomy.  He  may  have  a 
deviation  of  the  septum  that  may  block  up  one  side 
of  the  septum  and  they  do  often  complain  of  an 
asthmatic  condition.  Where  there  is  no  particular 
occlusion,  he  has  not  come  in  contact  with  any  such 
cases  except  with  purulent  sinusitis. 

Dr.  Rena  Crawford  said  that  she  was  interested 
in  the  fact  that  in  most  children  asthma  is  of 
gastro-intestinal  origin.  When  a child  develops 
asthma  before  the  age  of  four  or  five  years,  he 
generally  gets  over  it,  probably  due  to  his  develop- 
ing an  immunity  to  the  causative  food.  An  attack 
of  asthma,  however,  is  usually  preceded  by  rhinitis 
or  bronchitis  which  would  lead  one  to  think  the 
individual  attack  was  due  to  some  nose  and  throat 
infection  rather  than  to  a food. 

She  said  she  would  like  to  know  if  autogenous 
vaccine,  when  used,  gave  much  help. 

Dr.  Bethea,  in  closing,  said  that  as  asthma  was 
such  a large  subject,  he  had  only  been  trying  to 
emphasize  the  matter  of  case  history  and  etiological 
diagnosis.  In  reply  to  Dr.  Crawford’s  query,  he 
thought  the  result  sufficiently  encouraging  in  a 
large  enough  percentage  of  cases  to  justify  car- 
rying out  these  measures. 

In  Dr.  Potts’  case,  that  of  the  medical  student, 
the  patient  had  gone  the  gamut  of  diagnosis  and 
treatment  apparently  without  benefit  and  the 
diagnosis  in  this  case  had  been  reached  by  an 
analysis  of  his  history,  pure  and  simple.  He  got 
this  in  the  student’s  history,  that  what  had  pre- 
cipitated the  attacks  was  whooping  cough  at  about 
twelve  or  thirteen  years  of  age.  He  had  never  had 
any  symptoms  before  that,  and  working  on  this 
point  alone,  he  was  given  the  pertussis  vaccine.  He 
was  given  a moderate  dose  and  had  such  a reaction 
as  to  confine  him  to  bed  for  about  a week.  The 
very  fact  that  the  vaccine  precipitated  a violent 
seizure  showed  that  it  was  probably  that  to  which 
the  patient  was  sensitized.  He  was  started  then 
with  small  doses,  increasing  in  amount  until  several 
billion  were  given  each  time  and  he  was  com- 
pletely and  permanently  relieved. 

Dr.  Bethea  said  that  lipiodol  was  being  used  in 
his  service  at  Charity  Hospital.  A few  years  ago, 
he  started  keeping  two  pollen  test  sets — one  here 
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and  one  at  the  Charity  Hospital  and  had  encour- 
aged the  internes  to  use  them.  The  results  were 
not  very  encouraging. 

Acute  Hemolytic  Streptococcal  Mastoiditis  with 
Manfold  Complications  and  Recovery.  Dr.  T.  H. 
Oliphant. 

This  case,  that  of  a young  man  eighteen  years 
of  age,  admitted  to  the  hospital  June  21,  1928, 
with  acute  hemolytic  streptococcal  mastoiditis 
complicated  by  a general  streptococcal  septicemia 
and  acute  endocarditis,  multiple  arthritis,  and 
irritative  symptoms  referable  to  the  central  ner- 
vous system,  was  considered  extremely  interesting 
from  two  standpoints,  namely,  the  severity  of  the 
primary  infection  with  complete  recovery,  and  the 
results  obtained  with  arthrotomy  of  the  knee  as 
originally  described  by  Willem  during  the  world 
war  and  subsequently  modified  and  elaborated  on 
by  many  other  workers. 

In  order  that  a better  understanding  of  this 
case  may  be  had,  I think  it  well  that  we  go 
briefiy  into  the  history.  The  patient  was  first 
seen  on  July  21,  1928,  with  a temperature  of  104°, 
pulse  130,  and  respiration  28,  complaining  of 
severe  pain  and  swelling  behind  the  right  ear  with 
pain  on  movement  of  all  joints.  He  gave  the  fol- 
lowing history  of  his  condition  up  until  that  time: 

About  six  weeks  previously,  after  diving  into  a 
swimming  pool,  he  experienced  a severe  pain  in 
the  right  ear  after  which  he  was  unable  to  keep 
his  head  under  the  water.  He  had  a sensation  of 
something  having  ruptured  his  ear.  A few  days 
later,  he  consulted  Dr.  Raymond  Hume  in  regard 
to  the  discharge  which  had  developed  from  this 
ear.  This  cleared  up  after  ten  days  or  two  weeks 
but  patient  did  not  feel  entirely  well.  About 
twenty-four  hours  before  I saw  him  he  began  to 
have  the  pain  behind  his  right  ear  and  pains  in 
his  joints  and  chills  with  high  fever. 

Past  history:  Had  the  usual  childhood  diseases 

with  no  complications.  He  was  told  that  he  had 
some  heart  trouble  and  ought  to  stay  in  bed  when 
quite  a young  boy,  but  never  suffered  seriously 
from  this.  No  operation;  no  history  of  luetic  or 
gonorrheal  infection. 

Family  history:  Nothing  in  family  history  of 

any  consequence. 

Social  status:  Patient  is  a member  of  the  senior 
class  at  Delgado  Trades  School;  his  habits  are 
good  and  there  are  no  gross  irregularities. 

Physical  examination  at  this  time  revealed  a 
white  male  of  18  years,  lying  in  bed,  acutely  ill 
and  suffering  severely  with  pain.  He  was  rational 
and  answered  questions  well. 


Head  and  neck:  No  irregularities  of  scalp. 

Complains  of  severe  pain  around  the  right  mas- 
toid region  and  that  portion  of  the  face  imme- 
diately anterior  to  the  right  ear.  There  is  a 
slight  amount  of  swelling  in  this  area.  He  com- 
plains of  severe  headache,  mostly  frontal.  There 
is  a definite  disturbance  of  the  7th  nerve,  produc- 
ing a partial  right  facial  paralysis.  There  is  no 
disturbance  of  the  sensory  function  in  this  area; 
no  discharge  from  either  ear.  Throat  negative; 
tonsils  and  pharynx  mildly  injected. 

Eyes:  Negative  except  for  disturbance  in  right 
due  to  partial  right  facial  paralysis.  Pupils  react 
to  light  and  accommodation. 

Nose : Negative. 

Neck:  Negative. 

Thorax:  Bilaterally  symmetrical.  Chest  ex- 

pansion free  and  equal;  respiration  rapid  (about 
30  per  minute).  No  abnormal  pulsations;  no  ab- 
normal breath  sounds  or  rales  detected. 

Heart:  Apex  impulse  was  felt  and  seen  in  the 

5th  interspace  well  within  the  nipple  line.  On 
percussion,  the  left  border  was  within  the  normal 
limits;  rate  128  per  minute,  regular  and  rhythmic; 
no  murmurs  were  heard.  B.  P.  120/76. 

Abdomen:  Essentially  negative  except  for 

slight  pain  on  deep  palpation. 

Extremities : Hands  and  elbows  somewhat  rigid. 
Complained  of  marked  pain  on  slightest  motion. 
Both  lower  extremities  were  spastic  and  slightly 
flexed.  There  was  slight  swelling'  of  left  knee 
and  left  ankle.  Knee  jerks  were  slightly  exag- 
gerated and  there  was  a suggestion  of  a positive 
Kernig  sign. 

Laboratory  examinations: 

7- 21-28 — X-ray  examination  showed  the  right 

mastoid  to  be  denser  than  normal. 

8-  9-28 — X-ray  examination  of  the  left  knee 

was  negative  for  bone  pathology. 

Blood: 

7.21-28— W.  B.  C.,  12,500;  S.  M.,  12;  L.  M.,  8; 

N.  80. 

7-25-28— R.  B.  C.,  3,880,000;  Hg.,  70%;  W. 

B.  C.,  29,000;  S.  M.,  9;  L.  M.,  6;  N.,  85. 

7- 27-28— R.  B.  C.,  3,800,000;  Hg.,  70%  ; W. 

B.  C.,  26,000;  S.  M.,  12;  L.  M.,  6;  N.,  82. 

8- '  3-28— R.  B.,  3,030,000;  Hg.,  60-70%;  W. 

B.  C.,  13',500;  S.  M.,  8;  L.  M.,  10;  N., 

78;  B.  4. 

8-  8-28— R.  B.  C.,  2,895,000;  Hg.,  65%;  C.  L, 

1;  W.  B.  C.,  15,750;  iS.  M.,  10;  L.  M.,  8; 

N.  80;  B.  2. 

8-13-28— Hg.  65%  ; W.  B.  C.,  20,000;  S.  M.,  24; 

L.  M.,  0;  N.,  76;  E.,  0. 
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Blood  culture: 

7-25-28 — Blood  culture — negative  after  72  hours. 

7-29-28 — Culture  negative  after  72  hours. 

7- 30-28 — Fluid  from  knee:  Smear  and  culture 

show  gram  positive  cocci  occurring  in 
chains. 

8-  3-28 — Blood  culture  negative  after  72  hours. 

8-15-28 — Fluid  from  knee:  Smear  shows  gram 

positive  cocci  occurring  in  chains;  cul- 
ture negative. 

Operations : 

7-21-28 — Mastoidectomy. 

7-25-28 — Transfusion. 

7-27-28 — Tranfusion. 

7-28-28 — Transfusion. 

7- 30-28 — Arthrotomy. 

8- 13-28 — Arthrotomy. 

After  admission  to  the  hospital,  a roentgen- 
ray  was  made  which  showed  an  increased  density 
in  the  right  mastoid  cells.  An  extensive  mastoid- 
ectomy was  done  by  Dr.  Raymond  Hume  under 
general  anesthesia,  the  whole  of  the  mastoid  region 
being  found  to  contain  engorged  and  spongey  bone 
described  as  being  typical  of  acute  hemolytic 
streptococcal  mastoiditis.  His  immediate  post- 
operative condition  was  good  but  for  the  next  two 
or  three  days,  patient  continued  to  run  a septic 
type  of  temperature  accompanied  by  profuse 
sweats  and  his  general  condition  was  far  below 
what  we  had  expected.  Transfusion  was  resorted 
to  on  the  25th,  four  days  after  operation  with 
very  satisfactory  results  and  his  condition  seemed 
to  be  improving  slightly  during  the  next  day. 
Blood  culture  at  this  time  was  negative  after 
seventy-two  hours  but  the  patient  had  every  indi- 
cation of  a general  streptococcal  septicemia.  He 
was  seen  in  consultation  by  Dr.  R.  H.  Potts,  who 
g'ave  us  the  following  report:  “General  septice- 

mia; multiple  infectious  arthritis;  focal  necrosis 
of  the  liver;  endocarditis.”  He  suggested  that  we 
proceed  as  we  had  in  the  past  and  administer 
salicylates  for  pain  and  possible  therapeutic  value. 
Patient  did  not  improve  after  the  first  day  and 
transfusion  was  again  resorted  to  on  the  27th, 
two  days  after  the  first  transfusion  and  again  on 
the  28th.  After  the  third  transfusion  his  condi- 
tion seemed  to  improve  but  the  left  knee  became 
swollen  and  markedly  distended,  precluding  the 
possibility  of  any  motion.  Fluid  from  the  knee  by 
aspiration  on  July  30  showed  smear  and  culture 
to  reveal  gram  positive  cocci  occurring  in  chains. 
An  arthrotomy  was  done,  a free  incision  being 
made  through  the  skin  and  into  the  joint  capsule. 
The  joint  cavity  was  irrig’ated  with  about  three 


or  four  gallons  of  warm  normal  saline  which  re- 
moved a large  quantity  of  purulent  material  and 
fibrinous  exudate.  The  skin  was  closed  leaving 
the  opening  in  the  capsule  for  drainage.  There 
was  considerable  drainage  for  about  ten  days 
through  the  skin  wound,  after  which  healing  took 
place.  The  knee  began  a second  time  to  swell. 
Aspiration  again  revealed  a large  collection  of 
material  and  on  August  13,  a more  radical  ar- 
throtomy was  done  on  the  opposite  side  of  the 
knee  and  the  capsule  sutured  to  the  skin  margins 
to  prevent  too  early  closure.  This  drained  nicely 
and  on  discharge  from  the  hospital,  September  3, 
1928,  the  wound  had  almost  completely  healed  by 
granulations  from  below.  On  second  consultation 
with  Dr.  Potts  on  8-14-28,  he  found  evidence  of 
myocarditis  in  addition  to  his  findings  at  previous 
examination.  On  8-9-28,  X-ray  examination  of 
the  knee  was  made  which  revealed  no  evidence  of 
bone  pathology.  After  second  arthrotomy,  tem- 
perature gradually  came  down  to  normal,  patient 
leaving  hospital  on  September  3,  greatly  improved. 

After  being  discharged  from  the  hospital, 
patient  continued  to  run  slight  tempverature,  rang^ 
ing  from  99-100,  and  upon  examination  was  found 
to  have  a large  abscess  about  the  size  of  a base- 
ball in  the  gluteal  region,  which  was  evacuated, 
cavity  being  packed  with  stanoxyl  ointment. 
Healing  was  complete  in  six  or  seven  days. 

About  two  weeks  ago,  patient  continued  to 
present  symptoms  of  cerebral  irrigation  which  had 
been  more  or  less  constant  since  the  beginning  of 
his  illness,  being  manifested  by  a tremor  in  his 
hands,  increased  knee  jerks,  especially  on  the 
right  side,  and  an  ankle  clonus  which  caused  me 
to  have  Dr.  Connely  to  see  him  in  consultation 
and  I have  asked  Dr.  Connely  to  give  his  findings. 

Even  though  Mr.  A.  is  here  tonight  for  your 
observation,  apparently  well,  having  recovered 
complete  function  of  his  left  knee  joint,  being  able 
to  walk  without  even  a limp,  he  still  has  a 
myocardial  deficiency  and  I feel  that  he  should 
remain  in  bed  for  at  least  another  two  or  three 
months.  He  is  back  attending  his  classes  at  the 
Delgado  Trades  School  against  medical  advice. 

DISCUSSION. 

Dr.  Allen  said  he  had  had  a case  with  some 
similar  features.  He  was  called  by  Dr.  Black- 
shear  some  four  or  five  months  ago  to  see  what 
could  be  done  in  a case  of  septicemia  following 
a mastoidectomy.  Dr.  Blackshear  had  been  called 
to  Meridian  to  see  the  patient,  a child  about  five 
years  of  age,  who  was  later  brought  to  New 
Orleans.  His  temperature  ranged  from  104-106. 
One  of  the  first  cultures  made  showed  cul- 
ture dishes  to  be  thickly  speckled  with  Strep- 
tococcus hemolyticus.  When  the  administration  of 
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an  anti-streptococcal  serum  was  attempted,  the 
patient  did  badly  and  it  was  abandoned.  It  was 
decided  to  give  very  large  doses  of  mercurochrome 
to  the  point  of  tolerance.  He  was  given  doses 
every  other  day.  Dr.  Allen  said  he  did  not  re- 
member how  many  c.c.s  he  was  given  but  he  was 
given  all  he  could  stand  and  there  was  always  a 
kidney  reaction  with  definite  albumin  and  casts. 
The  boy  got  well  with  no  further  complications. 
It  was  interesting  to  watch  the  blood  picture  and 
see  the  streptococcus  disappear  under  treatment  in 
about  ten  days.  However,  he  still  had  chills  and 
fever  which  continued  for  about  three  weeks  after- 
wards. It  did  not  look  like  he  had  a chance  but 
by  continually  hammering  away,  the  little  fellow 
responded  to  treatment  and  is  now  perfectly  well. 

Dr.  R.  H.  Potts  said  that  he  had  seen  this 
young  patient  while  he  was  in  the  hospital  about 
his  heart  condition  and  that  he  was  a most  com- 
plete picture  of  septicemia — everything  was  septic. 
He  was  an  extremely  sick  individual  and  he  did 
not  expect  to  see  him  get  well.  The  entire  endo- 
cardium was  involved  and  still  probably  is.  An 
electrocardiogram  was  not  made  on  this  patient 
on  account  of  the  expense.  Dr.  Potts  said  that  he 
felt,  reg'ardless  of  the  expense,  an  electrocardio- 
gram should  be  procured. 

Dr.  E.  McC.  Connely  said  that  he  had  seen  the 
patient  about  two  weeks  ago  and  at  that  time  he 
still  had  evidence  of  a definite  irritation  although 
the  facial  paralysis  on  the  right  side  had 
cleared  up. 

Dr.  Potts  asked  Dr.  Connely  if  there  was  any- 
thing akin  to  chorea  in  the  tremor  exhibited  by  the 
patient. 

Dr.  Connely  replied  that  the  patient  had  a quite 
marked  ankle  clonus;  the  knee  jerks  were  especi- 
ally hyperactive  and  he  showed  every  evidence  of 
a residual  irritation  and  he  thought  that  this  would 
account  for  the  tremor. 

Dr.  Oliphant,  in  closing,  said  that  repeated  blood 
cultures  failed  to  reveal  any  growth  but  he  feels 
and  is  sure  that  those  who  saw  this  case  with  him 
are  of  the  same  opinion,  that  this  was  definitely  a 
case  of  streptococcal  septicemia.  The  only  pos- 
itive cultures  found  were  made  from  the  fluid 
aspirated  from  the  left  knee.  In  regard  to  methods 
used  in  combatting  this  general  septic  condition, 
only  transfusions  were  depended  upon  for  this 
purpose,  no  anti-streptococcal  serum  or  mercuro- 
chrome being  used. 

Dr.  Oliphant  said  that  he  wanted  to  thank  Dr. 
Potts,  Dr.  Connely  and  Dr.  Allen  for  their  discus- 
sion and  also  Dr.  Gray  for  the  beautiful  manner 
in  which  the  case  history  was  worked  up  and  read. 


STAFF  MEETING  VICKSBURG  SANITARIUM 
AND  CRAWFORD  STREET  HOSPITAL. 

September  10,  1928. 

SPECIAL  CASE  REPORTS. 

Carcinoma  of  Gallbladder,  with  Clinical,  Opera- 
tive, and  Autopsy  Findings,  Dr.  A.  Street. 

The  patient,  a white  male,  aged  78  years,  had 
had  jaundice  continuously  for  six  weeks  prior  to 
his  admission.  The  onset  of  the  illness  had  been 
abrupt,  with  a chill  and  high  fever.  The  fever  had 
occurred  at  intervals  since.  There  had  been  no 
pain  of  any  kind.  There  were  the  additional  symp- 
toms of  anorexia,  loss  of  weight  and  strength, 
constipation,  and  pruritus.  The  physical  examin- 
ation had  shown  a palpable  firm  smooth  liver  border 
extending  two  inches  below  the  right  costal  margin 
and  extending  across  the  epigastrium.  There 
were  also  a marked  anemia,  emaciation,  jaundice, 
and  edema  of  feet  and  ankles. 

The  blood  count  showed  a hemoglobin  of  62  per 
cent  with  a total  erythrocyte  count  of  2,228,000. 
The  leukocytes  were  18,600,  neutrophils  74  per 
cent.  Wassermann  negative;  icterus  index,  50. 
Gastric  analyses:  Total  acidity,  24;  free  hydro- 

chloric acid,  0. 

Roentgenograms  showed  a deformity  of  the 
duodenal  cap,  otherwise  negative. 

Following  a diagnosis  of  obstructive  jaundice, 
probably  due  to  a malignant  growth  in  the  head 
of  the  pancreas,  operation  was  performed  under 
local  anesthesia.  There  was  found  a stony  hard 
growth  in  the  gallbladder  just  proximal  to  the 
dome  of  the  fundus,  and  another  mass  between 
this  growth  and  the  common  duct  region.  No 
curative  or  palliative  operation  was  possible,  and 
a drain  was  left  in  the  gallbladder.  The  patient 
died  three  days  later. 

Autopsy  showed  the  growth  in  the  fundus  to 
be  annular  with  a small  lumen  in  its  center. 
The  other  mass  was  found  to  consist  of  numerous 
facted  stones. 

The  pathological  diagnosis  was : Adeno-car- 

cinoma  of  gallbladder,  common  duct,  liver,  adja- 
cent connective  tissue,  and  lymph  nodes.  Chronic 
cholecystitis,  cholelithiasis,  cirrhosis  of  liver, 
chronic  hepatitis. 

The  case  was  of  interest  because: 

1.  It  is  a case  of  carcinoma  of  the  gallbladder 
in  a male.  Three-fourths  of  such  cases  occur  in 
females. 

2.  There  was  no  previous  history  suggesting 
gall  stone  disease.  Such  symptoms  usually  pre- 
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elude  the  development  of  the  symptoms  of  car- 
cinoma. 

3.  The  symptoms  and  presence  of  cancerous 
obstruction  of  the  common  bile  duct  were  accom- 
panied by  septic  infection  in  the  bile  ducts,  with 
its  symptoms. 

The  case  points  out  the  necessity  for  early  diag- 
nosis in  gall  stone  disease  and  their  prompt 
removal. 

Dr.  L.  S.  Lippincott  discussed  the  case. 

Unusual  Hemorrhage  Following  Adenoidectomy. 
Dr.  G.  M.  Street. 

E.  M.,  a white  female,  aged  10  years.  Was  ad- 
mitted to  hospital  August  15,  1928. 

The  examination  was  essentially  negative  ex- 
cept for  chronic  disease  of  tonsils  and  marked 
hypertrophy  of  adenoids,  with  evidence  of  partial 
obstruction  of  naso-pharynx.  Tonsil  and  adenoid 
operation  was  advised  because  of  repeated  attacks 
of  acute  tonsillitis. 

Coagiilation  time,  June  20,  was  two  minutes; 
bleeding  time  instantaneous.  On  day  of  operation 
coagulation  time  was  three  and  a half  minutes; 
bleeding  time  instantaneous.  The  leukocyte  count 
and  urinalysis  showed  nothing  remarkable. 

Tonsillectomy  and  adenoidectomy  was  done 
without  anything’  unusual  taking  place.  Reacted 
in  30  minutes  and  seemed  to  be  in  excellent  con- 
dition. Late  in  the  afternoon  she  complained  of 
feeling  a lump  in  her  throat.  Examination 
showed  a large  clot  filling  the  post-nasal  space; 
tonsillar  fossae  dry.  The  hemorrhage  was  con- 
trolled after  using  other  measures  of  pack,  which 
was  removed  at  the  end  of  48  hours.  There  was 
then  no  bleeding  for  another  48  hours,  when  bleed- 
ing again  began.  The  post-nasal  pack  was  re- 
placed and  a transfusion  of  300  c.c.  of  citrated 
blood  was  g^iven.  This  pack  was  removed  at  the 
end  of  12  hours  as  it  was  believed  that  the  trans- 
fusion would  take  care  of  any  future  bleeding. 

On  the  third  day  following  the  blood  trans- 
fusion, tbe  patient  again  began  spitting  blood.  A 
clot  was  removed  several  times  during  the  next 
twelve  hours  and  various  styptics  applied  locally 
until  the  oozing  from  the  fossa  was  checked. 

From  this  time,  no  further  trouble  was  encoun- 
tered. 

Tbe  case  was  discussed  by  Drs.  L.  S.  Lippin- 
cott, A.  Street  and  C.  C.  Thompson.  It  was  sug- 
gested that  clot  retraction  and  prothrombin  time 
might  have  been  of  value  in  this  case. 

Aneurism  of  the  Digital  Artery  with  Operation. 
Dr.  J.  A.  K.  Birchett,  Jr. 


Marie  A.,  a colored  female,  aged  33  years, 
complained  of  swelling  on  the  back  of  the  left 
hand  and  numbness  of  her  fingers. 

While  raising  a ’window  two  weeks  ago,  the 
sash  slipped  and  came  do-wn  on  the  left  hand, 
causing  severe  pain  and  numbness  for  several 
hours.  About  a week  ago  she  noticed  a swelling 
on  the  back  of  the  left  hand,  and  numbness,  which 
had  disappeared,  now  returned,  most  marked  in 
first  and  second  fing“ers.  Patient  stated  she  had 
never  been  confied  to  bed  for  more  than  a week 
in  her  life  but  had  been  treated  for  syphilis  two 
years  ago. 

A small  pulsating  tumor,  size  of  a large  olive 
was  seen  back  of  the  left  hand  in  the  region  be- 
tween and  towards  the  bases  of  the  second  and 
third  metacarpal  bones.  When  this  tumor  was 
collapsed  by  pressure,  it  would  immediately  refill 
and  pulsate  when  pressure  was  relieved.  If  the 
radial  artery  was  occluded  by  digital  pressure 
after  tumor  was  collapsed,  it  would  not  become 
distended  until  radial  compression  was  released. 
Diagnosis:  Aneurism  of  the  palmar  branch  of 

the  deep  palmer  arch  or  of  digital  artery,  a 
branch  of  the  palmar.  Wassermann  test  positive; 
urinalysis,  leukocyte  and  differential  counts  were 
not  remarkable. 

Operation:  Incision  was  made  over  tumor;  sac 
was  identified  and  removed  -without  difficulty  from 
under  extensor  tendons  and  from  between  meta- 
carpal bones.  Aneurism  was  sacculated  and  ap- 
parently from  the  proximal  portion  of  the  second 
digital  artery.  After  sac  was  removed,  there  was 
an  opening  in  the  artery  one-eighth  of  an  inch 
in  length.  Vessel  was  ligated  with  fine  silk  prox- 
imal and  distal  to  this  opening  and  the  wound 
closed.  Recovery  is  complete  and  flexion  and  ex- 
tension of  the  hand  is  possible  ■without  pain  or 
discomfort. 

Calculus  of  the  Bladder.  Dr.  J.  A.  K.  Bir- 
chett, Jr. 

P.  H.,  a white  male,  aged  59  years,  a construc- 
tion foreman,  complained  of  pain  on  urination, 
with  frequency  and  dull  pains  in  lower  abdomen 
and  rectum.  For  past  two  or  three  years  has 
been  troubled  'with  nocturia,  three  to  five  times. 
Gradually  increasing  pain  and  straining  at  end 
of  urination;  no  sharp  pains,  but  dull  sense  of 
fullness  in  perineal  region.  For  past  month  he 
has  been  passing  blood  when  straining  and  found 
it  difficult  to  empty  bladder. 

A No.  20  F.  sound  was  passed  into  bladder 
with  no  resistance  in  urethra.  On  entering  blad- 
der sound  clinked  against  some  hard  substance, 
which  was  thought  to  be  a stone.  Roentgenogram 
showed  calculus  in  bladder,  size  of  small  lemon. 
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The  blood  examinations  were  negative  although 
urine  showed  evidence  of  nephritis. 

Operation:  The  supra-pubic  route  was  decided 

upon  and  the  calculus  removed  under  general 
anesthesia.  Supra-pubic  drain  was  removed  on 
fifth  day  and  at  time  of  discharge,  11  days  after 
operation,  fistula  had  closed  and  patient  was  free 
of  symptoms  except  for  slight  burning  on  urina- 
tion and  slight  frequency. 

Preoperative  preparation  consisted  of  washing 
out  the  bladder  twice  daily  with  warm  boracic 
acid  solution  through  an  indwelling  catheter.  At 
time  of  operation  urine  was  practically  free  of 
pus  and  mucus.  The  renal  function  was  carefully 
observed  to  avoid  a possibility  of  uremia  devel- 
oping. The  day  before  the  operation  the  urea 
nitrogen  was  12.1  mg',  and  the  creatinine  1.6  mg. 
per  100  c.c.  of  blood. 

The  calculus  and  roentgenograms  were  ex- 
hibited. 

Discussed  by  Drs.  G.  M.  Street,  S.  W.  Johnston, 
A.  Street. 

Acute  Anterior  Poliomyelitis  with  Paralysis, 
Dr.  L.  J.  Clark. 

Mrs.  C.  E.  R.,  a white  female,  aged  23  years, 
was  seen  on  account  of  loss  of  use  of  legs  three 
weeks  previous  to  admission,  following  a febrile 
attack  associated  with  headache,  nausea  and  vom- 
iting. About  four  or  five  days  after  the  begin- 
ning of  illness  patient  attempted  to  get  out  of  bed 
and  suddenly  her  legs  gave  way  with  her.  Since 
this  time  has  had  no  use  of  her  legs  and  very 
slight  motion  in  right  leg.  There  is  no  pain  and 
there  has  been  no  fever  since  about  six  days  after 
the  beginning  of  illness;  no  loss  of  bladder  and 
rectum  control. 

Physical  examination:  The  abdomen  showed 

evidence  of  pregnancy.  There  was  loss  of  motor 
control  of  both  legs,  fiaccid  type;  no  disturbance 
of  thermal  or  tactile  sensation.  There  is  some 
slight  atrophy  of  muscles  of  legs,  more  marked 
in  the  left.  Pupils  normal.  Knee  jerks  sluggish 
on  right  side;  barely  present  on  left  side. 

A spinal  puncture  showed  a clear  fluid  with 
leucocyte  count  of  18.  Differential  count,  small 
mononuclears,  28  per  cent;  large  mononuclears, 
28  per  cent;  polymorph,  neutrophiles,  24  per  cent; 
g'lobulin  very  slightly  increased;  protein,  very 
slightly  increased ; colloidal  gold  reaction  negative. 
Blood  and  urine  were  entirely  negative. 

The  unusual  features  of  this  case  are  the  age 
and  the  fact  that  she  is  pregnant.  The  problem 
of  whether  she  should  continue  her  pregnancy  or 
not  was  considered  and  it  was  decided  that  in 
view  of  the  fact  that  she  was  improving  that  she 


should  not  be  interrupted.  This  case  appears  to 
be  a sporadic  case  of  poliomyelitis.  Two  nieces 
who  have  been  with  her  a great  deal  developed 
what  appeared  to  be  in  one  a typical  acute  polio- 
myelitis with  sudden  paralysis  of  the  respiratory 
muscles  and  death,  and  in  the  other  a typical 
meningitis  with  gram  negative  diplococci  found 
in  the  spinal  fluid.  This  later  patient  died  in  spite 
of  persistent  serum  treatment. 

The  prognosis  in  this  case  is  good.  Since  being 
in  the  hospital  she  has  regained  use  of  her  legs  to 
the  extent  that  she  walks  by  herself  now  and  that 
in  a period  of  one  month.  The  spinal  fluid  cell 
count  was  low,  which  also  is  in  favor  of  a good 
result. 

Discussed  by  Drs.  A.  Street,  G.  M.  Street,  Lippin- 
cott  and  S.  W.  Johnston. 

Cellulitis  of  Forearm.  H.  H.  Johnston. 

A colored  male,  aged  43  years,  entered  the  hos- 
pital complaining  of  tenderness  and  swelling  of 
rig'ht  arm  following  a bite  by  a spider  on  the 
upper  third  of  the  right  forearm.  There  was  con- 
siderable itching  and  the  area  was  scratched. 

The  examination  showed  the  right  forearm  and 
hand  are  moderately  swollen,  showing  pitting 
edema.  There  is  a small  indurated  area  at  site 
of  bite.  The  epitrochlear  and  axillary  glands  on 
the  right  are  swollen. 

Blood  shows  erythrocytes  4,400,000,  hemoglobin 
72  per  cent.  There  were  28,000  leukocytes,  neu- 
trophils 85  per  cent.  Sedimentation  rate  much 
accelerated. 

After  12  days  of  active  treatment  a fluctuating 
mass  appeared.  On  opening  a large  quantity  of 
yellowish  pus  was  evacuated.  This  was  found 
positive  for  Staphylococcus  aureus  and  strepto- 
coccus. After  four  days  the  discharge  almost  com- 
pletely ceased  and  the  temperature  fell  to  99. 
He  was  dismissed  from  the  hospital  six  days  later 
free  of  discharge  and  with  no  systemic  symptoms. 

Discussed  by  Drs.  S.  W.  Johnston,  A.  Street, 
and  L.  S.  Lippincott. 

\Some  Notes  on  the  Interpretation  of  Blood 
Findings,  Dr.  Leon  S.  Lippincott. 

The  blood  is  composed  of  formed  elements — red 
corpuscles,  leukocytes  and  blood  platelets,  floating 
in  a complex  field,  the  plasma.  The  circulating 
leukocytes  are  distinguished  into  two  main  types: 
(1)  those  containing  granules  in  their  cyto- 
plasm— the  polymorphonuclear  neutrophils,  eosin- 
ophils, and  basophils;  and  (2)  those  without  gran- 
ules— the  lymphocytes  and  monocytes  or  large 
mononuclears.  The  granular  leukocytes,  the  red 
cells,  the  blood  platelets,  and  probably  the  mono- 
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cytes  are  produced  in  the  bone  marrow;  the 
lymphocytes  are  produced  in  lymphatic  tissue 
thx'oughout  the  body. 

Leukocytosis  or  increased  leukocytes  in  the  cir- 
culating blood  is  a reactive  process,  and  occurs 
with  most  infections  at  some  stage.  Most  infec- 
tions are  accompanied  by  an  increase  in  the  neu- 
trophils; at  the  same  time  there  is  a reduction  of 
eosinophils.  Numerous  “indices”  have  been  brought 
forward  in  an  effort  to  interpret  leucocytosis.  Of 
these  that  of  Schilling  is  simple  and  practical  and 
has  for  its  basis  the  determination  of  the  percent- 
age of  immature  as  well  as  mature  neutrophils  in 
the  differential  count.  The  appearance  of  imma- 
ture forms  of  neutrophils  in  the  circulation  is 
spoken  of  as  “a  shift  to  the  left.”  A number 
of  sample  “hemograms”  given  by  Piney  in  his  re- 
cent work  on  hematology  were  shown  and  their 
application  explained  in  such  conditions  as  septic 
arthritis,  suppuration,  peritonitis,  mild  catarrhal 
inflammations,  cerebral  abscess,  subphrenic  ab- 
scess, recovery  from  infection,  exophthalmic  goitre, 
and  pregnancy.  It  was  shown  that  in  fatal  infec- 
tions the  immature  forms  of  neutrophils  may  pre- 
dominate, and  that  in  certain  conditions  the 


Schilling  index  gives  a much  clearer  insight  into 
the  true  condition  of  the  patient  than  do  the 
temperature,  pulse,  and  clinical  findings.  The 
index  may  be  prognostic  as  well  as  diagnostic. 

In  infections  and  inflammatory  conditions,  a 
comparison  of  the  total  leukocyte  count  ■with  the 
neutrophil  percentage  'will  often  give  more  infor- 
mation than  either  alone.  According  to  Todd  and 
Sanford  the  percentage  of  neutrophils  represents 
the  severity  of  the  infection,  or,  more  correctly, 
the  degree  of  toxic  absorption;  while  the  total 
count  represents  the  patient’s  power  of  resistance. 
The  Gibson  chart  to  express  this  comparison 
graphically  was  demonstrated.  In  this  chart,  the 
total  leukocytes  are  given  at  the  left  and  the  per- 
cent of  neutrophils  to  the  right.  A line  is  dra'wn 
from  one  to  the  other  on  a scale.  An  ascending 
line  from  left  to  right  indicates  an  unfavorable 
prognosis  in  proportion  as  the  line  approaches 
vertical.  All  fatal  cases  show  a rising  line.  A 
descending  or  horizontal  line  indicates  a favorable 
prognosis. 

A series  of  Gibson  chart  interpretations  of  blood 
findings  in  acute  appendicitis  was  presented  on 
the  screen. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


During  the  past  month  besides  the  regular  meet- 
ing of  the  Board  of  Directors  one  quarterly  ex- 
ecutive meeting  and  one  regtilar  scientific  meeting 
were  held. 

At  the  quarterly  executive  meeting  aside  from 
the  routine  business  an  amendment  to  Article  9 of 
the  By-Laws  was  proposed  whereby  the  Delegates 
to  the  Louisiana  State  Medical  Society  would  be 
elected  under  the  same  circumstances  and  on  the 
same  date  as  the  Officers  of  the  Society  instead 
of  a special  election  occurring  at  the  second  scien- 
tific meeting  in  November.  This  amendment  was 
defeated. 

At  the  regular  scientific  meeting  the  follow- 
ing program  was  presented: 

The  Place  of  Ethylene  Anesthesia  in  Surgery: 
Report  of  Fifteen  Hundred  Operations  •with  this 
Anesthetic  Alone. 

By: Dr.  James  T.  Nix. 


Discussed  by  Drs.  Ansel  M.  Cline,  A.  C.  King, 
J.  A.  Danna,  J.  E.  Landry,  E.  L.  King,  H. 
L.  Kearney,  Urban  Maes,  H.  W.  Kostmayer 
and  closed  by  Dr.  Nix. 

Splanchnic  Analgesia. 

By: Dr.  Emmett  L.  Irwin. 

Discussed  by  Drs.  M.  J.  Gelpi,  Alton  Ochsner, 
Emile  Bloch  and  closed  by  Dr.  Irwin. 

The  Practical  Laboratory  Diagnosis  of  Fungus 
Infections  of  the  Hands  and  Feet. 

By: Dr.  Foster  M.  Johns. 

Discussed  by  Dr.  Van  Studdiford  and  closed 
by  Dr.  Johns. 

This  office  wishes  to  call  attention  to  the  mem- 
bership that  a fire  proof  safe  has  been  purchased 
in  which  all  of  the  valuable  papers  and  transac- 
tions and  some  books  which  would  not  be  re- 
placeable, have  been  placed  in  it  for  safe  keep- 
ing. 
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The  Secretary’s  office  has  been  in  communica- 
tion with  the  daily  papers  of  this  city  in  an  en- 
deavor to  stopping  the  practice  of  inserting  the 
attending  physician’s  name  in  the  paid  birth  no- 
tices which  appear  in  the  daily  press.  This 
practice  has  been  reported  by  the  Judiciary  Com- 
mittee and  voted  by  the  Society  as  being  direct- 
ly unethical  and  in  violation  of  the  Code  of 
Ethics  of  the  American  Medical  Association. 

The  fourth  quarterly  premium  on  the  group 
insurance  has  been  paid,  there  now  being  240 
members  holding  policies. 

Many  physicians  have  changed  their  office  ad- 
dresses and  some  of  these  changes  have  not  been 
reported  to  this  office.  This  delays  the  delivery 
of  meeting  notices,  journals  and  etc.  and  we  would 
appreciate  very  much  your  notifying  this  office  of 
any  changes. 

All  of  the  members  have  been  requested  for 
their  photographs  to  appear  in  the  coming  edi- 
tion of  the  History  of  the  Orleans  Parish  Medi- 
cal Society  to  be  edited  by  Dr.  A.  E.  Fossier. 
If  you  have  not  done  so  kindly  send  in  your 
photograph  and  check  at  once. 

The  following  Doctors  have  been  elected  to 
Membership : 

Active  Members Drs.  James  E.  Daboval, 

Lloyd  J.  Kuhn,  Hans  Schroeder,  Joseph  W.  Red- 
dock  and  Joseph  T.  Scott,  Jr. 

Reinstated — Dr.  J.  W.  Rosenthal. 

Interne  Member — Dr.  John  K.  Bullock. 


TREASURER’S  REPORT 


Actual  Book  Balance,  8/31/28 $1,448.07 

Receipts  during  September 667.61 


$2,115.68 

Expenditures  $ 430.63 


Book  Balance:  10/1/28 $1,685.05 

LIBRARIAN’S  REPORT 
Forty-four  books  have  been  added  to  the  li- 
brary during  September.  Of  these  32  were  re- 
ceived by  binding,  6 by  gift,  1 by  purchase  and 
5 from  the  New  Orleans  Medical  and  Surgical 
Journal.  Notation  of  new  titles  of  recent  date 
is  herewith  appended. 

Gifts  of  journals,  books  and  reprints  have  been 
received  from  Dr.  J.  H.  Musser,  Dr.  Joseph  Hume, 
Dr.  P.  T.  Talbot,  Dr.  E.  H.  Walet  and  Dr.  Roy  E. 
Van  Wart.  Dr.  Van  Wart’s  gift  comprises 
hundreds  of  journals  and  books  and  will  form  a 
most  valuable  addition  to  the  library  in  the  de- 
partment of  nervous  and  mental  diseases. 


NEW  BOOKS. 

Rockefeller  Foundation — Annual  Reports,  1926- 
1927. 


Whitney — List  and  Classification  of  Diagnoses. 
1928. 


Reid — Heart  in  Modem  Practice.  1928. 
Strecker  and  Ebaugh — Practical  Clinical  Psychi- 
atry. 1928. 

Wright — Muscle  Function.  1928. 

Sheehan — Plastic  Surgery  of  the  Orbit.  1927. 
Pende — Constitutional  Inadequacies.  1928. 
Meyer  and  McCormick — Studies  in  Scurvy. 


1928. 


H.  Theodore  Simon,  M.  D., 

Secretary. 


THE  PATIENT  PAYS  THE  PIPER. — Better 
organizations,  however,  can  be  perfected  for  the 
more  economic  care  of  the  sick.  Many  of  the 
indigent  sick  and  practically  all  of  those  who  are 
no_t  indigent,  but  cannot  stand  the  extra  financial 
load  are  now  cared  for  at  the  expense  of  the 
philanthropic  subscribers  to  hospitals  and  the  phy- 
sicians who  serve  these  hospitals.  No  matter  to 
what  degree  a hospital  may  be  a charitable  insti- 


tution, practically  every  worker  in  it  from  scul- 
lery maid  to  superintendent  is  recompensed  for 
service  except  the  nurse,  who  is  in  training,  and 
the  staff  physician.  Thus  the  cost  of  the  care  of 
the  needy  sick  is  borne  by  two  small  groups — the 
philanthropists  and  the  medical  profession.  In 
all  fairness  this  burden  should  be  distributed 
among  the  taxpayers  of  the  nation,  just  as  is  the 
bill  for  our  public-health  activities. — Garland, 
Joseph:  The  Independent,  Sept.  15,  1928,  p.  255. 
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H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


MEDICAL  BRANCH  SCHOOL,  MEDICAL  RE- 
SERVE CORP. 

Colonel  J.  Birney  Guthrie,  Medical  Reserve,  has 
called  attention  to  a schedule  and  a statement  sent 
out  by  the  New  Orleans  Headquarters  for  the  pur- 
poses of  establishing^  a 87th  Division  Medical 
Branch  School  for  medical  officers  in  the  City  of 
New  Orleans.  This  course  will  be  given  at  8:00 
P.  M.  on  the  second  and  fourth  Fridays  of  each 
months,  in  the  rooms  of  the  Orleans  Parish  Medical 
Society,  1551  Canal  Street.  The  notification  and 
the  schedule  of  this  course  is  given  below. 

HEADQUARTERS  312th  MEDICAL  REGIMENT 
Office  of  the  Executive  Officer. 

319  Custom  House  Bldg., 

New  Orleans,  Louisiana. 

Subject:  Medical  Branch  School,  New  Orleans, 

Louisiana. 

To:  All  Medical  Officers,  residing  in  New  Or- 

leans, La. 

1.  Acting  under  authority  of  the  Chief  of  Staff 
at  this  station,  I should  like  to  call  your  attention 
to  a Branch  School  which  has  been  established  for 
the  Medical  Officers  of  New  Orleans  and  the  sur- 
rounding territory.  A most  attractive  and  pro- 
fitable program  has  been  prepared  and  of  course, 
due  credits  will  be  given  those  who  attend. 
Through  the  joint  invitation  of  the  Orleans  Parish 
Medical  Society  and  the  Medical  Department  of 
Tulane  University,  the  meetings  will  take  place 
at  the  domicile  of  these  organizations,  1551  Canal 
St.,  where  a lantern  is  available  for  demonstra- 
tion purposes.  This  station  has  done  its  part  in 
the  matter  of  enrollment  in  the  Medical  Section  of 
the  Officers  Reserve  Corps.  Now  the  obligation 
rests  on  us  to  do  our  part  in  training,  to  keep  up 
with  established  standards  and  to  assimilate  the 
work  that  has  been  done,  and  the  changes  wrought 
as  the  results  of  the  World  War  experience. 

2.  This  is  a Medical  Branch  School  and  practic- 
ally all  instruction  will  be  given  by  medical  men. 
Lieutenant  Col.  Dalton  H.  Trepagnior,  Medical  Re- 
serve, has  been  appointed  instructor  and  various 
other  reserve  officers  have  parts  of  the  course  in 
preparation.  It  is  our  hope  to  be  able  to  present 
at  some  time  in  the  course  slides  and  films  illustrat- 
ing some  of  the  combat  activities  of  the  Medical  De- 
partment. It  is  especially  urged  that  Medical  of- 
ficers of  the  312th  Medical  Regiment  and  all  other 
Medical  officers  residing  in  New  Orleans  enroll  for 


this  course.  The  initial  meeting  was  held  at 
Tulane  Medical  Department,  October  12,  1928,  at 
8 P.  M. 

J.  Birney  Guthrie,  M.  D., 
Colonel,  Medical  Reserve, 
Commanding  312th  Med.  Regiment. 


DISTRICT  NO.  26. 

SCHEDULE. 

November  9,  1928,  Conference  — The  Infantry 
Division  in  March  Column. 

November  23,  1928,  Conference — Relation  of  the 
Medical  Regiment  to  the  General  Staff  Sections, 
and  to  the  Technical  and  Administrative  Staff 
of  the  Division. 

December  14,  1928,  Conference — The  Regiment  in 
Division  Column  during  the  Initial  Stages  of  a 
Meeting  Engagement;  Development  of  the  Divi- 
sion; Positions  of  the  Medical  Regiment  at  the 
beginning  of  the  Development  of  the  Division; 
Development  of  the  Medical  Regiment. 

December  28,  1928,  Conference — Organization, 

Functions,  and  Operation  of  the  Service  Com- 
pany. 

January  11,  1929,  Conference — The  Collecting  Bat- 
talion, Organization  and  Functions;  Tactical  Dis- 
positions. 

January  25,  1929,  Conference — The  Collecting  Com- 
pany, Organization  and  Functions. 

February  8,  1929,  Conference — The  Ambulance 
Battalion,  Organization  Function. 

February  22,  1929,  Conference — The  Ambulance 
Company,  Animal  Drawn,  and  Motorized  Or- 
ganization and  Functions. 

March  8,  1929,  Conference — The  Hospital  Bat- 
talion, Organization,  Functioning  and  Operation. 

March  22,  1929,  Conference — The  Hospital  Com- 
pany, Organization,  Equipment,  Functions  and 
Operation. 

April  12,  1929,  Conference — The  Veterinary  Com- 
pany, Organization,  Functions,  Operation. 

April  26,  1929,  Conference — General  Review. 

May  10,  1929,  Conference — General  Review. 

May  24,  1929 — Examination  in  the  subjects  cov- 
ered by  the  preceding  conferences. 
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NEWS  ITEMS. 

Dr.  R.  C.  Lynch,  Professor  of  Otolaryngology 
•with  the  Graduate  School  of  Medicine  of  The 
Tulane  University  of  Louisiana,  left  the  city  on 
October  4,  to  attend  a meeting  of  the  Board  of 
Examiners  in  Otolaryngology  in  Ne'w  York,  meet- 
ing of  the  American  College  of  Surgeons  in  Boston, 
meeting  of  the  Board  of  Examiners  in  Otolaryngol- 
ogy in  St.  Louis  and  a meeting  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology  in 
St.  Louis. 

In  Boston  Dr.  Lynch  -will  take  part  in  the  dis- 
cussion of  the  presentation  of  a pamphlet,  the 
first  recommendation  to  be  made  in  the  depart- 
ment of  Ophthalmology  and  Otolaryngology  to- 
■wards  the  standardization  of  hospitals  in  this 
department.  In  St.  Louis  Dr.  Lynch  -will  present  a 
paper  on  Stenosis  of  the  Larynx. 


Dr.  J.  C.  Culpepper  has  recently  moved  from 
Sha-w,  Louisiana  to  Kerrville,  Texas. 


SOUTHWESTERN  TUBERCULOSIS  CON- 
FERENCE. 

The  Second  Annual  Meeting  of  the  Southwestern 
Tuberculosis  Conference  ■will  be  held  January  22- 
23,  1929.  The  meeting  place  will  be  Ft.  Worth, 
Texas,  and  the  headquarters  during  the  meeting 
will  be  at  the  Texas  Hotel. 

The  Conference  is  organized  for  the  purpose  of 
assembling  those  of  the  medical  profession,  veterin- 
ary profession,  public  health  and  welfare  depart- 
ments and  the  lay  and  civic  organizations  now  con- 
cerned in  the  eradication  of  tuberculosis  of  people 
and  of  livestock  so  that  the  discoveries  and  ex- 
periences of  each  may  be  co-ordinated  for  presen- 
tation to  the  masses  in  a clear  and  understandable 
manner;  to  further  unite  these  various  control 
elements  in  a sane  and  uncompromising  effort  to 
accomplish  the  humanitarian  and  urgently  eco- 
nomic task  to  which  they  are  devoted. 

The  various  organizations  interested  from  the 
states  of  Arkansas,  Oklahoma,  Mississippi,  Louisi- 
ana and  Texas  comprise  the  membership  of  the 
Conference  and  it  is  further  sponsored  by  in- 
terested National  Organizations. 


UNITED  STATES  HEALTH  SERVICE. 
Chronological  List  of  Changes  of  Duties  and 
Stations  of  Commissioned  and  Other  Officers  of 
the  United  States  Public  Health  Service. 

By  order  of  the  Surgeon-General,  Surgeon  T,  B. 
H.  Anderson  is  relieved  from  duty  at  New  Orleans, 


La.,  and  assigned  to  duty  at  Marine  Hospital, 
Pittsburgh,  Pa. 


DEDICATION  OF  JAMES  M.  BATCHELOR 
BUILDING. 

The  Presbyterrean  Hospital  Board  of  Managers, 
announced,  sometime  ago,  its  intention  to  con- 
struct a new  hospital  and  accessory  buildings — out- 
lining a building  program  that  was  to  proceed 
over  a period  of  about  three  years  and  which 
when  completed.  Would  add  to  New  Orleans  one  of 
the  most  modern  hospital  plants  in  the  country. 
The  plans  have  been  carried  out  almost  uninter- 
ruptedly; and  on  the  evening  of  October  12  last, 
formal  dedication  exercises  for  the  first  unit  of 
this  building  program,  were  held.  A large  crowd 
was  present;  and,  short  addresses  were  made  by 
the  Honorable  A.  J.  O’Keefe,  mayor.  Dr.  J.  C. 
Barr,  President  of  the  Board  of  Managers,  and 
Drs.  Gessner,  Thibault,  and  Robin.  Dr.  Batchelor, 
in  honor  of  whom  the  building  was  named,  made 
a very  pleasing  address  expressing  his  deep  ap- 
preciation and  profound  gratitude. 


MEETING  OF  ST.  TAMMANY  PARISH  MEDI- 
CAL SOCIETY  OF  OCTOBER  12,  1928. 

The  Society  met  at  the  New  Southern  Hotel  at 
Covington,  La.,  with  the  following  answering  roll 
call:  F.  F.  Young,  N.  M.  Hebert,  Roland  Young, 

J.  F.  Buquoi,  R.  B.  Paine,  W.  L.  Stevenson,  A.  F. 
Herrin,  J.  K.  Griffith  and  F.  R.  Singleton.  Dr. 
Homer  Dupuy  of  New  Orleans  was  the  specially 
invited  essayist  of  the  evening  and  Dr.  J.  D. 
Young  of  Shreveport,  La.,  who  happened  to  be 
visiting  his  parents  and  Dr.  Lawrence  Randolph 
Young,  of  Rayne,  La.,  were  present.  Drs.  F.  F. 
Young,  the  President  and  Roland  Young,  the  Secre- 
tary were  at  their  respective  posts. 

The  reading  and  adoption  of  minutes,  as  well  as 
report  of  secretary-treasurer  was  first  in  order 
after  roll  call,  which  when  completed.  Dr.  Dupuy 
was  asked  for  his  paper.  The  Doctor  chose  as 
his  subject  nasal  affections  and  their  relation  to 
sinus  disease  or  vice  versa.  The  great  Doctor 
said  seventy-five  per  cent  of  all  nasal  affections 
were  due  to  sinus  trouble  and  more  often  to 
antrum  and  ethmoids.  The  talk  was  supple- 
mented by  large  anatomic  pictures  to  clarify  mat- 
ters and  assist  in  explanations.  This  was  par- 
ticularly enjoyed  by  all  and  considerable  discus- 
sion followed.  The  President  then  asked  if  any  of 
the  guest  desired  to  give  the  Society  a little  talk 
and  urged  that  it  be  done  if  they  so  wished.  Dr. 
J.  D.  Young  graciously  stepped  forward  and  in  a 
classical  way  gave  quite  an  account  of  epidemic 
encephalitis  mentioning  its  various  types  and 
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taking  each  in  turn  separately  and  discoursed  on 
them  in  a brief  though  interesting  and  scientific 
manner.  Dr.  Young  was  then  asked  a few  ques- 
tions by  Drs.  Homer  Dupuy  and  Roland  Young  and 
some  discussion  followed. 

Dr.  Griffith  in  behalf  of  the  Society  in  a be- 
fitting manner  in  his  good  big  way  thanked  the 
Doctors  for  their  talks  particularly  Dr.  Dupuy, 
which  was  followed  by  kind  remarks  by  both  the 
visiting  physicians  and  the  members. 

Dr.  Buquoi  under  miscellaneous  business  called 
the  attention  of  the  iSociety  to  clippings  of  the 
press  listing  the  Doctors  with  the  mid-wives  in  re- 
porting births.  He  frowned  upon  this  as  did  the 
Society  and  the  following  resolution  was  moved  by 
him  and  seconded  by  Dr.  Griffith  and  unanimous- 
ly carried:  Whereas  it  has  come  to  our  notice 

that  several  members  of  the  State  Medical  Society 
in  attendance  upon  obstetrical  patients  willingly 
consent  to  their  names  being  published  in  the  birth 
notice  column  of  newspapers — in  many  instances 
in  connection  with  mid-wives.  Be  it  resolved  that 
as  a component  unit  of  the  State  Medical  Society 
the  St.  Tammany  Parish  Medical  Society  in  regular 
meeting  assembled  condemns  such  a practice  as  ir- 
regular and  commercialistic  and  protest  against 
the  further  persuance  of  such  unethical  conduct 
and  that  a copy  of  this  resolution  be  sent  to  the 
State  Medical  Society  Journal,  our  Councilor  and 
the  registrar  of  vital  statistics. 

It  was  moved  by  F.  F.  Young  that  the  next  meet- 
ing be  held  in  Slidell — seconded  by  Dr.  Buquoi,  un- 
animously carried. 

Roland  Young,  M.  D., 
iSecy-Tres.,  St.  Tammany  Parish  Medi- 
cal Society. 


A COURSE  OF  LECTURES  ON  BIOLOGIC 
SUBJECTS. 

The  following  lectures  will  be  given  during  the 
year  1928-29  before  the  members  of  Beta  Mu,  the 
honorary  biological  fraternity  of  Tulane  Univers- 
ity: 

November  7.  The  Relation  of  Light  to  Human 
Health,  by  Dr.  Henry  Laurens,  Professor  of 
Physiology,  Tulane  University  College  of 
Medicine. 

December  6.  Adaptation  to  Parasitic  Life  in  the 
Animal  Kingdom,  by  Dr.  Ernest  Carroll  Faust 
of  the  Department  of  Tropical  Medicine, 
Tulane  University. 

January  10.  The  Life  of  a Coral  Reef,  by  Dr.  Wm. 
H.  Longley,  Professor  of  Biology,  Goucher 
College,  Baltimore,  Md. 


March  6.  Twins  and  Twinning,  by  Dr.  H.  H.  New- 
man, Professor  of  Zoology  and  Dean  of  the 
College  of  Science,  University  of  Chicago. 

April  3.  Progress  of  Forestry  in  the  Southern 
States,  by  E.  L.  Demmon,  Acting  Director, 
Southern  Forest  Experiment  Station,  United 
States  Department  of  Agriculture. 

May  14.  Malaria  Control,  by  Dr.  C.  C.  Bass,  Dean 
of  the  College  of  Medicine,  Tulane  University. 

Members  of  the  Orleans  Parish  and  the  Louisiana 
State  Medical  Society,  who  are  interested  in  this 
lecture  series  are  invited  to  become  associate  mem- 
bers of  Beta  Mu.  Application  for  membership 
accompanied  by  remittance  of  $2.00  for  the  annual 
dues  may  be  sent  to  the  secretary,  Mr.  Waldo  L. 
Treating,  Department  of  Zoology,  Tulane  Univers- 
ity. There  will  be  no  sale  of  tickets,  the  lectures 
being  for  members  only. 

CORRESPONDENCE. 

The  Christian  Science  Watchman,  20  Jackson  Place 
N.  W.,  Washington,  D.  C., 

October  17,  1928. 

Editor,  New  Orleans  Medical  and  Surgical  Journal, 
1551  Canal  Street,  New  Orleans  Louisiana. 

Dear  Sir: 

The  tragedies  that  have  been  permitted  in  the 
name  of  Christian  Science  by  its  overzealous  de- 
votees have  largely  justified  the  widespread  preju- 
dice against  it.  The  Christian  Science  Parent 
Church,  the  independent  minority  movement  in 
Christian  Science,  is  endeavoring  to  bring  a new 
spirit  of  sanity  and  common  sense  into  the  practice 
of  mental  healing.  It  recognizes  the  unselfish, 
humanitarian  labors  of  the  medical  profession  in 
alleviating  human  suffering.  It  likewise  recog- 
nizes the  vital  function  of  spiritual  forces  in  rela- 
tion to  health.  It  is  convinced  that  there  exists  a 
basis  of  co-operation  on  which  medicine  and  religion 
may  thrieve  together  for  the  advancement  of  world 
health. 

Since  Mrs.  Eddy’s  death,  Christian  Science  prac- 
tice has  very  largely  become  a commercialized 
faith-cure.  The  record  of  disease  and  death  among 
Christian  Scientist  during  the  last  few  years  is 
appalling.  Because  of  a superstition  that  the  use 
of  a drug  is  an  evil  and  the  employment  of  medi- 
cal aid  tantamount  to  a confession  that  Christian 
Science  has  failed,  the  majority  of  the  adherents 
of  that  faith  turn  to  medical  assistance  only  as  a 
last  resort,  usually  secretly  and  with  the  depress- 
ing conviction  that  they  are  committing  a positive 
sin.  Such  an  attitude  tends  to  nullify  the  work  of 
the  physician  and  deplete  the  patient’s  mental  ca- 
pacity for  recuperation.  Frequently  the  doctor 
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is  called  only  when  death  is  considered  imminent, 
and  to  prevent,  if  possible,  the  embarrassment  of 
an  inquest. 

The  conditions  have  arisen  from  a misconception 
of  Christian  Science  in  its  larger  application.  In 
order  to  prove  to  an  incredulous  world  that  the 
body  can  be  healed  by  mind,  drugs  were  discarded 
during  the  early  states  of  the  movement.  Never- 
theless, it  is  a recognized  fact  in  Christian  Science 
that  a drug  may  be  the  medium  through  which  the 
common  faith  and  hope  of  the  majority  of  man- 
kind expresses  itself.  In  the  personal  experience 
of  Mrs.  Eddy  there  came  a time  when  neither  her 
own  nor  her  followers’  unaided  faith  was  sufficient 
to  relieve  her  of  serious  suffering.  Understanding 
the  power  of  the  faith  of  the  majority  of  mankind 
in  medical  science  she  decided  to  utilize  it,  and 
gratefully  availed  herself  of  the  services  of 
reputable  physicians  on  various  occasions. 

In  so  doing,  she  was  consistent  with  her  own 
teaching  on  the  relation  of  a minority’s  faith  in 
mind-power  to  a majority’s  faith  in  material 
means.  She  was  far  in  advance  of  her  followers’ 
practical  application  of  MindnScience.  Had  her  ex- 
ample been  intelligently  followed  by  her  students, 
Christian  Science  practice  would  today  hold  a 
higher  place  in  the  general  estimation  of  the  world. 

The  Christian  Science  Parent  Church  was  or- 
ganized a few  years  ago  under  the  leadership  of 
Mrs.  Annie  C.  Bill.  It  has  developed  branches 
throughout  Great  Britian,  America,  Australia,  and 
elsewhere.  Its  members  have  been  recruited  al- 
most entirely  from  those  who  have  resigned  from 
the  original  Christian  Science  organization  after 
they  became  convinced  that  the  trend  of  thought 
within  that  body  precluded  further  advancement  of 
Mind-Science. 

This  organization  maintains  that  the  work  of 
the  Christian  Scientists  is  limited  to  the  teaching 
of  spiritual  truth,  and  to  removing  fear  and  other 


ALCOHOL  AND  HUMAN  LIFE. — So  logical 
must  such  ideas  appear — so  plainly  fair  and  ethi- 
cal— that  it  is  something  like  a shock  to  learn 
that  in  many  States  statutory  law  compels  the 
authors  of  text-books  on  physiology  and  hygiene 
used  in  schools  to  include  a chapter  on  the  dele- 
terious effect  of  alcohol  on  human  life  and  health. 
I know  of  nothing  in  the  American  scene  today 
more  dowright  immoral ! Here  is,  at  best,  a highly 
debatable  subject,  one  to  be  settled  only  by  the 
methods  of  science.  And  by  law  an  interpreta- 
tion is  imposed  upon  the  result  of  those  investiga- 
tions before  they  are  made.  Science  by  legisla- 
tion. Truth  by  legislation,  when  the  object  of 
legislation  is  justice.  The  people  who  support 
these  grossly  wicked  practices  are  the  ones  who 
consider  themselves  the  most  moral  individuals  in 


unhealthful  moral  conditions.  Its  members  are 
forbidden  by  their  Church  by-laws  to  meddle  in 
any  way  with  medical  or  surgical  practice,  but 
must  leave  such  work  to  those  who  are  qualified 
and  legally  authorized  for  that  responsibility. 
Neither  shall  a practitioner  of  this  Church  render 
his  services  unless  both  patient  and  attending  phy- 
sician request  his  aid. 

Spiritual  healing  has  a definite  place  in  therap- 
eutic practice.  Therefore,  in  order  that  it  may  be 
utilized  under  such  conditions  as  will  keep  it  with- 
in its  proper  field  and  insure  the  maximum  results, 
we  bespeak  the  intelligent  co-operation  of  the  medi- 
cal fraternity. 

Yours  very  truly, 

A.  M.  Vickery, 

Editor. 

With  this  letter  there  was  enclosed  a pamphlet 
entitled  “A  Ghastly  Record,”  which  points  out  that 
in  Brookline,  Massachusetts,  there  is  an  institution 
called  The  Christian  Science  Benevolent  Associa- 
tion Sanatorium,  a magnificent  structure  for  the 
care  of  the  Christian  Science  ill.  The  author’s 
pamphlet  states  that  there  is  a growing  dissatis- 
faction with  this  sanatorium  among  many  Chris- 
tian Scientists,  who  declare  that  it  is  a complete 
inversion  of  Christian  Science.  He  adds  further- 
more the  following,  which  is  worth  quoting: 

“Brookline  is  the  home  of  three  medical  hospitals 
of  national  reputation — the  Corey  Hill  Hospital, 
the  Brookline  General  Hospital,  and  the  Brooks 
Hospital.  In  points  of  deaths,  during  the  five- 
years  period  since  the  Christian  Science  Benevol- 
ent Association  Sanatorium  was  established,  and 
which  the  above  figures  cover,  almost  as  many  per- 
sons died  in  the  Christian  Science  Benevolent  Sana- 
torium as  in  all  three  of  these  famous  medical  hos- 
pitals together,  and  eighteen  more  Christian  Scient- 
ists died  in  Brookline  during  this  period  than  in 
all  three  of  them.” 


the  community.  Last  year,  in  discussing  some 
public  remarks  which  I made  jointly  with  the 
Professor  of  Biology  at  the  University  of  Kansas, 
a clergyman  said  that  “scientists  must  make  their 
discoveries  harmonize  with  the  beliefs  of  the 
American  people.”  And  neither  then  nor  at  any 
later  time  did  he  appear  to  realize  the  enormity 
of  what  he  had  uttered — how  blasphemous  it  was, 
how  immoral.  Because,  translated  into  his  own 
phraseology  and  philosophy,  what  he  said  was 
that  if  a man  discovered  one  of  God’s  truths  and 
that  truth  was  not  what  the  American  people 
believed  he  must  announce  that  the  truth  of  God 
which  he  had  discovered  was  a lie.  Yet  this  min- 
ister’s statement  was  a revelation  of  the  real  and 
unconscious  attitude  of  his  soul. — Clendenjng, 
Logan:  The  Outlook,  July  18,  1928,  p.  452. 
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Dr.  Inman  W.  Cooper  of  Meridian,  Mississippi, 
Councilor  of  the  Southern  Medical  Association  for 
the  state  of  Mississippi,  wishes  to  call  the  atten- 
tion of  the  members  of  the  Mississippi  State  Medi- 
cal Association  to  the  fact  that  the  Southern  Medi- 
cal Association  will  hold  its  annual  meeting  in 
Asheville,  North  Carolina,  November  12-15. 

The  preliminary  announcements  indicate  a most 
interesting  program.  Monday,  November  12,  will 
be  devoted  to  clinics  arranged  by  the  physicians  of 
Asheville.  On  Tuesday  there  will  be  clinical 
demonstrations  by  some  of  the  best  men  of  the 
South.  These  clinical  meetings  will  equal  in  ex- 
cellence those  of  past  years.  Wednesday  and 
Thursday  will  be  devoted  to  the  work  of  the  vari- 
ous sections. 

Ample  entertainment  for  the  visiting  doctors  is 
being  arranged  and  among  other  items  mentioned 
are  golf  and  trap  shooting.  It  is  to  be  hoped  that 
Mississippi  will  send  a large  delegation. 


President  W.  H.  Frizell  addressed  the  South 
Mississippi  Medical  Society  at  their  recent  meet- 
ing in  Hattiesburg.  This  society  will  hold  the 
next  meeting  in  Laurel,  December  13. 


Dr.  G.  S.  Ramsey,  formerly  of  Clinton  and  late 
of  Jackson,  is  now  practising  in  Brookhaven. 


The  King’s  Daughters  Hospital  at  Brookhaven, 
Mississippi,  is  devising  ways  and  means  of  enlarg- 
ing their  buildings  so  as  to  afford  more  room. 


Dr.  L.  S.  Gaudet,  of  Natchez,  has  been  ap- 
pointed Correspondent  for  the  state  of  Mississippi, 
to  the  American  Journal  of  Ophthalmology.  He 
requests  that  news  items,  changes  of  addresses  and 
reports  of  special  or  rare  cases  by  opthalmologists 
be  sent  to  him. 


On  October  9,  the  regular  meeting  of  the  Issa- 
quena-Sharkey- Warren  Counties  Medical  Society 
was  held  in  Vicksburg.  The  following  program 
was  presented: 

1.  Caesarian  Section  vs.  Laparo-hysterectomy — 
Dr.  D.  A.  Pettit. 

2.  Children — Sick  and  Well — Dr.  I.  C.  Knox. 

3.  Ductless  Grand  Pathology  and  Therapy  in 
Children — Dr.  Noel  C.  Womack,  Jackson. 


The  following  are  some  abstracts  of  Septem- 
ber 11: 

Am  I My  Brother’s  Keeper? — Dr.  L.  L.  Martin. 
I wish  to  bring  up  some  phases  of  the  relationship 
existing  between  physicians  on  the  one  hand  and 
■surgeons  and  specialists  on  the  other.  We  physi- 
cians, especially  those  in  the  country,  must  rely  to 
a great  extent  on  our  city  brothers  with  their 
laboratories,  hospitals  and  specialized  knowledge. 
We  need  them  and  in  a measure,  they  depend  on 
us.  Patients  are  sometimes  referred  without 
acknowledgement  of  the  courtesy;  also  patients  are 
referred  for  diagnosis  only,  and  in  the  shuffle  lost 
completely.  Do  you  wonder  at  the  more  cordial 
feeling  toward  the  specialist  who  invariably 
writes  or  calls  up  to  tbank  you  for  the  courtesy 
and  to  give  his  diagnosis  and  outline  of  treatment? 
Consultants  sometimes  forget  their  ethical  posi- 
tion by  giving  the  patient  or  his  family  the  im- 
pression that  the  family  physician  has  not  done  all 
that  should  have  been  done.  I do  not  think  it 
amiss  for  any  of  us  to  refresh  our  memory  of  the 
Golden  Rule,  for  we  of  the  profession  are  surely  in 
a great  measure  “Our  Brother’s  Keeper.” 


Vincent’s  Infection  of  the  Gums. — Dr.  G.  W.  F. 
Rembert,  Jackson.  Vincent’s  infection  is  a better 
term  than  Vincent’s  angina.  History  of  this 
malady  goes  back  to  the  eighteenth  century,  when 
the  French  troops  in  Italy  had  the  disease.  The 
organism  was  discovered  by  an  American  dentist. 
Miller,  in  1893,  in  Berlin.  Vincent  did  much  work 
with  the  organism  and  it  is  named  after  him. 
Vincent’s  infections  do  not  seem  to  have  been 
severe  until  during  the  last  war.  It  was  then 
called  trench  mouth  or  trench  gums.  It  is  very 
contagious,  200  of  800  German  prisoners  in  one 
camp  developing  the  disease  in  two  days.  It  is 
a disease  of  close  contact,  and  most  frequently  af- 
fects the  gums,  tonsils,  gastro-intestinal  tract,  pre- 
puce and  clitoris.  It  has  been  called  the  fourth 
venereal  disease.  There  are  three  classes  of  gan- 
•grene:  1.  Due  to  the  colon  bacillus  alone  or  with 

other  organisms;  2.  due  to  the  Welch  bacillus; 
and  3.  Vincent’s  infection.  Probably  more  gan- 
gren  and  putrid  infections  are  due  to  Vincent’s  in- 
fection is  often  associated  with  colon,  strepto- 
coccus, and  staphylococcus.  These  other  organ- 
isms seem  to  pave  the  way  for  the  Vincent’s  in- 
fection. With  infections  of  the  gums  there  is  red- 
ness, swelling,  pain  and  a distinctive  odor.  This 
organism  has  been  reported  in  five  per  cent  of 
gangrenous  appendices.  It  may  cause  ulcerated 
lesions  of  the  skin  and  abscesses  of  the  lung  fol- 
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lowing  tonsillectomy.  The  dentist  is  important  in 
its  treatment.  For  treatment  many  recommend  5 
per  cent  chromic  acid.  Sodium  perborate  seems  to 
have  a specific  action  used  as  a gargle  or  mouth 
wash  or  as  a thick  paste  worked  into  the  gums  on 
a soft  tooth  brush.  Alleviation  of  symptoms  does 
not  necessarily  mean  that  the  patient  is  cured. 


WARNING  AGAINST  SPECTACLE 
PEDDLERS. 

The  people  are  warned  against  any  peddlers 
claiming  to  he  with  the  Mississippi  State  Com- 
mission for  the  Blind.  No  one  has  been  authorized 
by  the  Commission  to  sell  or  give  away  glasses  in 
their  name. 

We  have  been  informed  that  two  or  three  persons 
have  been  traveling  over  the  State  imposing  upon 
blind  people,  those  partially  blind  and  those  with 
minor  defects  of  vision  in  this  way. 

As  State  Health  Officer  and  a member  of  the 
State  Commission  for  the  Blind,  I would  warn  the 
people  of  the  State  of  the  danger  of  not  having 
glasses  fitted  correctly  by  a specialist. 

If  you  need  glasses  or  treatment  for  the  eyes, 
go  to  an  eye  specialist,  one  who  is  competent  to 
fit  glasses  and  to  treat  those  delicate  instruments 
of  vision,  the  eyes.  Don’t  take  a chance  by  buy- 
ing them  from  a peddler,  or  a clerk  in  a store. 
Quite  often,  I have  seen  people  who  should  know 
better  go  into  Five  and  Ten  Cent  Stores  and  other 
stores  to  purchase  spectacles. 

The  wonder  is  that  a great  many  more  people 
do  not  have  trouble  with  their  eyes  when  we  take 
into  consideration  the  abuse,  the  neglect,  and  the 
vicious  treatment  given. 

Felix  J.  Underwood,  M.  D. 


The  annual  meeting  of  the  Homochitto  Valley 
Medical  Society  was  held  in  Natchez,  October  11. 
President  of  the  iState  Association,  Dr.  W.  H. 
Frizell,  and  Dr.  Alphonse  Meyer  of  Memphis  were 
guests  of  the  society. 

Election  of  officers  for  the  year,  1929,  resulted 
as  follows : 

President;  Dr.  W.  H.  H.  Lewis. 

Vice-Presidents : 

Adams  County — Dr.  J.  D.  Shields. 

Amite  County — Dr.  J.  W,  Dugger. 

Franklin  County — Dr.  C.  E.  Mullins. 

Jefferson  County — Dr.  R.  B.  Clark. 

Wilkinson  County — Dr.  J.  W.  Brandon. 
Secretary-Treasurer:  Dr.  W.  K.  Stowers. 

Board  of  Censors:  Dr.  R.  D.  Sessions,  elected 

for  1929-30-31. 

Dr.  S.  R.  Towns  was  elected  to  fill  the  vacancy 


for  Jefferson  County  on  the  Board  of  Censors 
caused  by  Dr.  J.  C.  McNair’s  absence  (1929). 

Dr.  W.  II.  Aikman  was  re-elected  on  Medical  De- 
fense Committee  for  1929. 

The  Society  voted  to  remit  the  dues  of  the  secre- 
tary. 

Clinical  reports  were  made  on  the  injection  of 
sodium  salicylate  in  the  treatment  of  varicose 
veins. 

Dr.  Frizell  addressed  the  society,  making  an  un- 
usually good  and  most  impressive  talk  on  medical 
organization  and  on  co-operation  among  physicians. 

Dr.  Alphonse  H.  Meyer  presented  a paper  on 
Fracture  of  the  Femur  in  the  Aged,  which  was 
illustrated  by  a small  model  and  by  lantern  slides. 


The  Staff  of  the  Vicksburg  Sanatarium  held  its 
monthly  meeting  on  October  10,  with  the  follow- 
ing program. 

1.  Osteomyelitis  on  the  Flat  Bones  of  the 
Cranium — Dr.  A.  Street. 

2.  Necrosis  of  the  Mandible — Dr.  J,  A.  K.  Bir- 
chett,  Jr. 

3.  Coronary  Thrombosis — Dr.  L.  J.  Clark. 

4.  Retro-bulbar  Neuritis — Dr.  E.  H.  Jones. 

5.  Broncho-biliary  Fistula — Dr.  W.  H.  Parsons. 

6.  Intestinal  Obstruction — Dr.  H.  H.  John- 
ston. 

7.  The  Coagulation  of  the  Blood — Dr.  L.  S,  Lip- 
incott. 


The  Editor  of  this  column  wishes  to  urge  the 
officers  of  the  Association  and  of  the  County  So- 
cieties as  well  as  individual  physicians  to  co-oper- 
ate with  him  to  make  this  column  what  it  should 
be — a news  column,  a means  whereby  the  doctors 
of  the  state  may  be  kept  acquainted  with  the  ac- 
tivities of  their  friends  and  colleagues  in  other 
parts  of  the  state.  There  is  no  reason  why  any 
individual  physician  should  not  send  in  to  the 
Editor  an  account  of  his  trip  to  some  clinic,  change 
of  address,  or  any  other  news  item  regarding  him- 
self, his  hospital  or  his  public  health  work  in  his 
county. 

Those  who  pay  any  attention  to  this  column  will 
note  that  during  the  past  few  months  the  news  has 
been  confined  almost  entirely  to  the  same  few  old 
standbys.  Several  of  the  largest  societies  in  the 
state  are  conspicuous  by  their  silence. 


BOOK  REVIEWS 


Mechanics  of  the  Digestive  Tract:  By  W.  C. 
Alvarez,  M.  D.  New  York,  Paul  B.  Hoeber, 
Inc.  1928.  447  pp. 

Like  the  first  edition,  Alvarez’s  second  work 
represents  the  newer  conception  of  gastric  and 
intestinal  physiology  especially  that  of  motility. 
The  gradient  idea  of  the  control  of  peristalsis  in 
the  digestive  tract  and  many  of  the  recent  studies 
on  function  of  this  canal  are  the  fruits  of  his 
own  ardent  and  painstaking  researches. 

There  are  clear  descriptions,  in  separate  chap- 
ters, on  the  activity  of  each  segment  of  the  ali- 
mentary canal  including  esophagus,  cardia, 
stomach,  pylorus,  small  intestine,  cecum,  colon. 
The  application  of  these  physiological  facts  to 
clinical  diagnosis  is  a feature  of  the  book  of 
greatest  interest  to  the  clinician.  In  this  work 
the  reader  may  visualize  a representative  of  a 
happy,  but  unusual  combination,  practitioner  plus 
physiologist. 

The  chapter  on  the  mechanics  of  the  gall  blad- 
der is  illuminating  and  brings  out  the  recent 
discoveries  in  the  new  era  of  our  knowledge  of 
gall  bladder  function  which  started  but  a few 
years  ago.  Alvarez  is  most  liberal  in  his  credit  to 
other  investigators,  and  many  of  the  leaders 
among  them  are  also  represented  by  their  per- 
sonal photographs. 

This  text  should  be  the  proud  possession  of 
every  medical  man  interested  in  the  gastric-in- 
testinal tract,  whether  be  be  in  the  laboratory  or 
in  the  clinic. 

Daniel  N.  Silverman,  M.  D. 


Criteria  for  the  Classification  and  Diagnosis  of 
Heart  Disease:  By  a Committee  Appointed 
by  the  Heart  Committee  of  the  New  York 
Tuberculosis  and  Health  Association,  Inc., 
New  York.  Paul  B.  Hoeber,  1928,  92  pp. 

In  order  to  have  a standard  nomenclature  and 
terminology,  as  well  as  uniform  criteria  for  the 
employment  of  adjectives  and  descriptive  terms, 
the  Health  Committee  of  the  New  York  Tubercu- 
losis and  Health  Association  has  brought  out  this 
little  volume  under  the  editorship  of  Dr.  Pardee. 
The  book  first  discusses  the  criteria  for  nomen- 
clature of  cardiac  diagnosis,  calling  attention  to 
the  fact  that  the  diagnosis  should  contain,  in 
order  to  be  complete,  an  etiologic,  anatomic  and 
physiologic  diagnosis,  as  well  as  an  estimate  of 
the  functional  capacity  of  the  patient’s  heart. 
For  example,  “Syphilitic  heart  disease,  with 
aortic  insufficiency,  premature  articular  contrac- 
tions, able  to  carry  on  ordinary  physical  activity,” 
is  a rather  complicated  diagnosis,  yet  such  a diag- 


nosis gives  us  the  essential  features  of  that  par- 
ticular individual’s  cardiac  condition  and  with 
the  knowledge  of  the  etiologic  criteria  and  the 
anatomic  criteria,  which  are  outlined  in  the  latter 
part  of  the  book,  the  reader  of  such  a diagnosis 
would  understand  just  exactly  what  the  original 
writer  felt  about  his  diagnosis  and  his  estimation 
of  that  man’s  cardiac  lesion.  Simplifications  of 
diagnosis  are  to  be  welcomed,  but  of  greater  im- 
portance than  this  is  a nomenclature  which  is 
understood  by  all  medical  men  so  that  they  will 
speak  the  same  language.  That  is  not  so,  wit- 
ness the  different  terms  used  to  describe  rales, 
or  question  medical  men  about  bronchial  breath- 
ing and  see  how  the  answers  vary.  It  would 
seem  that  it  would  be  a relatively  simple  matter 
to  have  a standard  nomenclature,  but  such  is  not 
the  case.  The  Heart  Association  is  to  be  con- 
gratulated upon  their  effort  to  classify  heart  dis- 
ease and  to  bring  forth  a terminology  which  can 
be  employed  and  understood  universally. 

J.  H.  Musser,  M.  D. 


A Laboratory  Manual  of  Physiological  Chemistry : 
By  D.  Wright  Wilson.  Baltimore,  The  Wil- 
liams and  Wilkins  Company.  1928.  272  pp. 

This  manual  is  a revision  of  one  used  for  sev- 
eral years  at  the  Johns  Hopkins  University  and 
the  University  of  Pennsylvania.  As  indicated  in 
the  preface,  many  experiments  given  are  not 
regularly  assigned,  but  are  available  for  special 
work.  Part  I contains  experiments  on  subjects 
introductory  to  physiological  chemistry  proper, 
electrolytic  dissociation,  colloids,  fats,  carbohy- 
drates and  proteins.  In  Part  II  are  found  quali- 
tative tests,  quantitative  determinations  and 
methods  of  preparation  of  various  substances  of 
bio-chemical  interest.  Here  are  considered  the 
digestive  secretions,  urine,  milk,  blood,  bone, 
muscle,  the  cell  nucleus  and  bile.  Alternate 
methods  are  given  in  a number  of  cases.  The 
book  is  something  more  than  a mere  laboratory 
outline  in  that  a considerable  amount  of  explana- 
tion is  included.  Since  every  other  page  is  blank, 
no  extra  notebook  is  necessary  for  the  student. 

R.  C.  Corley,  M.  D. 


Bacteriology  for  Nurses:  By  Charles  F.  Carter, 
B.  S.,  M.  D.  St.  Louis,  C.  V.  Mosby  Com- 
pany. 1928.  213  pp. 

A most  perfect  example  of  abbreviated  clear- 
ness of  presentation  of  a rather  intricate  subject 
to  a class  of  pupils  to  whom  the  amount  of  mate- 
rial in  the  volume  is  sufficient  for  their  practical 
every  day  purposes. 


J.  H.  Musser,  M.  D. 
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A Handbook  of  the  Diseases  of  the  Stomach:  By 

Stanley  Wyard,  M.  D.,  B.  S.,  M.  K.  C.  P. 
London,  Oxford  University  Press.  1927. 
387  pp. 

The  text  is  one  of  several  recently  published 
on  this  single  organ.  The  important  functional 
disturbances  and  the  pathological  conditions  of 
the  stomach  are  discussed  in  separate  chapters. 
Unlike  some  of  the  other  books  on  diseases  of  the 
stomach,  Wyard’s  is  truly  limited  in  its  scope  to 
that  viscus.  The  book  is  almost  entirely  clinical 
and  a valuable  reference  for  one  in  general  prac- 
tice. There  is  no  bibliography  to  enable  one  to 
investigate  any  particular  phase  of  the  text  or  to 
do  research  from  it. 

Daniel  N.  Silverman,  M.  D. 


Folklore  of  the  Teeth:  By  Leo  Kanner,  M.  D. 

New  York,  MacMillan  Company.  1928. 

316  pp. 

The  folklore  of  medicine  has  had  numerous 
authors  who  have  taken  up  various  phases  of  this 
terrifically  comprehensive  subject.  The  dentists, 
however,  have  never  rated  any  historical  re- 
searches in  their  branch  of  medicine,  and  it  has 
remained  for  a medical  man  to  do  this.  The 
result  is  an  extremely  interesting  compilation 
upon  the  superstitions,  the  symbolisms,  and  the 
folklore  of  various  races  concerning  the  teeth 
and  the  evils  which  befall  them.  There  is  first 
described  various  legends  concerning  the  num- 
ber, position  and  time  of  eruption  of  the  teeth, 
together  with  the  methods  prevailing  in  days  of 
yore  to  prevent  injury  to  the  child  at  the  time 
of  dentition.  Various  chapters  are  then  devoted 
to  such  interesting  subjects  as  the  appreciation 
of  healthy  teeth,  the  fate  of  the  milk  teeth,  the 
story  of  the  toothpick  and  the  toothbrush,  and 
then  we  come  to  a very  long  section  devoted 
largely  to  toothache.  The  general  ideas  and  con- 
ceptions of  toothaches  and  means  of  curing  them 
in  the  early  ages  down  to  the  middle  ages  are 
described  in  a most  interesting  way.  The  treat- 
ment of  toothache  takes  up  considerable  space. 
The  plant  treatment  extends  alphabetically  from 
aloes  to  wormwood,  the  first  of  which  was  used 
in  ancient  Greece.  The  Czechs  fumigated  with 
wormwood  for  the  purpose  of  easing  pain.  Be- 
tween the  extremes  of  the  letters  A and  W there 
are  enumerated  innumerable  plants  which  have 
been  used  by  numerous  races.  All  types  of  ani- 
mals, or  their  anatomical  parts,  have  also  been 
used  for  treatment  of  this  curse  of  nature.  In 
old  Germany  bear’s  gall  helped;  in  Bavaria 
the  head  of  a weasel  is  used  as  an  amulet  against 
toothache.  All  types  of  human  organs  and  secre- 
tions have  been  used.  Inorganic  tootache  reme- 
died are  described  by  the  author,  while  written 


and  spoken  charms  against  toothache  are  too 
numerous  to  recite.  We  even  find  a patroness  of 
toothache,  St.  Appolonia,  who  fell  under  the 
wrath  of  the  Emperor  Julian  and  had  her  teeth 
knocked  out  with  pointed  iron  instruments  and 
the  roots  pulled  out  with  tongs.  So  bravely  did 
this  martyr  withstand  the  punishment  that  she 
was  soon  canonized  as  an  example  of  Christian 
fortitude. 

Many  other  interesting  details  as  to  the  use  of 
teeth  as  drugs,  charms,  relics,  souvenirs,  jewelry, 
and  so  on,  follow.  In  this  rather  cursory  descrip- 
tion of  the  book  it  may  be  seen  that  it  will  prove 
most  pleasing*  reading  to  those  interested  in  quasi- 
historical  medicine. 

J.  H.  Musser,  M.  D. 


Muscle  Function:  By  Wilhelmine  G.  Wright. 

New  York,  Paul  B.  Hoeber.  1928.  pp.  188. 

Muscle  Function,  by  W.  Wright,  offers  the 
physical  therapy  technician  and  the  physician  a 
book  which  is  highly  instructive  and  very  inter- 
esting. It  is  one  which  fills  a long*-felt  need  to 
those  concerned  in  the  after  treatment  of  poliomy- 
elitis and  other  forms  of  paralysis  and  to  the 
study  of  many  muscle  function  problems.  Espec- 
ially could  be  mentioned  those  in  connection  with 
the  after  care  of  fractures  and  post-operative 
myotonia.  The  writer’s  discussion  of  the  function 
of  muscles  is  so  presented  that  it  offers  itself  as 
a book  of  great  value  in  reference  to  the  after 
care  of  cases  of  tendon  transplantation. 

The  book  recommends  itself  to  any  one  inter- 
ested in  body  mechanics,  and  they  will  find  the 
volume  presented  in  such  a manner  that  the 
writer’s  many  years  of  experience  should  be  indis- 
pensable. Not  only  does  it  concern  itself  with  para- 
lyzed muscles,  but  also  the  function  of  the  normal 
body  musculature.  It  might  be  considered  a 
valuable  explanatory  edition  to  general  anatomy 
and,  therefore,  is  of  value  not  only  to  the  grad- 
uate physician  and  physical  therapy  technician, 
but  also  to  the  undergraduate. 

John  T.  O’Ferrall,  M.  D. 


Heart  in  Modern  Practice:  By  William  Duncan 

Reid.  Philadelphia,  J.  B.  Lippincott  & Com- 
pany. 1928.  pp.  466. 

This  book  vnll  need  no  recommendation  to  those 
who  have  read  the  first  edition.  The  author  has 
enlarged  the  book  and  brought  it  up  to  date.  It 
contains  the  new  authorized  classification  of  heart 
disease  published  by  the  American  Heart  Associ- 
ation as  well  as  the  author’s  own  classification. 
The  chapters  on  cardiac  arrhythmias  have  been 
enlarged  and  clarified  by  many  excellent  illustra- 
tions. As  a whole,  this  book  incorporates  in  a 
concrete  manner^  the  best  of  our  news  knowledge 
of  cardiology. 

Randolph  Lyons,  M.  D. 
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The  Nose,  Throat  and  Ear:  John  F.  Barnhill, 
M.  D.,  F.  A.  C.  iS.  New  York,  D.  Appleton 
& Co.  1928.  pp.  604. 

This  is  an  excellent  manual  especially  to  be 
recommended  for  the  omission  of  much  of  the 
non-essentials. 

In  submucous  resection  the  author's  remarks 
on  asepsis,  including  the  use  of  rubber  gloves  by 
the  operator,  are  noteworthy. 

In  discussing  the  surgical  removal  of  the  entire 
tonsil  as  against  the  old  technique  of  tonsillotomy 
the  author  logically  argues  that  since  the  tonsil- 
lar crypt  traverses  the  whole  thickness  of  the 
tonsil,  and  disease  of  the  tonsil  is  essentially  a 
disease  of  the  crypt,  that  surgical  removal,  to 
be  effective,  must  include  removal  of  the  entire 
tonsil. 

Tonsillectomy  (provided  the  associated  pulmon- 
ary tuberculosis  is  in  an  early  stage  and  not 
active)  is  advocated  in  tuberculosis  of  the  tonsil; 
many  laryngologists  are  not  in  accord  with  this 
opinion. 

The  book  is  very  readable  and  remarkably  free 
from  topographic  errors.  Anatomical  diagrams 
and  descriptions  are  excellent.  There  is  an  un- 
usually complete  section  on  diseases  of  the  sali- 
vary glands. 

The  section  on  bronchoscopy  and  esophagoscopy 
is  good.  The  author  gives  an  unusually  lucid  de- 
scription of  tracheotomy. 

About  one-third  of  the  volume  is  occupied  with 
diseases  of  the  ear  and  their  complications.  Oper- 
ative difficulties  here  are  clarified  by  good  illus- 
trations and  the  book  generally  is  well  illustrated 
with  452  well-excuted  and  carefully  chosen  figures 
and  diagrams. 

H.  Kearney,  M.  D. 


Blood  and  Urine  Chemistry:  By  R.  B.  H.  Grad- 

wohl,,  M.  D.,  and  Ida  E.  Gradwohl,  A.  B. 
St.  Louis,  C.  V.  Mosby  Co.  1928.  pp.  526. 

This  volume  is  a compilation  of  the  best  recog- 
nized laboratory  methods  used  in  urine  and  blood 
chemistry  today.  The  selected  technique  is  stated 
in  simple  form  so  that  the  reader  need  not  be  a 
finished  laboratory  worker  to  understand  the 
procedures. 

Tihs  work  is  divided  into  four  parts:  Part 

I deals  with  blood  chemistry  and  includes  not 
only  various  routine  quantitative  and  qualita- 
tive determination  of  the  various  constituents  of 
blood  but  beginning  with  the  most  appropriate 
and  complete  equipment  of  a blood  chemistry 
laboratory,  includes  the  routine  examination,  and 
closes  with  techniques  for  the  determination  of 
the  occasionally  requested  constituents  of  blood. 

Part  II  deals  with  the  chemistry  of  urine  in  the 
same  manner  as  Part  I deals  with  the  chemistry 
of  blood. 


Part  III  is  the  most  valuable  portion  of  the 
work  to  the  medical  practitioner  as  it  contains 
the  interpretation  placed  upon  the  findings  of  the 
various  determinations  in  Parts  I and  II. 

Part  IV  discusses  basal  metabolism  and  in- 
cludes the  various  techniques,  the  influence  of 
various  factors  in  the  determination  of  the  rate, 
and  the  interpretation  of  the  results. 

This  work  may  be  considered  one  of  the  out- 
standing treatises  on  blood  and  urine  chemistry 
chat  can  be  found  on  the  market  today.  It  is 
a highly  valuable  volume  to  anyone  having  any 
connection  whatsoever  with  laboratory  technique 
and  its  interretation. 

Edwin  H.  Lawson,  M.  D. 


Diabetic  Manual  for  Patients:  By  Henry  J. 

John,  M.  A.,  M.  D.  St.  Louis,  C.  V.  Mosby 
Company.  1928.  pp.  202. 

Another  name  added  to  the  list  of  those  who 
have  prepared  manuals  for  diabetic  patients.  It 
is  quite  possible  that  a society  will  be  formed  in 
the  near  future,  members  of  which  will  consist  of 
those  who  have  written  diabetic  manuals. 

J.  H.  Musser,  M.  D. 
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APPENDICITIS  IN  CHILDREN* * 
CHARLES  JAMES  BLOOM,  M.  D., 

New  Orleans. 

The  appendix  was  first  distinguished  by 
Berengarius  of  Carpi  in  1524. 

During  the  sixteenth  century  much  was 
written  about  this  organ — anatomically ; 
as  a pathological  possibility  it  remained  in 
oblivion  until  the  eighteenth  century;  and 
lastly  as  a clinical  and  surgical  entity  re- 
ceived but  little  consideration  until  the 
nineteenth  century. 

In  1759  Mestivier  called  the  attention  of 
the  first  accepted  case  of  disease  of  the  ap- 
pendix. 

Prior  to  1808,  the  period  relating  to  the 
appendix  is  essentially  French — followed 
in  quick  succession  by  the  English — but  as 
yet — ^the  acceptance  or  recognition  by  the 
Americans  had  not  taken  place. 

But  in  |1886  Reginald  Fitz*  of  Boston 
wrote : “It  is  the  duty  of  every  physician 

to  be  mindful  that,  for  all  practical  pur- 
poses perityphilitis,  perityphilitic  tumor 
and  perityphilitis  abscess  means  inflamma- 
tion of  the  vermiform  appendix.”  It  was 
he  who  first  coined  the  term  appendicitis — 
instead  of  perityphilitis,  perityphlitic  tumor 
and  perityphlitis  abscess — as  had  been  the 
nomenclature  up  to  this  time. 


*Read  before  the  Orleans  Parish  Medical  Soci- 
ety Meeting,  June  25,  1928. 

*N.  Y.  Bed.  Jour.  47:508,  1886. 
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At  the  present  time,  thanks  to  the  writ- 
ing of  Weir  and  McBurney  of  New  York, 
much  of  our  knowledge  of  the  appendix 
and  its  various  pathological  entites  were 
prompted  and  gained  from  these  original 
sources. 

The  first  recorded  case  in  a child  was 
made  by  Parkinson<i>  (1812) — a 5-year-old 
boy.  For  many  years  thereafter  isolated 
cases  were  mentioned  in  literature. 

Iliff(2)  (1832)  recorded  a case  of  a 12- 
year-old  boy,  who  died  of  abscess  of  the 
right  iliac  fossa  and  at  autopsy  the  appen- 
dix was  found  to  contain  a stone. 

Bohr<3)  (1837)  and  Burne<«)  (1839)  both 
reported  cases  with  perforations  of  the  ap- 
pendix occurring  in  children  10  and  14 
years  old,  respectively. 

Betz<5>  (1870),  published  a paper  en- 
titled “Ileus  in  child  7 months  old  resulting 
from  perforation  of  the  appendix  and  ag- 
glutination of  the  intestine.” 

Matte rstock’s<®>  (1880)  admirable  treatise 
published  in  1880,  and  Karewski,^^)  1897, 
and  Seller^*)  1901,  have  contributed  merit- 
orious papers  on  appendicitis  in  infancy. 

THE  CASES. 

This  study  embraces  one  hundred  (100) 
cases — each  one  observed  in  my  private 
practice.  For  lack  of  time  the  statistical 
data  herein  given  relates  to  the  group  that 
has  up  to  this  reading  been  operated  upon — 
namely  thirty-four  (34)  cases. 

The  other  cases  are  briefly  stated  but  are 
not  considered  in  the  final  deductions. 
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Operated  cases  34 

Cases  with  clinical  and  Roentgen- 

ray  diagnosis  53 

Cases  diagnosed  without  Roentgen- 
orgrams  13 

Total  cases  - 100 

AGE  AND  SYMPTOMS 

The  youngest  case  reported  was  recorded 
by  Gloniger<®>  (1905),  (Lebanon,  Pa.),  a 
male  child  41  hours  old,  and  mentioned  by 
Kelly*'’)  (1905);  Hill  and  Manson'^*)) 
(1925),  also  report  their  youngest  case — 
an  infant  55  hours  old. 

Miss  Gordon*)))  (1896),  for  a period  of 
12  years  antedating  1883,  collected  26  cases 
of  appendicitis  in  50,000  children;  from 
1893  to  1896,  80  cases  were  collected,  though 
the  number  of  children  was  decidedly 
smaller. 

It  will  be  seen  that  appendicitis  is  almost 
unheard  of  in  the  first  year  of  life  and  is 
very  limited  in  occurrence  during  the 
second  and  third  year,  but  from  the  sixth 
year  on  the  number  increases  and  becomes 
rather  uncommon  after  the  tenth  year. 

Barrington-Ward’s*)^)  (1928)  youngest 
case  was  8 months. 

McGuire*)*))  (1898)  collected  one  hun- 
dred and  four  (104)  cases  in  children, 
three  (3)  being  under  three  years  of  age, 
forty-seven  (47)  from  three  to  eight  years 
and  fifty-four  (54)  from  nine  to  fourteen 
years. 

Griffith*)))  (1901)  reported  only  four- 
teen (14)  cases  from  the  literature  and  one 
of  his  own,  occurring  in  the  first  two  years 
of  life. 

Of  McCosh’s*)^)  (1904)  one  thousand 
(1000)  operative  cases  of  all  ages,  seven- 
teen (17)  occurred  in  the  first  five  years 
of  life  and  fifty-one  (51)  in  ages  from  five 
to  ten  years. 

Abt*)*))  (1917)  gathered  eighty  (80) 

cases  two  years  or  younger. 

Schlossman*)’))  (1922)  “found  that  the 
literature,  up  to  1922,  gave  about  thirty 


(30)  cases  of  appendicitis  in  children 
under  two  years.  He  further  states  that 
the  appendicitis  statistics  of  the  Bremen 
Hospital  for  Children,  show  (60)  cases 
operated  on,  of  which  thirty-five  (35) 
were  under  ten  years.  The  youngest  was 
one  and  a half  years.  He  also  is  the 
authority  for  the  following:  Kirmission 

collected  (20)  cases  in  children  under  two 
years,  of  which  nine  occurred  in  the  first 
year  and  seventeen  in  the  second;  Deiss 
reports  ninety-eight  (98)  cases  in  children, 
of  which  seven  (7)  occurred  up  to  two 
years  and  25  per  cent  were  under  five 
(5)  years;  Goldzicher  found  3.2  per  cent 
of  all  cases  were  in  the  first  decade.  In 
Gardner’s  fifty-one  (51)  cases  operated  on, 
nine  were  under  five  and  fifty  between  five 
and  ten  years.  Dowd  operated  on  seventy 
(70)  children,  of  which  none  was  under 
two  years.  Maylard  operated  on  one  hun- 
dred (100)  patients,  the  youngest  being 
between  three  and  four  years.” 

Kelley*)*)  (1923)  treated  fifty-seven 
(57)  cases  of  the  acute  type — five  were 
under  two  years;  one  six  months;  twenty- 
one  under  five  years,  and  the  remainder 
under  13  years.  Of  16,571  cases  collected, 
400  were  under  five  years,  1,376  from  six 
to  10  years,  and  2,696  between  11  and  15 
years. 

Bolling*)®)  (1924)  had  similar  figures. 

Mixter***))  (1924)  had  nine  under  five 
years  and  the  youngest  patient  was  two 
and  a half  years — out  of  one  hundred 
cases  of  chronic  appendicitis. 

Howland*®))  (1924)  has  expressed  that 
it  is  distinctly  uncommon  in  children  under 
five  years  of  age,  and  in  those  under  two 
years  it  is  really  a rare  disease. 

Others  reporting  interesting  statistics 
are  as  follows: 

Beekman*®®)  (1924),  43  cases:  Under 

three  years,  10  cases;  under  four  years,  9 
cases;  under  five  years,  23  cases. 

Richter*®®)  (1924),  208  cases:  Personal, 
82  cases ; Cook  County  Hospital,  126  cases : 
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Under  one  year,  1 case;  under  year,  1 
case ; under  two-three  years,  3 cases ; under 
three-four  years,  2 cases;  under  four-five 
years,  9 cases;  under  six-thirteen  years, 
192  cases. 

Christopher <24)  1926)  ; Under  five  yeai’S, 
18  out  of  533  collected  cases. 

Seeger<25)  (1926)  : Out  of  61  operations 
for  the  removal  of  the  appendix,  there  were 
none  under  two  and  only  four  under  five 
years. 

In  contrast  to  all  these  figures  is  a re- 
port by  Peterson<2®'  (1926),  who  had  a 
group  of  sixty-two  cases  in  which  forty- 
one  occurred  up  to  five  years  of  age,  five 
of  these  being  under  one  year  and  five 
under  two  years.  Twenty-one  were  seen 
between  five  and  six  years.  Over  75  per 
cent  of  them  were  acute. 

The  youngest  case  seen  by  Royster<2'^> 
(1927)  was  an  infant  three  months  of  age 
who  had  a ruptured  appendix  completely 
walled  off. 

A.  S.  Root<28)  (1927)  writes  “appendi- 
citis is  less  frequent  under  ten  years  of 
age  and  the  younger  the  child  the  more 
infrequent  its  occurrence.” 

My  youngest  case  was  sixteen  months. 
The  age  distribution  of  this  series  is  as 
follows : 


Under  2 years  2 cases 

2-6  years  14  “ 

6-10  years  10  “ 

10-14  years  8 “ 


Total  34  cases 


INTERESTING  FACTS — ANATOMY  AND  ETIOLOGY. 

Anatomy : The  infantile  appendix  is 

larger  both  in  diameter  and  length  than  in 
the  adult;  the  coats  are  much  more  deli- 
cate— especially  the  submucous;  the  caeco- 
appendiceal  junction  is  occasionally  funnel 
shaped — insuring  better  drainage,  but  ad- 
mitting more  readily  the  entrance  of  for- 
eign bodies;  the  valves  do  not  appear  to 
close  the  mouth  of  the  organ  as  readily — 


therefore  greater  lumen  and  smoother  mu- 
cosa; blood  supply  is  inadequate — gener- 
ally by  a single  vessel  in  free  edge  of  mes- 
entery— easily  affected ; always  curved, 
sometimes  kinked;  free  drainage  into  the 
caecum  may  be  prevented,  resulting  in 
concretions ; meso  is  very  thin. 

Therefore  tendency  to  rupture,  lack  of 
localizing  process  and  Imvered  resisting 
power  is  readily  understood. 

Etiology:  The  following  causes  play  a 

part  in  influencing  appendicitis: 

(1)  Fecoliths — produced  by  lack  of 
drainage  into  the  caecum;  not  seen  in  the 
very  young  but  reported  by  Betz<29>  in  a 
child  of  seven  months,  and  Demme<2®>  in 
one  of  seven  weeks.  These  are  exceptional 
cases.  As  time  is  required  for  formation — 
they  are  seen  in  older  children. 

(2)  Hematogenous  infection  — advo- 
cated by  Boynton  & Paine<®^>  (1911),  and 
Rosenow<22)  (1915) . Based  on  seasonal  in- 
cidence— in  epidemic  form  and  also  of  the 
relation  of  focal  infection  and  certain  con- 
tagious diseases — with  associated  cases  of 
appendicitis. 

3.  Constipation — supposedly  a very  com- 
mon cause — so  often  noted  in  appendicitis 
— but  whether  the  one  is  the  cause  of  the 
other — or  constipation  the  result  of  a dis- 
eased appendix  is  difficult  to  state. 

(4)  Virulence  of  bacteria — unquestion- 
ably plays  a part  in  predisposing  certain 
types,  and  perhaps  influences  to  some  ex- 
tent the  acuteness  of  the  attack. 

(5)  Kink  and  Meckel’s  diverticulum — 
not  at  all  unlikely  as  a factor  in  a small 
proportion  of  these  cases. 

(6)  Intestinal  parasites — can  produce 
pathology — most  uncommon — usually  the 
ascaris  lumbricoides,  tricocephalis  and  pin 
worms;  in  this  series  live  pin  worms  were 
recovered  in  three  cases  and  in  one  case 
diagnosed  prior  to  operation. 

(7)  Foreign  bodies — accepted  when  ap- 
pendicitis was  first  described — no  longer 
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considered  an  etiological  possibility  of 
much  value;  seeds  have  been  reported 
found  in  appendices,  howe^ver. 

(8)  Trauma — in  older  children  a few 
cases  have  been  reported  directly  due  to 
abdominal  ti'auma. 

(8)  Cathartics.  A potential  appendix 
though  probably  present  in  young  children 
is  not  often  recognized  until  a cathartic 
converts  it  into  an  acute  attack. 

Much  propaganda  should  be  used  in 
convincing  physicians  and  parents  against 
giving  purgatives  or  cathartics  on  mere 
presumption  of  intestinal  disturbances — 
not  until  the  possibility  of  appendicitis  is 
definitely  ruled  out — temporarily  intesti- 
nal irrigations  will  give  better  results. 

TYPES. 

There  were  17  cases  of  the  acute  and 
subacute  variety  and  an  equal  number  of 
the  chronic  type.  Although  there  appears 
to  be  diversity  of  opinion  as  to  the  relative 
term  chronic  being  used  in  this  connection. 
Deaver<^3)  (1910)  and  Mixter<®^'  (1924) 
are  positive  in  their  belief  that  these  con- 
ditions do  exist,  but  are  unrecognized. 

The  anatomical  considerations  in  this 
connection  are  discussed  in  a previous 
paragraph.  In  children  where  clinical 
symptoms  are  clouded  with  elements  of 
doubt,  go  a bit  further  and  utilize  other 
aids — roentgen-ray  and  blood — in  an  at- 
tempt to  properly  interpret  your  case.  Do 
not  allow  a purgative  to  “’alter”  an  attack 
of  indigestion  so  as  to  transform  it  into  an 
acute  ruptured  appendix  and  then  realize, 
for  the  first  time,  the  true  status  of  your 
case. 

SEX. 

Of  the  thirty-four  (34)  cases  constitut- 
ing this  study,  fourteen  (14)  were  males 
and  twenty  (20)  were  females. 

Deaver’s<3®’  (1910)  statistics  of  five  hun- 
dred (500)  cases  seem  to  prove  that  the 
disease  is  much  more  common  in  males,  as 
315  were  boys  and  185  were  girls. 


WEIGHT. 

In  this  series  of  children,  more  than  90 
per  cent  were  from  40  to  20  per  cent  under- 
weight, and  it  was  remarkable,  indeed,  to 
observe  the  aftermath  in  this  especial  re- 
gard, when  the  appendix  had  been  remoived. 

THIRTY-FOUR  (34)  OPERATIVE  CASES  IN  DETAIL.* 

Case  1.  Salient  Points: 

Past  Histoiy:  Habitual  constipation;  accus- 

tomed to  frequent  purgations;  indiscretions  of 
diet;  attacks  of  acidosis. 

Present  Illness:  General  pain  in  abdomen; 

high  fever;  vomiting;  flexion  of  right  thigh  on 
abdomen.  See  blood  report  under  Blood  Findings. 

Operated  by  Drs.  E.  D.  Martin  and  C.  G.  Cole. 
“Appendix  found  to  be  acutely  congested,  filled 
with  gas  and  twice  its  normal  size — it  is  evi- 
dently the  beginning  of  a serious  attack.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Appendix  measures  QVzxVz  cm.  The  outer  sur- 
face is  somewhat  granular  and  shows  the  pres- 
ence of  adhesions.  It  is  bright  red  to  flat  white 
in  color.  No  meso  it  left  attached. 

“Section  shows  the  wall  thickened  and  lumen 
dilated  and  filled  with  blood  and  pus.” 

Case  2.  Salient  Points: 

Past  History:  Fiequent  attacks  of  acidosis, 

associated  with  pain  in  right  lower  quadrant  and 
elevation  of  temperature.  Abdominal  distress 
after  eating;  headaches;  tendency  to  constipa- 
tion. Extremely  nervous. 

Present  Illness:  Typical  attack. 

Operated:  Operation  by  Di-.  S.  M.  D.  Clark. 

“Although  the  case  was  carefully  worked  out  by 
Dr.  C.  J.  Bloom  and  the  child  definitely  located 
her  pain  over  McBurney’s  point,  combined  with 
numerous  attacks  of  such  trouble,  I am  doubtful 
as  to  the  appendix  being  the  true  pathology.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

Chronic  appendicitis. 

Case  3.  Salient  Points: 

Past  History:  Marked  secondary  anemia;  sub- 

ject to  frequent  intestinal  disturbances;  rickets 
as  an  infant;  markedly  underweight. 

Present  Illness:  Severe  abdominal  tenderness, 

with  excruciating  pain;  rigidity,  slightly  more 
marked  in  lower  quadrant. 

»Fronr  the  records  of  Drs.  Bloom  and  d'e  la  Houssayi-. 
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Operated  by  Dr.  F.  W.  Parham.  “Appendix 
found  crushed  at  base;  when  opened  a number 
of  thread  worms  were  found  crawling  in  the  ap- 
pendix.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Appendix  5%x%  cm.  and  pinkish  grey  in  color; 
shows  no  gross  pathology.  Cut  surface  shows 
thickened  mucosa  and  inner  mucosa  glistening. 
Dirty  grey  color  with  three  small  congested 
areas.” 

Case  4.  Salient  Points: 

Past  History:  Complained  of  pains  in  stomach, 

more  in  right  inguinal  region;  markedly  under- 
weight; secondary  anemia;  difficult  to  feed. 

Present  Illness:  None. 

Operated  by  Dr.  Jerome  Landry.  (Hospital 
history  could  not  be  obtained.) 

Pathological  Report:  (Not  obtainable.) 

Case  5.  Salient  Points: 

Past  History:  Frequent  attacks  of  acidosis; 

constipation  alternating  with  diarrhea;  under- 
weight; difficult  to  feed;  coliky  pains. 

Present  Illness:  General  pain  in  abdomen;  ele- 

vation of  temperature;  diarrhea. 

Operated  by  Dr.  John  F.  Dicks.  “Appendix 
found  about  21^  inches  in  length  and  congested.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Appendix  measures  7%x%  cm.  The  outer  sur- 
face is  smooth  and  glistening,  light  pink-grey 
in  color.  On  incision  the  lumen  is  patent  and 
contains  fecal  material.” 

Additional  Facts  of  Interest:  Since  birth  his 

mother  had  experienced  great  difficulty  in  feed- 
ing this  child,  though  he  “clung  to  her  breasts” 
for  15  months.  Complementation  with  cow’s  milk 
and  soft  foods  were  added  at  correct  intervals,  but 
even  now  one  would  consider  his  diet  rather  lim- 
ited for  his  age. 

Covering  a period  of  18  months,  intestinal 
disturbances  had  caused  his  parents  no  small 
amount  of  worry — ^recently  his  symptoms  becom- 
ing more  aggravated  and  the  so-called  attacks 
occurring  at  shorter  intervals.  The  “spells”  were 
not  periodic,  and  no  apparent  indiscretions  of 
diet  could  be  found  responsible  for  same.  Even 
with  limitation  of  varieties  and  of  types  of  food — 
these  attacks  of  acidosis  continued  to  occur.  At 
times  he  would  vomit  for  8 or  9 days,  everything 
— food,  water,  etc.,  singularly  with  an  absence  of 
other  symptoms  that  might  have  made  the  diag- 
nosis easy.  Costive  at  certain  intervals  alter- 
nating with  days  of  diarrhea  were  common  oc- 


currences. Seemingly  a very  restless  and  irritable 
child,  with  no  objective  nor  subjective  significant 
signs  or  symptoms  is  our  present  patient,  of  a 
fairly  well  developed  child. 

The  appendix  was  considered  seriously,  though 
the  clinical  picture  was  somewhat  atypical.  What 
points  in  the  history  and  findings  are  suggestive: 

(1)  Difficulty  to  feed  at  all  times. 

(2)  History  of  diarrhea,  alternating  with 
periods  of  constipation. 

(3)  Acetone  attacks,  without  apparent  cause, 
now  becoming  more  severe,  as  well  as  frequent. 

(4)  Extreme  restlessness  and  most  disagree- 
able child. 

(5)  Indicanuria. 

Case  6.  Salient  Points: 

Past  History:  Underweight;  frequent  spells  of 
vomiting  and  headaches;  vague  pains  in  umbili- 
cal region;  indiscretion  of  diet. 

Present  Illness:  Seemingly  the  child  is  not  im- 

proved ; losing  ground  in  most  respects. 

Operated  by  Dr.  John  F.  Dicks.  “Caecum  was 
found  adherent  and  could  not  be  delivered;  ap- 
pendix was  bound  down  in  mass  of  adhesions 
and  some  little  difficulty  was  experienced  in  de- 
livering it.” 

Pathological  Report:  Dr.  G.  H.  Hauser.  “Ap- 

pendix measures  5 % cm.  in  length  and  shows 
adhesions.  Cut  surface  shows  the  walls  thick- 
ened, the  mucosa  swollen  and  the  lumen  oblit- 
erated.” 

Case  7.  Salient  Points. 

Past  History:  Stationary  weight;  lack  of  appe- 
tite; occasional  attacks  of  gastric  disorders;  ten- 
dency to  various  skin  eruptions. 

Present  Illness:  Attack  of  abdominal  pain,  with 
nausea;  considerable  prostration  jand  elevation 
of  temperature.  These  attacks  are  becoming 
more  severe  and  are  generally  followed  by  an 
urticarial  eruption.  With  this  spell  he  has  com- 
plained considerably  of  pain  in  the  vicinity  of 
the  umbilicus. 

Operated  by  Dr.  Peter  Graffagnino.  “Appendix 
found  free,  but  filled  with  fecal  concretions.  Un- 
usually long  and  thickened.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“The  outer  surface  is  smooth  and  glistening,  pink- 
ish grey  in  color  and  shows  slight  injection  of 
the  serosa  vessels.  There  is  practically  no  meso 
attached  to  the  organ.  Appendix  measures  6% 
x%  cm.” 
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Case  8.  Salient  Points. 

Past  History:  Underweight;  undigested  foul 

stools;  marked  secondary  anemia;  poor  appetite. 
At  present  aversion  to  all  foods;  losing  in  weight. 
See  blood  picture  under  “Blood  Findings.” 

Present  Illness:  The  feeding  problem  has 

reached  the  crisis.  He  is  unable  to  retain  any 
solid  food  whatsoever  and  liquid  nourishment  is 
kept  in  small  amounts. 

Operated  by  Dr.  E.  Denegre  Martin.  “Appen- 
dix shows  evidence  of  chronic  pathology;  a Meck- 
el’s diverticulum  about  4 in.  from  the  ileo-cecal 
valve  was  found,  ligated  and  stump  inverted.” 

Pathological  Report:  By  Dr.  John  A.  Lan- 

ford.  “Appendix  measures  6x%  cm.,  the  outer 
surface  is  glistening,  light  pink  to  grey  in  color; 
there  is  practically  no  meso  left  attached  to  the 
organ.  On  section,  the  wall  is  normal  in  thick- 
ness, but  the  lumen  contained  a blood-tinged 
sei’um.” 

Case  9.  Salient  Points. 

Past  History:  Has  never  been  sick  up  to  the 

present  time,  and  no  history  of  intestinal  dis- 
turbances. 

Present  Illness:  Since  one  week  patient  has 

had  pains  in  abdomen;  generalized;  and  has  vom- 
ited three  times.  While  having  a gastro-intes- 
tinal  series  made,  his  mother  reported  of  his 
having  roamed  around  the  house  one  night,  un- 
able to  find  the  light  switch.  The  fundi  as  re- 
ported by  Dr.  H.  Blum  were  negative,  a spinal 
puncture  did  not  reveal  any  abnormal  findings; 
the  pains  in  the  abdomen  were  becoming  more 
acute,  radiating  to  the  lower  quadrant.  In  view 
of  the  fact  that  central  spinal  considerations 
were  temporarily  at  least  eliminated  we  felt 
that  an  operation  was  imperative.  His  inability 
to  see  was  most  pronounced  prior  to  the  opera- 
tion, but  subsequently,  after  the  appendix  was 
removed,  his  vision  became  more  acute.  Was  this 
hysterical  blindness  due  to  this  attack  of  appen- 
dicitis? 

Operation  by  Dr.  John  F.  Dicks.  “Free  fluid 
found  in  cavity;  appendix  bound  down  by  numer- 
ous acute  adhesions,  distinctly  kinked  in  the  cen- 
ter— the  meso  was  very  short.” 

Pathological  Indings:  Dr.  John  A.  Lanford. 

“Appendix  measures  6x%  ; the  outer  surface  is 
smooth  and  glistening;  bright  pink  in  color;  and 
shows  considerable  injections  of  the  serosa  ves- 
sels with  several  regions  of  thinning  and  dis- 
coloration. On  section  the  wall  is  thinner  than 
usual  and  blood  escapes  from  the  lumen.” 


Case  10.  Salient  Points: 

Past  History:  Extremely  poor  appetite;  secon-  | 

dary  aniemia;  underweight;  repeated  examina-  ' 
tion  of  feces  never  revealed  intestinal  parasites 
nor  ova,  but  large  amounts  of  mucus. 

Present  Illness:  Intestinal  disturbance  since 

one  week.  Diarrhea  and  nausea  «ince  24  hours, 
more  pronounced  on  day  of  operation;  pain  in 
abdomen;  pinched  expression.  A tentative  diag- 
nosis of  intestinal  parasites  in  the  appendix  was 
made  prior  to  the  operation. 

Operated  by  Dr.  John  F.  Dicks.  “Appendix 
was  bound  down  and  adherent  in  cul-de-sac.  Sec- 
tion of  appendix  revaled  about  6 to  8 small  pin 
worms.” 

Pathological  Findings:  Dr.  John  A.  Lanford. 

“No  pathological  section  made  as  appendix  had 
been  dissected.  Grossly  a picture’  of  definit* 
pathology.” 

Case  11.  Salient  Points: 

Past  History:  No  previous  intestinal  disturb- 

ance; nonnal  in  every  respect. 

Present  Illness:  Abdominal  pains  since  24 

hours,  localized  somewhat  in  right  side;  elevation 
of  temperature;  purgative  given  in  morning  on 
date  of  operation.  (See  blood  picture  under 
“Blood  Findings.”) 

Operated  by  Dr.  Urban  Maes.  “Retrocecal 
appendix,  moderately  inflamed;  was  removed  and 
free  fluid  noted  in  the  peritoneal  cavity.” 

Pathological  Findings : “Appendix  measures 

7%x%;  the  outer  surface  is  slightly  granular, 
light  pink  in  color  and  shows  a few  white  adhe- 
sions; there  is  but  little  meso  left  and  no  fatty 
tissue  left.  On  section,  the  wall  is  thickened  and 
the  lumen  is  filled  with  blood.” 

Case  12.  Salient  Points: 

Past  History:  Always  a difficult  child  to  feed; 
tendency  to  loose  bowels;  underweight;  anemic; 
frequent  attacks  of  indigestion. 

Present  Illness:  Recently  at  intervals  of  ten 

days  he  has  had  acute  attacks  of  indigestion 
followed  by  high  fever. 

Operated  by  Dr.  S.  M.  D.  Clark.  “The  appendix 
was  large  and  kinked;  in  addition  the  gall-bladder 
seemed  stuffed  and  may  have  to  be  drained  in 
the  future.” 

Pathological  Findings:  Dr.  John  A.  Lanford. 

“Chronic  appendicitis.” 
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Case  13.  Salient  Points: 

Past  History:  Always  a very  anemic  child; 

tendency  to  frequent  skin  eruptions;  occasional 
attacks  of  diarrhea  with  no  indiscretion  of  diet 
associated  with  abdominal  pain. 

Present  Illness:  Classical  attacks  with  slight 

stiffening  of  the  right  rectus  muscle. 

Operated  by  Dr.  James  Wallace,  Biloxi,  Miss. 
“Appendix  large  and  greatly  involved.” 

Pathological  Findings:  Dr.  James  Wallace. 

“Acute  appendicitis.” 

Case  14.  Salient  Points: 

Past  History:  One  mild  attack  ten  days  ago. 

Present  Illness:  Pain  in  abdomen — marked — 

initiated  with  a severe  diarrhea.  The  pain  was 
excruciating  and  general  in  character;  tempera- 
ture 104°. 

Operated  by  Dr.  Julius  Isaacson.  “Stuffed  ap- 
pendix with  beginning  gangi-ene  at  tip.” 

Pathological  Findings:  Dr.  M.  Couret.  “Acute 

appendicitis.” 

Case  15.  Salient  Points: 

Past  History:  Child  has  been  indiscreetly  fed 

for  many  years,  and  his  present  condition  was 
precipitated  by  a mixture  of  lobster  and  peach 
ice  cream  he  ate  two  days  before  present  attack. 

Present  Illness:  Has  been  vomiting  for  two 

days  and  complains  of  intense  abdominal  pain 
which  was  promptly  relieved  by  a hypodermic 
administration  of  morphine.  This  however,  fol- 
lowed the  giving  of  a purgative,  presumably  calo- 
mel. This  case  was  mistaken  for  gastro-intes- 
tinal  indigestion.  Fever  reached  a maximum  of 
104*  and  towards  the  second  day  the  pain  seemed 
to  radiate  to  the  vicinity  of  the  appendix. 

Operated  by  Dr.  Lucian  Landry.  “As  the  peri- 
toneum is  opened  a milky  fluid  escapes.  The  ap- 
pendix is  tacked  down  by  its  tip  and  located  in 
the  pelvis.  The  appendix  was  delivered,  found 
to  be  very  much  enlarged  at  the  tip,  with  a 
rupture  about  1 14  inches  from  the  distal  extrem- 
ity. Some  exudate  was  found  in  the  small 
bowel  in  the  neighborhood  of  the  appendix  but 
no  attempt  at  encapsulation  or  protection  had 
been  made  by  the  body.” 

Pathological  Findings:  Dr.  John  A.  Lanford. 

“Gross  appearance  suggests  acute  appendicitis 
with  rupture.” 

Case  16.  Salient  Points: 

Past  History:  Negative  in  every  respect. 

Present  Illness:  First  attack;  classical  symp- 

toms. 


Operated  by  Dr.  Marion  Souchon.  “Acute  ap- 
pendix with  rupture  at  tip.” 

Pathological  Findings:  Dr.  M.  Couret.  “Acute 
appendix  with  gangrenous  tip.” 

Cast  17.  Salient  Points: 

Past  History:  Tuberculous  diathesis;  secon- 

dary  anemia;  tendency  to  constipation;  occasion- 
ally nauseated. 

Present  Illness:  First  real  attack  with  cardinal 
symptoms — pain,  nausea,  vomiting,  fever,  rigidity 
over  McBurney’s  point. 

Operated  by  Dr.  C.  Jeff  Miller.  “Acute  ap- 
pendix of  not  more  than  two  hours  duration;  the 
appendix  is  abnormally  long,  containing  gas  and 
fecal  material.  Mesentery  shows  considerable 
congestion.  The  cecum  was  mobile,  dropped  into 
the  pelvis  and  contained  considerable  fecal  ma- 
terial and  gases.” 

Pathological  Report:  None. 

Case  18.  Salient  Points: 

Past  History:  Many  attacks  of  indigestion, 

some  of  which  could  not  be  traced  to  indiscre- 
tions of  diet. 

Present  Illness:  Acute  pain  in  abdomen,  fol- 

lowed by  vomiting  in  the  afternoon.  The  pain 
was  more  intense  around  the  umbilicus  and  be- 
came very  severe.  There  was  apparently  no 
elevation  of  temperature. 

Operated  by  Dr.  R.  E.  Stone.  “Free  fluid  in 
abdominal  cavity,  appendix  delivered;  gangrenous 
— % of  its  length — .” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Appendix  6x%  ; the  outer  surface  is  granular  in 
character,  varies  from  bright  red  to  purple  at 
one  end  which  latter  is  bulbous.  The  organ  is 
covered  by  a greenish  cream  exudate;  section  of 
the  wall  shows  thickening  and  much  more  moist 
than  usual  and  the  lumen  contains  bloody  pus.” 

Case  19,  Salient  Points: 

Past  History:  Pains  in  abdomen  off  and  on  for 

one  year;  accompanied  by  vomiting  with  little 
or  no  fever. 

Present  Illness:  Dates  back  four  days;  acute 

pain  in  pit  of  stomach;  vomiting.  Since  24  hours, 
though  pain  has  ceased,  the  patient  has  been 
becoming  gradually  worse. 

Operated  by  Dr.  R.  E.  Stone.  “Free  pus  in 
peritoneal  cavity — acute  gangrenous  appendix 
also  in  evidence.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Appendix  measures  5x%;  the  outer  surface  is 
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shiny,  light  cream  to  pink  in  color;  the  serosa 
is  markedly  thickened  and  no  vessels  are  evident; 
a very  long  tag  of  meso  is  adherent  along  one 
border;  along  the  other  border  there  is  a very 
irregular  margin  containing  some  remnants  of 
fat.  On  section  the  wall  is  greatly  thickened  and 
presents  a distinct  tissue  ring.  The  lumen  is 
widely  patent  and  contains  fecal  material.” 

Case  20.  Salient  Points: 

Past  History:  For  several  years  he  has  had 

an  afternoon  elevation  of  temperature  which  was 
thought  to  have  been  influenced  by  tuberculous 
adenopathy  of  his  chest;  this,  however,  has  not 
influenced  his  growth  as  he  was  well  proportioned 
and  weighed  more  than  the  average  child  of  his 
age. 

Present  Illness:  Began  two  days  ago  with 

temperature  of  100°  reaching  a maximum  of 
104°.  He  suffered  from  headaches,  slight  cough 
and  some  sneezing.  Yesterday  he  developed  stom- 
ach ache,  with  pain  more  pronounced  just  below 
the  umbilicus.  This  was  followed  by  nausea, 
vomiting  and  more  acute  pain.  He  passed  several 
liquid  stools,  and  today  his  pain  has  shifted 
somewhat  to  the  right  side  of  the  abdomen. 
Though  he  vomited  considerably  last  night,  today 
this  symptom  has  ceased,  as  well  as  the  frequent 
liquid  movements. 

Operated  by  Dr.  R.  Matas.  “On  opening  the 
peritoneum  some  serum  exuded  in  small  quantity. 
The  ileo-cecal  coil  at  once  presented.  The  cecum 
was  lying  across  the  pelvic  brim  with  the  appen- 
dix curled  up  into  almost  a complete  circle.  The 
appendix  was  lying  in  the  ileo-cecal  fossa,  com- 
pletely encysted,  and  fixed  by  adhesions.  It  had 
a dark  purple  color,  with  here  and  there  patches 
of  white  exudate.  The  appendix  was  evidently  be- 
coming gangrenous  but  had  not  perforated;  it 
was  swollen  with  fecal  contents,  etc.  The  meso 
was  edematous.  The  appendix  when  isolated  had 
the  appearance  of  a small  sausage  composed  ap- 
parently of  a very  black  fluid  of  a very  foul 
odor.  It  is  to  be  noted  that  there  was  a very  low 
leukocytic  count  and  the  comparative  absence  of 
peritoneal  reaction  in  this  case.” 

Consultation:  “Intestinal  toxemia,  with  prob- 

able ileo-colitis.  Localization  apparently  in  the 
cecum;  no  positive  evidence  of  appendicitis  now. 
Advise  that  the  patient  be  kept  in  the  hospital  for 
observation.  In  the  meanwhile,  I would  treat 
him  as  a case  of  appendicitis.” 

R.  Matas. 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Specimen  of  appendix  measures  9 cm.  in  length 
by  1 cm.  in  width;  the  outer  surface  is  granular 
due  to  a large  amount  of  fibrin  on  the  surface; 
color  is  deep  red,  and  flabbly  in  consistency;  tb« 


lumen  has  been  incised;  shows  mucosa  which  is 
red  and  inflamed  at  the  tip;  there  is  a large 
amount  of  pus  and  necrotic  area.” 

Diagnosis:  “Gangrenous  appendicitis.” 

Case  21.  Salient  Points: 

Past  History:  Ii-relevant  to  facts  and  symp- 

toms that  would  aid  in  the  ultimate  diagnosis  of 
appendicitis. 

Present  Illness:  Sick  8 days,  following  eating 

of  green  huckleberries;  vomited  only  once,  and 
that  on  the  first  day;  was  given  calomel  with 
frequent  evacuations  as  the  result,  the  latter 
containing  mucus  and  blood;  second  day  he 
showed  improvement,  but  on  the  third  day  was 
fed  beef-steak  and  from  that  time  became  pro- 
gressively worse.  Vomiting,  tenderness,  consti- 
pation and  significant  elevation  of  temperature 
are  warning  symptoms.  The  abdomen,  just  prior 
to  the  operation,  is  rigid,  and  apparently  the 
child  is  in  much  pain;  both  thighs  are  flexed  on 
the  abdomen. 

Operated  by  Dr.  Wm.  Kohlman.  “Free  fluid 
in  peritoneal  cavity  apparently  pus.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Acute  gangrenous  appendix.” 

Case  22.  Salient  Points: 

Past  History:  Poor  appetite  and  constipated 

since  birth;  frequent  attacks  of  intestinal  indiges- 
tion without  sufficient  cause;  underweight; 
anemia. 

Present  Illness:  Attacks  becoming  more  fre- 

quent— pain — colicky  in  character,  becoming  more 
acute  with  present  illness  constipation  has  shifted 
to  a colitis,  containing  some  blood  and  much 
mucous. 

Operated  by  Dr.  Wm.  Kohlman.  “Appendix 
found  in  classical  position,  curled  upon  itself, 
elongated  and  somewhat  stuffed.  The  mucous 
membrane  appeared  thickened.  At  lower  end 
was  twisted  upon  itself  with  a visible  constriction 
and  lack  of  blood  supply.  Incision  of  the  ap- 
pendix revealed  several  pin  worms  (alive).” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Chronic  appendix.” 

Case  23.  Salient  Points: 

Past  History:  Not  important. 

Present  Illness:  On  the  evening  of  July  20, 

1926,  this  child  seemed  unusually  hungry  and,  in 
addition  to  his  meal,  was  given  watermelon,  to- 
gether with  other  articles  of  food,  not  in  keeping 
with  a diet  for  a boy  of  his  age.  During  the  night 
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lie  began  to  vomit,  regurgitating  everything,  even 
water.  Castor  oil  was  given,  and  repeated,  but 
was  not  retained  by  the  child.  The  vomiting  con- 
tinued* the  entire  day  and  on  the  afternoon  of 
July  21,  1926,  the  family  physician  was  sum- 
moned and,  after  examination,  ordered  some  pow- 
lers.  Though  the  bowels  moved  several  times, 
IS  yet  the  effect  of  the  purgative  had  not  been 
noted  for  it  was  feared  that  he  had  not  retained 
gnough  of  same  to  have  given  satisfactory  re- 
sults. Apparently,  from  what  was  obtained  as  the 
liistory  from  the  parents  and  physician  in  charge, 
the  child  grew  worse  and  was  removed  to  one 
if  our  local  hospitals  on  the  morning  of  July  22, 
1926. 

The  family  physician,  after  making  a careful 
examination,  concluded  that  the  child  seemed  to 
lave  considerable  pain  in  the  abdomen,  more  over 
the  appendiceal  region  than  any  other.  The 
ilood  count  was  made,  and  a urine  specimen  was 
•equested;  the  interpretation  of  the  former  was 
lot  in  accord  with  his  provisional  diagnosis  of 
m acute  appendicitis. 

Realizing  his  limitations  in  handling  a case 
)f  this  sort,  he  consulted  with  a surgeon  and 
watchful  waiting  was  their  decision.  In  the  mean- 
while, the  child  was  showing  the  effects  of  this 
llness;  marked  loss  of  weight,  acetone  breath, 
•epeated  vomiting,  and  the  facies  of  a very  ill 
;hild.  On  the  morning  of  July  24,  a third  physi- 
;ian,  a pediatrician,  was  summoned,  who  inter- 
ireted  the  findings  as  a reflex  condition  caused 
iresumably  by  pyelitis.  The  plan  of  treatment 
lad  been  modified  somewhat,  urine  specimen  was 
igain  requested,  and  an  additional  blood  count 
was  asked  for.  The  fifth  day,  the  child  becoming 
nore  toxic,  the  vomiting  assuming  a projectile 
yipe;  the  vomitus  containing  a large  amount  of 
X dark  green  bile,  with  the  odor  of  feces,  no 
'ood  nor  water  for  five  days;  no  marked  bowel 
ivacuation  for  two  days,  and,  at  that,  only  a 
mall  amount  of  coloring  matter  being  obtained 
hrough  the  giving  of  several  intestinal  irriga- 
ions,  in  the  end  returning  rather  clear,  particu- 
arly  for  the  last  24  hours,  prior  to  the  death 
)f  the  child.  As  yet,  there  is  only  a slight  ab- 
lominal  distention — this  was  the  condition  of  the 
hild  when  he  was  first  examined  by  me  on  the 
ifternoon  of  July  25,  the  sixth  day  of  his  illness. 

After  questioning  the  parents  and  those  in 
harge,  it  was  admitted  that  the  ^child’s  discom- 
brt  and  pain  and,  to  a less  extent  vomiting,  had 
)een  somewhat  relieved  since  the  afternoon  of  the 
burth  day,  but  since  then  the  distention  had 
>ecome  more  pronounced.  As  I approached  the 
ledside,  the  child  was  vomiting  and  had  the  ap- 
>earance  already  described;  his  pulse,  though 
egular,  was  fa.st  and  very  soft,  immediately  a 


differential  diagnosis  between  an  acute  gangren- 
ous appendicitis  iwith  rupture,  and  an  acute  intes- 
tinal obstruction  (intussusception),  secondary  to 
an  intestinal  intoxication,  was  made. 

As  there  had  been  no  blood  nor  mucous  in 
the  stools,  sufficient  to  lead  me  to  think  of  the 
latter  possibility,  together  with  the  facts  of  an 
absence  of  a mass  in  the  abdomen — the  sudden 
subsidence  of  the  intense  abdominal  pain,  plus 
the  continued  elevation  of  temperature,  all  seemed 
to  confirm  the  former  as  the  correct  diagnosis. 
In  order  to  be  absolutely  sure,  I assisted  in  giv- 
ing an  irrigation,  most  of  which  returned  clear,  a 
small  amount  being  but  slightly  colored.  Then 
a positive  diagnosis,  consultation  written,  and  an 
operation  asked  for,  to  be  performed  within  the 
shortest  period  of  time. 

Consultation  Record  is  as  follows:  “There 

was  a history  of  indiscretion  of  diet  the  day  be- 
fore the  onset  of  the  present  illness.  Whether 
or  not  this  was  the  initial  factor  responsible  for 
this  attack  or  occurred  in  the  way  of  a coinci- 
dence is  difficult  to  tell.  But  the  case  is  plain, 
exhibiting  the  following  points; 

(1)  a.  Leukocytosis,  with  increase  in  neutro- 
phils, 77  per  cent. 

b.  Leukocytosis,  with  increase  in  neutro- 
phils, 64  per  cent  less  but  still  significant. 

(2)  Abdominal  pain,  more  in  the  region  of  the 
appendix,  which  became  general  with  increased 
abdominal  distention. 

(3)  Continued  vomiting  and  fever — the  for- 
mer vex’y  pronounced — containing  bile  in  large 
quantities,  and  the  suggestion  of  fecal  matter. 

(4)  Facial  expression  indicates  shock;  irriga- 
tion does  not  relieve  rigidity  nor  distention  and 
only  a slight  fecal  colored  fluid  is  seen  when 
an  irrigation  is  resorted  to. 

In  view  of  the  points  mentioned,  the  case  ap- 
pears to  justify  surgical  intervention,  and  there- 
fore I believe  an  exploration  should  be  performed 
immediately.” 

Dr.  Charles  James  Bloom. 

Operated  by  Dr.  Edmund  L.  Leckert  and  Dr. 
Harry  Heiman.  After  the  child  was  under  the 
influence  of  the  anaesthetic  general  abdominal 
rigidity  wias  evident.  The  operation  was  performed 
late  in  the  afternoon;  all  four  physicians  being 
present.  The  report  of  the  operation  is  as  fol- 
lows: 

“Through  a right  I’ectus  incision  about  4 inches 
long  the  rectus  muscle  was  split  and  the  peri- 
toneum found  very  much  adherent  to  the  abdom- 
inal wall.  After  the  opening*  of  the  peritoneum. 


386 


Bloom — Appendicitis  in  Children. 


pus  escaped,  the  suction  apparatus  being  used  to 
free  the  peritoneum  from  the  pus.  Mercuro- 
chrome  2 per  cent  was  used  inside  of  the  peri- 
toneum cavity. 

"The  appendix  was  not  located.” 

Drs.  E.  Leckert  and  H.  Heiman. 

The  child  grew  giadually  worse  and  died  the 
following  day. 

Discussion: 

(1)  Vomiting.  Regurgitation  at  first,  becom- 
ing projectile  in  chai'acter;  the  vomitus  exhibit- 
ing in  succession  food,  colored  fluid,  clear  fluid, 
again  becoming  colored,  green,  more  intense  in 
color  and  finally,  fecal  in  character,  and  not 
amenable  to  treatment  either  direct  or  indirect. 

(2)  Fever.  This  is  more  or  less  a common 
symptom  associated  with  gastro-intestinal  disturb- 
ance for  the  first  24  or  48  hours — the  maximum 
elevation  is  recorded  at  this  time  and  not  at  the 
end.  In  other  words,  a continued  elevation  of 
temperature,  or  increasing  amount  of  fever  in  an 
intestinal  intoxication  should  always  suspicion 
either  an  associated  appendicitis,  or  pyelitis.  Oc- 
casionally, an  otitis  or  a meningitis  will  similate 
an  intestinal  condition  with  vomiting  as  a secon- 
dary symptom. 

(3)  Abdominal  pain.  Subjective  symptoms 
are  not  a criterion  of  a child’s  condition.  There 
is  a doubt  in  my  mind  regarding  this  little  fellow 
putting  his  hand  over  the  appendiceal  region.  My 
experience  does  not  coincide  with  the  belief  that 
in  the  ordinary  run  of  cases  and  in  all  the  at3rpi- 
cal  ones,  the  child  can  not  tell  you  where  the 
pain  is,  much  less  point  to  a definite  area.  To 
the  contrary,  pain  in  the  abdomen  is  generally 
referred  by  children  to  the  umbilicus  or  to  any 
of  the  lower  three  quarters.  But  one  point  that 
allows  no  dispute — when  pain  is  abruptly  relieved 
with  sedative  or  a narcotic  in  acute  abdominal 
disease,  the  appendix  has  ruptured. 

(4)  The  blood; 

7/24/26,  T.  W.,  11,750;  s.  1.,  21%;  b,  1.2%; 
N.  77%;  E.  0%;  B.  0%. 

7/25/27,  T.  W.,  9.500;  s.  1.,  28%;  1.,  1.7%; 
N.  64%;  E.  1%. 

(5)  Absence  of  fecal  matter,  limited  flatus, 
and  finally  an  ileus  together  with  a sudden  cessa- 
tion of  pain  should  have  been  a warning. 

Case  24.  Salient  Points: 

Past  History;  Pains  in  stomach  since  3 years; 
very  anemic;  no  appetite;  considerably  under- 
weight. 


Present  Illness:  Did  not  apparently  improve 

and  it  was  deemed  advisable  to  give  this  child 
the  benefit  of  a doubt. 

0 

Operated:  At  Charity  Hospital — history  not 

obtainable. 

Pathological  Report:  Not  obtainable. 

Case  25.  Salient  Points: 

Past  History:  Very  pale,  no  appetite,  prone  to 
all  diseases. 

Present  Illness:  Slight  nausea  and  vomiting; 

some  rigidity  on  right  side;  constipation;  pros- 
trated. 

Operated  by  Dr.  Louis  Levy.  “Chronic  ap- 
pendix.” 

Pathological  Report:  Dr.  M.  Couret.  “Chronic 
appendix.” 

Case  26.  Salient  Points: 

Past  History:  Headaches,  backache,  feels  pooi’- 
ly,  constipated,  secondard  anemia,  elevation  of 
temperature,  markedly  undeinveight. 

Present  Illness:  Abdominal  pains;  general  in 

character,  radiating  to  I’ight  inguinal  quadrant, 
elevation  of  temperature  and  some  shock. 

Operated  by  Dr.  Julius  Isaacson.  “Chronic 

appendix.” 

Pathological  Report:  Not  obtained. 

Case  27.  Salient  Points: 

Past  History:  Has  never  been  sick  up  to  pres- 
ent attack. 

Present  Illness:  Characterized  by  vomiting, 

pains,  rigidity  of  abdomen,  elevation  of  temper- 
ature and  constipation. 

Operated  by  Dr.  Julius  Isaacson.  “Chronic 

appendix.” 

Pathological  Report:  Not  obtained. 

Case  28.  Salient  Points: 

Past  History:  Had  been  ill  since  one  month 

with  a chest  cold  but  no  visible  intestinal  disturb- 
ance. 

Present  Illness:  Since  one  week  the  child  has 

been  vomiting  and  his  bowels  have  been  obsti- 
nately constipated.  With  this  his  cold  has  seemed 
to  become  aggravated  and  he  has  had  a continu- 
ance of  fever — a maximum  of  101°.  For  the 
past  24  hours,  though  everything  has  been  given, 
.the  bowels  have  failed  to  be  evacuated.  A diag- 
nosis of  pneumonia  was  made,  and  the  condition 
of  his  abdomen  was  ascribed  to  this  cause  and 
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diagnosed  as  a toxic  or  paralytic  ileus.  Subse- 
quently a pediatrician  was  called  in  consultation 
and  placed  in  charge  of  the  child.  He  diagnosed 
the  case  as  appendicitis  and  consulted  two  sur- 
geons w’ith  the  idea  of  having  him  operated  upon. 
It  was  definitely  decided  upon  that  the  condition 
was  not  a surgical  one.  The  writer  was  called 
in  consultation  the  day  before  the  child  suc- 
cumbed and  made  a tentative  diagnosis  of  a pos- 
sible ruptured  appendix  and  peritonitis. 

Operated  by  Dr.  R.  E.  Stone.  “The  peritoneal 
cavity  was  opened  and  much  pus  encountered 
with  all  the  pathologic  signs  of  a general  peritoni- 
tis and  ruptured  appendix.  The  patient  had 
marked  evidences  of  a general  peritonitis.  The 
diagnosis  surgically  was  100  per  cent  wrong.  The 
previous  diagnosis  made  by  two  pediatricians  was 
correct,  but  due  to  the  fact  that  the  baby  had 
pneumonia  it  was  thought  to  have  a paralytic 
ileus.” 

Pathological  Report:  “Acute  gangrenous  rup- 

tured appendix.” 

Case  29.  Salient  Points: 

Past  History:  For  past  three  years  has  been 

suffering  from  pain  in  right  side.  Elevation  of 
temperature. 

Present  Illness:  Pain  in  right  inguinal  region 

has  become  more  acute;  colicky  in  character  and 
at  times  there  is  marked  rigidity  of  the  right 
rectus  muscle. 

Operation  by  Dr.  R.  E.  Stone.  “Kinked,  stuffed 
appendix  with  infected  blood  vessels  and  pus  at 
the  tip.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Chronic  appendicitis.” 

Case  30.  Salient  Points: 

Past  History:  Always  a very  delicate  child; 

marked  secondary  anemia;  tendency  to  constipa- 
tion; poor  appetite. 

Present  Illness:  Acute  attack;  pain  general; 

rigidity  localized  in  right  inguinal  region;  eleva- 
tion of  temperature  and  vomiting. 

Operated  by  Dr.  Julius  Isaacson.  “Chronic 
appendicitis.” 

Pathological  Report:  No  report. 

Case  31.  Salient  Points: 

Past  History:  Losing  weight;  no  appetite; 

pains  in  abdomen,  especially  in  the  vicinity  of 
the  umbilicus;  vomiting  at  irregular  intervals; 
colicky  cramps;  tendency  to  belch  at  all  times. 

Present  Illness:  Symptoms  are  becoming  more 

acute  and  diagnosis  is  established. 


Operated  on  by  Dr.  John  F.  Dicks.  “The 
appendix  located,  adhesions  were  liberated  and 
the  abdomen  closed  without  drainage.” 

Pathological  Report:  Dr.  Geo.  H.  Hauser. 

“Appendix  measured  bVz  cm.  in  length.  A cut 
surface  shows  the  walls  and  mucosa  thickened  and 
the  lumen  contains  fecal  matter. 

Diagnosis:  “Acute  and  chronic  exudative  and 

chronic  proliferative  appendicitis.” 

Case  32.  Salient  Points: 

Past  History:  Pain  in  the  abdomen,  under- 

weight, elevation  of  temperature,  constipation, 
poor  appetite. 

Present  Illness:  Recently  she  has  had  colicky 

cramps,  more  pronounced  on  the  left  side;  appe- 
tite extremely  poor,  constipation  more  pro- 
nounced, painful  micturations  and  vague  general 
pains. 

Operated  by  Dr.  R.  E.  Stone.  “Subacute  ap- 
pendix found  containing  enteroliths  thickened  and 
congested.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Chronic  appendicitis.” 

Case  33.  Salient  Points: 

Past  History:  This  child  is  rather  diminutive 

in  build  and  has  been  a most  difficult  one  to  feed 
since  birth.  At  times  the  feeding  problem  has 
become  most  acute  and  now  he  has  an  aver- 
sion to  all  foods  and  vomits  for  the  slightest  pro- 
vocation. This  vomiting  occurs  at  any  time  of  the 
day,  especially  in  the  morning,  and  its  stimulation 
may  be  either  on  the  one  hand  a crying  spell,  an 
unexplained  factor,  or  else  when  forced  to  eat 
food.  Necessarily,  due  to  underfeeding,  he  has 
been  constipated  his  entire  life. 

Present  Illness:  Vomiting  for  12  hours;  pains 

in  abdomen,  slightly  more  pronounced  on  right 
side;  some  rigidity;  fever  103°  and  pain  on  pres- 
sure. 

Operated  by  Dr.  Lucian  Landry.  “The  appen- 
dix is  found  decidedly  stuffed  and  clubbed  in  its 
distal  third — subacute  appendicitis.” 

Pathological  Report:  Dr.  John  A.  Lanford. 

“Appendix  measures  5%xl4 — the  outer  surface 
is  smooth  and  glistening,  light  pinkish  grey  in 
color  and  shows  no  injection  of  serosal  vessels. 
The  end  is  somewhat  distended,  a small  amount  of 
meso,  with  a few  bits  of  fat,  is  attached.  Section 
shows  the  wall  somewhat  thickened  and  the 
lumen  contains  very  little  sera.” 
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Case  34.  Salient  Points: 

Past  History:  History  of  constipation;  failure 
to  gain  in  weight;  attacks  of  coliky  abdominal 
pains,  recently  tendency  to  frequent  movements. 
Roentgen-Ray  conclusions : Pylorospasm, moderate 
ileo — and  colonic — stasis. 

Present  Illness:  For  past  three  days  has  been 
complaining  of  acute  “shooting”  pains  in  abdomen. 
On  right  side  pressure  brings  forth  the  expression 
of  pain.  The  bowels  are  very  frequent  and  she 
has  an  elevation  of  temperature.  “The  cecum 
was  found  densely  adhered  and  could  not  be  de- 
livered.” 

Operated  by  Dr.  John  F.  Dicks.  “The  appendix 
was  retro-cecal  and  held  down  by  bands  of  adhe- 


sions about  its  middle  third.  After  liberating  ad- 
hesions appendix  was  removed.  Closed  without 
drainage.” 

Preoperative  diagnosis:  “Chronic  appendicitis.” 

Post  operative  diagnosis:  “Chronic  appendi- 
citis.” 

Pathological  Report:  Dr.  Geo.  H.  Hauser.  “The 
appendix  measured  6 cm.  in  length.  The  cut  sur- 
face showed  the  wall  and  muscosa  thickened  and 
the  lumen  contained  fecal  matter.” 

Diagnosis:  “Chronic  exudative  and  prolifera- 
tive appendicitis.” 


No. 

1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 
21 
22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

32 

33 

34 

Key: 


DIAGNOSES. 


Clinical 

Radiological 

Acute 

— 

Chronic 

— 

Acute 

— 

Chronic 

— 

Chronic 

1 

Chronic 

Chronic 

Chronic 

Chronic 

Chronic 

Chronic 

Sub-acute 

Appendicitis' 

Sub-acute 

— ■ 

Acute 

— 

Chronic 

Chronic 

Acute 

— 

Acute 

— 

Acute 

— 

Acute 

— 

Acute 

— 

Acute 

— 

Acute 

— 

Sub-acute 

— 

Acute 

— • 

Chronic 

— 

Acute 

— ■ 

Chronic 

— 

Chronic 

— • 

Chronic 

— ■ 

Chi’onic 

— ■ 

Acute 

— 

Chronic 

— 

Chronic 

— • 

Chronic 

Chronic 

Chronic 

Chronic 

Sub-acute 

Sub-acute 

Chronic 

7 

Surgpcal 

Pathological 

Acute 

Acute 

7 

Chronic 

Acute 

Chronic 

Chronic 

Chronic 

Chronic 

Chronic 

Chronic 

Chronic 

Chronic 

Chronic 

Chronic 

Chronic 

Sub-acute 

Chronic 

Sub-acute 

Chronic 

Acute 

Chronic 

Chronic 

Chronic 

Acute 

Acute 

Acute 

Acute 

Acute 

Acute 

Acute 

Acute 

Acute 

No  report 

Acute 

Acute 

Acute 

Acute 

Acute 

Acute 

Acute 

Acute 

Chronic 

Chronic 

Acute 

Acute 

Chronic 

Chronic 

Chronic 

No  report 

Chronic 

No  report 

Chronic 

No  report 

Acute 

Acute 

Chronic 

Chronic 

Chronic 

No  report 

Chronic 

Chronic 

Sub-acute 

Chronic 

Sub-acute 

Acute 

Chronic 

Chronic 

is  made,  but  appendicitis  is  suspected. 


7 — where  no  definite  opinion 
— where  no  picture  was  made. 

No  report:  Case  17  specimen  dissected;  the  records  of  cases  25,  26, 
27  and  30  were  unfortunately  destroyed  at  one  of  our  institutions 
due  to  a flood  of  the  record  room. 
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DIAGNOSIS. 

WTiile  it  is  admitted  that  appendicitis  in 
the  infant  is  unusual,  and  in  childhood — 
uncommon — at  the  same  time  it  appears  to 
me  that  all  of  us  are  unquestionably  failing 
to  diagnose  cases  that  rightly  belong  to  this 
group.  This  admission  is  applicable  to  the 
profession  as  a whole — indeed  the  pedi- 
atrician is  as  much  at  fault  as  the  general 
practitioner,  and  is  reflected  in  the  follow- 
ing chart: 

Yearly  Incidence 


Years  Cases 

1916  1 

1919  - 1 

1920  1 

1921  2 

1923  1 

1924  2 

1925  3 

1926  5 

1927  7 

1928  (first  six  months)  11 


Recapitulation — More  cases  have  been 
diagnosed  by  me  in  the  past  18  months  than 
in  the  preceding  121/2  years.  At  best,  with 
all  the  facilities  we  have  at  our  command, 
appendicitis,  especially  the  chronic  type,  is 
very  difficult  to  diagnose  in  the  child. 

Ochsner’s<3®)  (1902)  cardinal  symptoms 
— pain,  tenderness,  nausea  and  vomiting 
and  rigidity  of  the  abdominal  muscles  over- 
lying  the  appendix,  unfortunately  hold  true 
in  but  a small  per  cent  of  our  cases. 

SYMPTOMS. 

The  following  are  the  common  symp- 
toms encountered  in  this  clinical  picture 
and  will  be  discussed  in  sequence: 

(1)  Pain. 

(2)  Nausea. 

(3)  Vomiting. 

(4)  Acidosis. 

(5)  Belching. 

(6)  Temperature. 


(7)  Abdominal  tenderness,  abdominal 
rigidity;  abdominal  distention. 

(8)  Flexion  of  thigh  on  abdomen. 

(9)  Bowel  disturbances. 

(10)  Pain  on  micturation. 

(11)  Rectal  examination. 

(12)  Appetite. 

(13)  Blood  findings. 

Unimportant: 

(14)  Nervous  symptoms. 

(15)  Headache. 

(16)  Hysteria. 

(17)  Skin  eruptions. 

DIFFERENTIAL  DIAGNOSIS. 

Unfortunately,  limited  time  precludes 
my  discussing  each  condition  in  turn — 
however,  the  first  two  will  be  discussed  in 
detail,  and  will,  perhaps,  obviate  future 
mistakes. 

A differential  diagnosis  must  be  made 
from  the  following: 

(1)  Pneumonia. 

(2)  Paralytic  or  toxic  ileus. 

(3)  Calculi  (ureter). 

(4)  Pyelitis. 

(5)  Peritonitis. 

a.  Streptococcus. 

b.  Pneumococcus. 

(6)  Abdominal  tuberculosis. 

(7)  Intussusception. 

(8)  Malignancy. 

(9)  Intestinal  parasites. 

(10)  Ulcers. 

(11)  Acidosis. 

(42)  Gastro-intestinal  indigestion. 

(13)  Chronic  intestinal  indigestion. 

(14)  Typhoid  and  para-typhoid  fever, 

(15)  Hysteria. 

(16)  Acute  arthritis  of  hip. 

(17)  Vertebral  arthritis. 

(18)  Salpingitis. 
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DIFFERENTIAL  DIAGNOSIS  OF  ACUTE 
APPENDICITIS.* 


( 1 ) History 

(2)  Facies 

(3)  Vessels  in  neck 

(4)  Respiratory  signs 

(5)  Abdominal  tenderness 

(6)  Abdominal  pain 

(7)  Vomiting 

(8)  Diarrhea 

(9)  Rectal  examination 

(10)  Rest 

(11)  Temperature 

(12)  Blood  count 

(13)  X-ray  examination  of 
chest 

*Mayo  Clinic  (Helmholz)  with 


Pneumonia 

Generally  secondary — preceded 
by  cold  or  cough. 

Anxious  expression — alae  nasi — 
playing  noticeable — flushed. 

Marked  pulsation. 

Quickened  respiration — abdom- 
inal breathing  — expiratoi-j' 
grunt. 

Upper  quadrants — right  and 
left — No  more  intense  on 
deep  palpation. 

N ot  common  — Constant — U su- 
ally  referred  to  right  side. 


Precedes  the  diagnosis  and  not 
constant. 

(14  per  cent  Helmholz)  (36a) 
Common. 

Negative. 

Sleeps  peacefully  at  times. 

Usually  high — At  times  hyper- 
exia. 

15,000—40,000. 


Positive — even  with  negative 
physical  signs. 

modifications. 


Appendicitis 

Usually  primary  — if  second- 
ondary  — previous  intestinal 
upset. 

Drawn  expression  when  rup- 
ture takes  place — pale. 

None  visible. 

Absence  of  breathing  signs. 


Local  if  uncomplicated  — More 
marked  on  deep  pressure. 

Always  present — Colicky — Gen- 
eral at  first — becoming  local 
with  rupture  — absence  of 
pain. 

Occurs  during  the  entire  at- 
tack— associated  in  70  per 
cent  of  cases  (Helmholz). 

Uncommon  — usually  alternat- 
ing with  constipation. 

Positive — Tenderness  on  right 
side. 

Never  quiet — always  restless. 

Not  constant. 

99°  to  105°. 

Average  10,000  to  20,000.  At 
times  leukopenia  or  normal 
count. 

Negative. 


Adams  and  Berger^^’'^  (1922)  found  in 
145  cases  of  pneumonia  in  children  from 
two  to  fifteen  years  of  age,  17.5  per  cent 
had  been  incorrectly  diagnosed  as  acute 
appendicitis. 

ILEUS. 

Emphatically  speaking,  I do  not  believe 
that  a paralytic  or  a toxic  ileus  is  ever 
present  in  a child.  At  times  in  respira- 
tory processes  there  has  been  marked  dis- 
tention of  the  abdomen  with  limited 
expulsion  of  flatus — especially  in  pneu- 
monias— this  is  the  nearest  approach.  But 
a definite,  clear-cut  ileus  has  never  been  in 
my  practice  and  has  not  been  described  by 


those  whose  experience  ju.stify  satisfying 
conclusions. 

Two  cases  Nos.  23  and  28  were  diag- 
nosed as  such,  but  a closer  perusal  of  these 
children  and  surgical  interventions  proved 
them  to  be  general  peritonitis,  secondary 
to  a gangrenous  appendix,  and  not  a para- 
lytic ileus. 

PAIN. 

Pain,  the  most  constant  symptom,  was 
observed  in  the  larger  proportion  of  my 
cases — absent  in  about  15  per  cent.  There 
are  times  when  the  physician  does  not 
witness  the  attack — it  is  over  in  a few 
seconds — but  the  parents’  description  of  its 
presence  is  too  vivid  to  be  overlooked. 
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The  classical  textbook  cases — the  ones 
we  all  diagnose — where  pain  over  McBur- 
ney’s  point  is  elicited,  is  seen  in  but  a few 
cases  occurring  in  childhood.  It  is  doubt- 
ful to  me,  even  in  these  children,  whether 
at  the  onset  of  the  attack  the  pain  was 
localized  in  the  lower  right  quadrant. 

Where  the  reader  has  been  able  to  follow 
his  cases,  all  types  included,  it  has  been  his 
experience  to  find  the  pain  more  pro- 
nounced in  the  region  of  the  umbilicus  and 
above  it  rather  than  in  the  expected  quad- 
rant. When  examining  your  case,  if 
nature  has  not  flexed  the  thigh  on  the 
abdomen — you  do  it — for  in  your  examina- 
tion a slight  rigidity  may  preclude  your 
obtaining  pain  on  pressure  where  no  other 
signs  of  it  were  gained  either  through 
previous  examinations  or  subjectively  from 
the  patient.  Flinching  means  much.  Do 
not  place  too  much  reliability  in  what  the 
child  tells  you.  Colicky  abdominal  pains 
should  be  thought  of  seriously.  When 
present  are  very  significant — indeed  plac- 
ing the  appendix  in  the  category  of  being 
eliminated  first  in  a differential  diagnosis. 
In  a few  cases  extreme  weakness,  general 
pallor  or  pallor  around  lips  are  expressions 
of  pain  in  those  too  young  or  else  unable 
to  tell  one  of  their  particular  distress. 
Frequent  umbilical  pain  should  arouse  the 
suspicion  of  an  indigestion  and  frequent 
indigestions  of  an  appendix.  Extreme 
pains  are  essentially  either  the  forerunner 
of  a rupture;  a kink  of  the  appendix  or 
the  presence  of  intestinal  parasites  within 
the  appendix.  Remember  that — with  rup- 
ture temporaily  at  least — ^there  is  an  ab- 
sence of  pain,  only  to  return  when  general 
peritonitis  is  evident.  It  is  poor  judgment 
to  mask  a questionable  attack  with  a drug 
until  you  are  sure  of  your  diagnosis.  If 
you  doubt  pain,  permit  the  child  to  sit  in 
the  erect  position.  If  pain  is  absent  he 
will  not  complain — if  it  is  influenced  by 
the  appendix  he  will  refuse  to  sit  in  that 
position. 


CHART. 

Pain — General,  7 cases. 

Right  inguinal  region,  10  cases. 

Umbilical  and  upper  quadrants,  13  cases. 

Extreme,  7 cases. 

Minor,  27  cases. 

Constant,  16  cases. 

Intermittent,  15  cases. 

Not  classified,  3 cases. 

NAUSEA,  VOMITING,  ACIDOSIS  AND  BELCHING. 

Vomiting  is  a common  symptom  of  ap- 
pendicitis; it  may  occur  with  each  feeding; 
it  may  or  may  not  bear  relation  to  food, 
and  is  not  periodic  in  its  manifestations, 
occurring  both  day  and  night. 

Richter<®8)  (1924)  mentions  it  occurring 
in  79.16  per  cent  at  the  onset  of  his  two 
hundred  and  eight  cases.  In  certain  in- 
stances it  may  not  be  the  initial  symptom, 
but  as  the  process  increases,  ultimately,  in 
the  end,  in  some  form  or  other,  it  will  be- 
come part  of  the  picture. 

Emesis  may  either  be  in  the  light  of 
a regurgitation — the  common  type — or 
occur  in  selected  cases,  as  projectile  vomit- 
ing. With  the  latter,  rupture,  abscess  (not 
recorded  in  this  series)  or  peritonitis  are 
likely  responsible  for  the  severity  of  the 
symptom. 

In  a few  cases  the  vomiting  may  be  so 
trivial  and  the  vomitus  so  small  in  amount 
as  to  escape  the  attention  of  the  parent 
until  such  a time  is  reached  when  either 
the  occurrence  increases  in  number,  or  the 
attacks  in  intensity — then  it  is  recognized. 
Vomiting  can  become  a very  troublesome 
part  of  appendicitis — so  exaggerated  at 
times  that  the  mention  or  sight  of  food  may 
be  sufficient  to  produce  vomiting. 

Belching,  either  after  a meal,  or  betioeen 
meals,  with  or  without  nausea,  is  almost 
certain  an  indication  of  appendicitis. 

Acidosis — recurrent  acidosis — associated 
2vith  intestinal  disorders — where  there  are 
no  indiscretions  of  diet,  increasing  in  num- 
ber of  spells  and  duration,  is  essentially 
appendicitis. 
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CHART. 

Vomiting — 

a.  Marked,  13  cases. 

b.  Not  marked,  21  cases. 

Aversion  to  food,  2 ca.ses. 

Acidosis,  9 cases. 

Belching,  4 cases. 

TEMPERATURE. 

Temperature  may  not  be  a criterion  of 
the  severity  of  an  acute  attack,  for  at  the 
onset  an  elevation  of  99°  may  be  passed  un- 
noticed. On  the  other  hand,  a gradual 
increase,  or  an  abrupt  rise,  should  justify 
the  suspicion  of  suppuration — generally 
under  103°,  in  a few  instances  reaching 
104°. 

Fever  may  be  absent  entirely  in  the 
chronic  cases.  In  certain  children,  how- 
ever, at  irregular  intervals,  during  the  24 
hours,  if  peroidic  recordations  of  the  tem- 
perature are  made,  slight  elevations  will 
be  noted.  In  three  of  this  group,  the 
patients  were  subnormal. 

BOWEL  DISTURBANCES. 

Our  attention  to  “something  out  of  the 
ordinary”  is  often  aroused  when  the  mat- 
ter of  frequent  bowel  disturbances  are  dis- 
cussed. Unmistakably — habitual  constipa- 
tion has  its  story — lack  of  appetite,  aver- 
tion  to  food,  unbalanced  diet,  atony  of 
bowels — a viscious  circle.  Where  is  the 
primai-y  trouble? 

And  then  the  other  extreme — diarrhea. 
“No  matter  how  careful  I am  about  his 
diet,  my  child  has  periodic  attacks  of  diar- 
rhea,” or  “my  child  has  frequent  evacua- 
tions every  day,  regardless  of  her  diet.” 
With  both  stories,  frequent  purgations  fol- 
low. And  lastly  there  is  the  combined  type 
diarrhea,  alternating  with  constipation — 


exceptional  but  diagnostic. 

TABLE. 

Constipation — marked  5 cases 

Diarrhea  4 “ 

Constipation  alternating  with  diarrhea....  4 “ 

No  definite  picture,  but  tendency  to  con- 
stipation   21  “ 

Total  34  cases 


In  the  future,  it  will  be  my  routine  to 
examine  the  feces,  not  one,  but  several,  in 
an  attempt  to  determine  whether  or  not  in- 
testinal parasites  play  an  important  part  in 
predisposing  children  to  appendicitis.  Un- 
fortunately, only  .six  examinations  were 
made  on  individual  children,  repeated  once, 
and  of  those,  three  had  ova  of  pin  worms, 
one  of  round  worms,  and  three  were  nega- 
tive. Strange  to  relate,  that  the  three  cases 
where  pin  worms  were  found  in  the  appen- 
dix, had  negative  feces  examinations  prior 
to  their  operation. 

ABDOMINAL  TENDERNESS— ABDOMINAL  RIGIDITY- 
ABDOMINAL  DISTENTION. 

It  is  rather  difficult,  in  certain  children, 
to  separate  tenderness,  rigidity  and  disten- 
tion. Usually,  tenderness  and  rigidity  are 
associated,  and  if  the  process  has  contin- 
ued, either  diagnosed  or  undiagnosed,  dis- 
tention will  eventually  be  seen.  In  chronic 
cases,  tenderness  is  more  apt  to  be  present 
than  in  acute  cases,  for  when  the  latter  is 
the  type,  the  rigidity,  at  times  very  marked, 
prevents  one  from  properly  palpating  the 
abdomen.  Distention  is  only  met  with 
where  rupture  has  taken  place,  where  gen- 
eral peritonitis  has  followed  the  former,  or 
else,  in  a limited  number  of  children,  where 
constipation  and  eructations  are  extreme. 
This  is  apt  to  be  more  gastric  than  intes- 
tinal distention. 

In  practically  every  case  with  the  slight- 
est peritonitis,  in  retrocecal  appendicitis 
and  in  all  acute  and  sub-acute  masifesta- 
tions,  the  right  thigh  will  be  flexed  on  the 
abdomen.  One  of  the  most  important  aids 
in  the  diagnosis  of  acute  abdominal  disease 
is  the  early  reaction  of  the  viscera  con- 
tained therein.  In  the  early  stage,  of  the 
acute  cases,  there  is  rigidity  of  the  affected 
side,  and  the  other  symptoms  that  go  with 
it,  but  as  the  process  becomes  more  patho- 
logical and  extensive,  the  abdomen  at  first 
below  the  umbilicus,  and  later  involving 
the  entire  area,  reacts,  and  one  feels  on 
palpation  a sense  of  rigidity,  better,  a 
touch,  revealing  increased  abdominal  ten- 
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sion  when  the  hand  is  placed  gently  on  the 
abdomen. 

PAIN  ON  MICTURITION. 

My  attention  has  often  been  called  to 
painful  micturition  being  an  associated 
symptom  of  appendicitis.  This  has  not 
been  so  in  my  cases,  although  a small  pro- 
portion of  these  children  had  pyelitis  some- 
time before  their  present  illnesses.  In  three 
cases,  pain  on  micturation  was  complained 
of. 

RECTAL  EXAMINATION. 

Karewski<®®>  (1897),  and  Seltzer<^“> 
(1901)  as  noted  by  Kelly^^^)  (1905)  have 
demonstrated  that  in  almost  every  case  in 
which  the  disease  has  advanced  beyond  the 
appendix,  the  extension  will  undoubtedly 
take  place  along  the  right  pelvic  wall  where 
inflammatory  processes  can  be  felt. 

This  method  does  not  seem  very  practi- 
cal when  applied  to  children,  and  perhaps, 
can  only  be  done  satisfactorily  just  at  the 
time  when  the  child  is  beginning  to  be 
anaesthetized.  In  only  three  cases  was  this 
examination  employed  and  apparently  sub- 
stantiated at  the  time  of  operation.  What 
has  been  your  experience  in  this  regard? 

Kelly (42)  (1905)  seemingly  enthusiastic, 
remarks  “examination  by  the  rectum  should 
never  be  neglected  since  the  adult  finger 
reaches  higher  in  the  infantile  pelvis  than 
that  of  the  adult,  so  the  suspected  area  is 
more  easier  touched.” 

APPETITE. 

A poor  appetite  may  not  be  indicative  of 
appendicitis,  but  a diseased  appendix  may 
be  responsible  for  a lack  of  appetitte.  While 
no  gastric  examinations  have  been  made  in 
this  series,  there  appears  to  be  a hypo- 
acidity, for  when  chronic  cases  are  given 
dilute  hydrochloride  acid  in  small  amounts, 
this  temporizes  the  condition  temporarily 
and  the  appetite  is  noticeably  improved. 


CHART. 

Picky  (a  desire  for  certain  foods) 8 cases 

Poor  16  “ 

Good  8 

Aversion  to  food 2 “ 

Total  34  cases 


BLOOD  FINDINGS. 

Fowler (4®)  (1899)  first  called  our  atten- 
tion to  its  significance.  Robins(43a)  (1900) 
mentioned  blood  counts  as  helpful  aid  in 
the  diagnosis  of  appendicitis.  Kelly* 44 > 
(1905)  in  his  masterpiece  contribution  does 
not  discuss  this  topic  at  length. 

Sondern(45)  (1905)  published  a very  use- 
ful chart  of  the  blood  examinations  in  sur- 
gical diagnosis — which  is  of  great  value 
with  some  modifications  in  the  interpreta- 
tion of  appendicitis  in  childhood. 

THE  SONDERN  BLOOD  PICTURE  CHART. 

Slight  increase  in  polymorphonuclears 
indicates  mild  infection. 

Decided  increase  in  polymorphonuclears 
indicates  severe  infection. 

Slight  increase  in  polymorphonuclears 
with  slight  leukocytosis  indicates  mild  in- 
fection with  definite  resistance. 

Decided  increase  in  polymorphonuclears 
with  decided  leukocytosis  indicates  severe 
infection  with  good  resistance. 

Decided  increase  in  polymorphonuclears 
with  slight  leukocytosis  indicates  severe  in- 
fection with  poor  resistance. 

Decided  increase  in  polymorphonuclears 
with  no  leukocytosis  indicates  severe  in- 
fction  with  no  resistance. 

Progressive  increase  in  polymorphonu- 
clears with  diminishing  leukocytosis  indi- 
cates increasing  severity  of  infection  and 
decreasing  resistance. 

Gradual  decrease  in  polymorphonuclears 
with  decreasing  leukocytosis  indicates  im- 
provement. 
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NORMAL  BLOOD  COUNTS. 


Differential 

Carstanjen<^®>  (1900) 

Count 

N — Neutrophils 

1-  6 months 

S — Small  mononuclears.. 

6-12  months 

1-  2 years 

E — Eosinophils 

2-  3 years 

T — Transitional 

3-  4 years 

L — Large  mononuclears 

4-  5 years 

Karnitsky<'*'^>  (1903) 

Total 

Age  White  % of  Neu- 

% of  lym-  % of  eosi- 

rears  Count 

trophils 

phocytes  nophiU 

1-  2 12,500 

2-  3 

30-40 

60-75 

3-  4 

32-40 

45-58 

4-  5 9,400 

34-39 

45-53 

5-  6 

35-59 

32-52 

6-  8 

37-51 

35-52  varies 

8-10 

40-62 

24-46  greatly 

10-12  7,900 

43-66 

22-39  4-8 

12-14 

47-63 

23-40 

Morse<''3)  (1908) 

Under  2 years,  total 

white 

10,000  to  14,000 

Neutrophils  

25  to  45% 

Small  mononuclears 

40  to  50% 

Large  mononuclears 

10% 

Eosinophils  

1 to  5% 

Rabinowitsch<4^>  (1912) 

Ages  1 and  15  years,  total  white 6,500  to  8,000 


1st  year  neutrophils 30% 

15th  year  neutrophils 68% 

Small  mononuclears  61% 

Small  mononuclears  23% 


Transitional  cells  vary  2.5  to  3.2% ; eosi- 
nophils 3.6  to  4.1%.  Maximum  7.5%  dur- 
ing 7th  and  8th  years. 

Before  the  fifth  year  the  lymphocytes  ex- 
ceed the  neutrophils. 

In  my  experience,  the  blood  counts  in 
children  have  been  similar  to  the  findings 
of  Rabinowitsch.  In  brief,  remember  the 
following: 

(1)  Under  five  years — the  neutrophil 
count  is  what  the  small  mononuclear 
is  in  adult  life — 20  to  30%. 

(2)  Under  five  years — the  small  mononu- 
clear count  is  what  the  neutrophil 
count  is  in  adult  life — 60  to  70%. 


N S E T L 


34 

50 

In  Per  C( 
31/2 

ent 

101% 

.5 

41 

49 

1/2 

8 

.9 

42 

47 

3 

71/2 

.4 

48 

38 

4 

8 

.7 

53 

33 

5% 

8 

.5 

61 

26 

6 

7 

.3 

(3)  Over  five  years — the  neutrophils  in- 
crease and  the  small  mononuclears 
decrease — that  by  the  tenth  year  the 
adult  count  is  noted. 

(4)  The  total  white  count  averages  6,500 
to  8,000. 

(5)  This  data  excludes  the  blood  findings 
of  the  first  month. 

In  this  series  the  leukocyte  count  has 
varied  between  4500  and  19,000  in  the 
acute  cases — save  one — 28,000,  where  this 
case  was  complicated  and  the  appendix 
ruptured. 

Of  the  two  blood  pictures — the  total 
white  or  the  differential  count — the  inter- 
pretation of  the  latter  is  much  more  im- 
portant. 

In  case  No.  1 — where  the  blood  was 
checked — the  differential  count  determined 
our  procedure.  A leukopenia  was  present. 

In  case  No.  11  the  acute  stage  was  about 
to  subside,  as  illustrated  in  the  second 
blood  count,  but  a very  definite  pathologi- 
cal appendix  removed. 

The  greater  he  percenage  of  neutrophils 
in  comparison  to  the  total  white  count,  the 
gx'eater  the  probability  that  pus  has 
formed. 

Some  cne  has  rightly  stated  the  total 
white  count  is  of  questionable  value,  the 
polymoi'phonuclear  count  is  of  much  value, 
and  the  combined  count  is  of  the  greatest 
value.” 

When  the  appendix  has  ruptured  both 
the  total  and  differential  neutrophilic 
count  diminishes,  a very  grave  picture. 
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As  concerns  the  various  blood  manifes- 
tations in  chronic  cases — ^two  cases.  Nos. 
7 and  8,  are  given — marked  leukopenias. 
As  a matter  of  interest,  he  improvement 
in  these  children  after  appendectomies 
were  amongst  the  most  marked  in  this 
series. 

ANEMIA. 

More  than  seventy-five  (75)  per  cent  of 
the  chronic  cases  revealed  a secondary 
anemia,  and  of  this  number  eighteen  (18) 
children  had  a hemoglobin  less  than  60  per 
cent. 

EOSINOPHILS. 

In  contrast  to  the  findings  of  other  clin- 
icians— a marked  eosinophilia  was  not  en- 
countered, and  in  the  three  instances  where 
pin  worms  were  discovered  in  the  appen- 
dices these  cases  showed  no  alteration  in 
the  number  of  these  cells  whatsoever. 


ACUTE  APPENDICITIS 


Case 

1 

\ 1st 

count 

6,000;  N. 

84 

Within 

4 hrs. 

\ 2nd 

count 

4,500;  N. 

86 

Case 

3 

^ 1st 

count 

15,000;  N. 

90 

Within 

6 hrs. 

\ 2nd 

count 

15,000;  N. 

91 

Case 

9 

j 1st 

count 

8,000;  N. 

75 

Within 

24  hrs. 

^ 2nd 

count 

12,750;  N. 

80 

Case 

10 

( 1st 

count 

14,750;  N. 

75 

Within 

12  hrs. 

<1  2nd 

count 

9,100;  N. 

67 

[ 3rd 

count 

17,500;  N. 

76 

Case 

11 

j 1st 

count 

8,000;  N. 

74 

Within 

4 hrs. 

{ 2nd 

count 

5,000;  N. 

60 

Case 

14 

1st 

count 

18,150;  N. 

83 

Case 

33 

1st 

count 

15,000;  N. 

83 

Case 

24 

( 1st 

count 

17,250;  N. 

75 

Within 

12  hrs. 

( 2nd 

count 

12,000;  N. 

90 

ACUTE  RUPTURED  APPENDICITIS 

Case 

15 

1st 

count 

16,500;  N. 

89 

Case 

18 

1st 

count 

19,000;  N. 

86 

Case 

19 

1st 

count 

28,000;  N. 

88 

Case 

21 

1st 

count 

16,000;  N. 

82 

Case 

23 

1st 

count 

11,750;  N. 

77 

Case 

16 

1st 

count 

15,000;  N. 

83 

Case 

20 

1st 

count 

12,000;  N. 

89 

Case 

21 

1st 

count 

16,900;  N. 

82 

Case 

28 

1st 

count 

13,200;  N. 

66 

Three  days 

apart 

2nd 

count 

10,800;  N. 

53 

CHRONIC  APPENDICITIS  WITH  MARKED 

LEUKOPENIA 

Case 

7 

1st 

count 

3,750;  N. 

50 

Case 

8 

( 1st 

count 

2,750;  N. 

61 

) 2nd 

count 

3,000;  N. 

54 

APPENDICITIS  FROM  OTHER  SOURCES. 

These  different  types  of  appendicitis  are 


mentioned  but  not  discussed: 

(1) 

Tuberculosis. 

(2) 

Actinomycosis. 

(3) 

Carcinoma. 

(4) 

Sarcoma. 

(5) 

Appendicitis  in  a hernial  sac. 

(6) 

Appendicitis  in  complication  with 
acute  infectious  disease. 

AFTERMATH. 

The 

aftermath  pertinent  to  improvement 

in  this  study,  not  only  in  weight,  but  in 
general  health,  is  as  follows: 


Marked  improvement  20  cases 

Some  improvement  5 “ 

Questionable  improvement  ....  4 “ 

Too  recent  to  be  judged 2 “ 

Died  - 3 “ 

Those  cases  that  did  not  show  marked 


improvement  are  the  ones  who  have  been 
operated  on  for  a period  less  than  three 
months. 

ROENTGEN-RAY  DIAGNOSIS  OF  APPENDICITIS. 

Roentgen-ray  diagnosis  of  appendicitis 
per  se  has  but  little  value,  unless  the  ap- 
pendix remains  filled  at  the  end  of  48 
hours,  and  more  especially  positive  if  there 
is  marked  cecal  stasis  associated  with  it.  If 
an  appendix  cannot  be  visualized,  this,  in 
itself,  would  not  negative  the  appendix,  for 
a fecolith  could  obstruct  the  lumen,  the 
kink  could  be  located  at  the  base,  or  else, 
obstruction  within  other  than  those  men- 
tioned are  possibilities.  If  the  emptying 
is  delayed  for  24  hours  alone,  but  the  organ 
is  definitely  sensitive  to  palpation,  it  is 
reasonable  to  accept  that  it  is  diseased.  A 
marked  pylorospasm,  with  a partially 
filled  appendix  at  the  end  of  24  hours, 
should  call  our  attention  to  a serious  con- 
sideration of  this  possibility.  In  other 
words,  a roentgenologic  diagnosis  must  be 
considered  a part  of  the  clinical  manifes- 
tations and  in  itself  must  not  be  accepted 
as  conclusive. 


RADIOGRAPHIC  EXAMINATIONS  OF  GASTRO-INTESTINAL  TRACT 

(Operative  Cases) 
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MORTALITY. 

In  this  study,  three  (3)  died  and  thirty- 
ne  (31)  recovered.  Of  the  three  that 
jccumbed,  two  were  seen  in  consultation 
fter  they  had  been  ill  for  five  days  or 
lore,  and  one  just  twelve  hours  before 
eath — the  latter  being  moribund  when 
rought  into  the  hospital.  Two  of  these 
iree  were  under  two  years  of  age.  In 
ther  words,  every  one  of  these  cases  re- 
ponded to  surgical  intervention,  and  other 
lan  a few  exceptions  where  rupture  had 
iken  place,  had  uneventful  recoveries. 

Other  statistics  regarding  the  death  rate 
5 as  follows: 

Bolling<5®>  (1924),  under  5 years,  20%. 

Beekman<®^>  (1924),  35%  under  five 
ears  in  first  series.  25,6%  under  five  years 
1 second  series. 

Schlossman^^^)  (1922),  in  the  nursling 
Imost  100%;  in  the  second  year,  72%,  be- 
ween  1st  and  2nd  years,  two  to  three 
imes  greater  than  in  the  adult. 

CONCLUSIONS. 

1.  Appendicitis  in  infancy  is  very 
are — less  than  a hundred  cases  have  been 
ollected  under  two  years  of  age,  two  of 
/hich  are  reported  in  this  series;  relatively 
lore  common  than  generally  accepted  be- 
ween  ages  of  two  and  fourteen  years. 

2.  Pain,  vomiting,  abdominal  tender- 
ess  and  rigidity,  fever  and  altered  appe- 
ites  are  the  more  frequent  symptoms. 

3.  “Intestinal  upsets,”  “indigestions,” 
stomachaches,”  “obstinate  constipations,” 
unaccountable  diarrheas” — should  be  stud- 
id  and  purgatives  withheld  until  appendi- 
itis  has  been  eliminated. 

4.  Frequent  attacks  of  acidosis — asso- 
iated  with  abdominal  pain — becoming 
lore  marked  and  more  frequent — where 
tidescretions  of  diet  have  not  been  prac- 
iced — are  potential  cases  of  appendicitis. 

5.  Be  positive  that  you  have  eliminated 
neumonia  before  appendicitis  has  been 
iagnosed. 


6.  Utilize  roentgen-ray  and  laboratory 
facilities  in  doubtful  cases — especially  the 
blood;  make  repeated  counts — ^the  differen- 
tial count  being  of  much  more  value  than 
the  total  white  count  and  the  combination 
of  both  invaluable. 

7.  Paralytic  ileus  in  a child  is  usually 
peritonitis. 

8.  In  this  series  of  thirty-four  cases — 
only  three  succumbed.  Of  these  all  were 
seen  after  they  had  been  ill  for  many  days 
and  were  moribund  and  died  within  twen- 
ty-four hours  after  examination.  With 
these  excluded  all  of  the  remaining  thirty- 
one  recovered.  The  mortality  as  reported 
by  others  may  exceed  35  per  cent. 

9.  Remember  what  Kelly  said:  “Every 
case  of  frank  appendicitis  should  be  oper- 
ated upon  if  seen  in  the  early  stages  of  the 
disease.” 
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DISCUSSION. 

Dr.  John  F.  Dicks:  My  talk  on  this  subject 

ill  be  brief,  as  I just  wish  to  run  over  a few 
iportant  points  brought  out  by  Dr.  Bloom.  The 
•st  point  he  stresses  is  that  appendicitis  in  in- 
mts  under  two  years  is  a rare  condition;  the 
cond  point  stressed  is  that  appendicitis  from 
at  age  to  ten  years  is  more  common  than  the 
rerage  physician  thinks. 

I have  put  down  some  statistics  taken  from  a 
port  by  Dr.  J.  B.  Deaver  of  Philadelphia  on 
100  cases  of  appendicitis,  in  which  the  age  inci- 
mce  corresponds  with  Dr.  Bloom’s  observations, 
i Denver’s  cases  from  1 to  10  years  of  age,  3.33 
;r  cent  had  appendicitis;  from  11  to  20,  as  the 
srson  grows  older,  the  rate  was  28.63  per  cent; 
om  21  to  30,  it  was  highest, ''showing  37.48  per 
nt;  from  31  to  40,  there  was  a decided  decrease 
19  per  cent;  from  41  to  50  it  was  8 per  cent; 
■om  61  to  70,  0.64  per  cent;  from  71  to  80,  0.10 
ir  cent.  In  other  words,  his  statistics  coincided 
ith  Dr.  Bloom’s  statement.  From  the  age  of 
le  to  ten  years,  3.33  per  cent  had  appendicitis, 
hich  is  a fairly  large  percentage  for  children — 
gher  than  we  think  in  that  age  of  childhood. 

Another  point  of  interest  to  me  is  the  roentgen- 
ly  diag'nosis  of  appendicitis.  Is  it  an  appendix 
lat  is  -visualized  that  is  positive  for  appendicitis, 
■ is  it  one  that  is  not  visualized?  If  after  48 
)urs  the  appendix  still  contains  some  of  the 
irium  then  you  might  say  it  is  suspicious  of 
jpendicitis,  but  in  arriving  at  a diagnosis  we 
lould  consider  our  other  findings  in  conjunction 
ith  the  roentgenographic  study.  To  my  mind, 
)t  visualizing  the  appendix  does  not  mean  that 
le  patient  has  appendicitis. 

What  Dr.  Bloom  said  about  the  blood  count  is 
a interesting  feature.  Not  many  of  us  know  that 
i infancy  the  leukocytes  and  the  small  mononu- 


clears cross  at  the  age  of  five.  In  other  word.s, 
in  early  childhood  the  polys  are  low  and  the  small 
mononuclears  are  high. 

I have  enjoyed  Dr.  Bloom’s  paper  very  much 
and  he  deserves  much  credit  for  the  way  he  has 
presented  it. 

Dr.  E.  Denegre  Martin:  In  discussing  this  sub- 

ject I will  try  to  confine  my  remarks  to  a few 
facts.  One  of  the  most  difficult  things  in  my  ex- 
perience has  been  the  diagnosis  of  appendicitis  in 
infants.  You  may  have  all  the  symptoms  and  all 
of  the  suggestions  that  have  been  given  for  years 
and  yet  fail  in  your  diagnosis  because  each  case 
is  a study  in  itself. 

The  most  difficult  thing,  of  course,  is  to  get  a 
history — that  is  almost  impossible.  I am  speaking 
now  of  infants  under  five  years  of  age.  When 
you  are  called  in  to  see  a patient,  watch  it;  note 
the  general  appearance  and  position  of  the  child, 
frequently  the  right  leg  is  drawn  up.  Then  you 
will  have  to  arrive  at  your  diagnosis  by  exclusion, 
because  we  know  of  cases  that  have  been  mis- 
taken for  pneumonia,  intussusception,  diarrhea, 
etc.  However,  with  a careful  examination  you  can 
exclude  pneumonia.  Intussusception  can  be  recog- 
nized from  the  history;  usually  there  are  frequent 
stools,  tenesmus  and  a palpable  mass.  If  the 
child  can  be  quieted,  you  may  by  palpation  be  able 
to  locate  the  pain;  this,  it  is  true,  may  be  in  any 
part  of  the  abdomen,  but  by  repeated  palpation 
eventually  pain  will  be  located  on  the  right  side — 
not  necessarily  in  the  iliac  fossa,  sometimes  under 
the  costal  arch.  Very  often  the  appendix  is 
retrocecal  and  down  in  the  pelvis.  Rectal  exam- 
ination always  helps,  but  it  is  a difficult  thing  to 
do.  Introducing  the  finger  into  the  rectum  will 
cause  as  much  pain  as  the  condition.  Of  course, 
this  can  be  done  under  an  anesthetic  (and  that 
is  frequently  true  in  the  adult  case  as  well)  where 
you  can  control  them.  The  question  is  to  watch 
these  children.  You  will  usually  find  what  you 
are  seeking,  not  by  deep  palpation,  but  gentle 
palpation,  and  if  the  children  are  old  enough  and 
you  win  their  confidence,  they  will  co-operate. 

Another  thing  not  often  mentioned  in  symp- 
toms is  a child  crying  and  complaining  of  pain, 
then  in  a little  while  experiencing  relief;  if  the 
pain  persists  and  is  more  or  less  located  in  the 
region  mentioned  above,  you  may  pretty  well  de- 
cide that  it  is  a case  of  appendicitis.  The  roent- 
gen study  and  blood  count  are  sometimes  of  assist- 
ance, but  are  not  always  to  be  depended  on  and 
are  to  be  considered  only  as  adjuncts  in  diagnosis 
You  have  to  arrive  at  the  diagnosis  by  elimina- 
tion and  very  often  you  are  taking  a chance. 
The  temperature  is  not  always  high,  only  in  ex- 
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ceptional  cases,  until  there  is  a rupture  and 
peritonitis  develops. 

Today  we  are  making  more  diagnoses  and  the 
appendiceal  abscess  is  less  frequently  encountered. 
Formerly  these  abscesses  were  more  common  be- 
cause we  were  not  able  to  make  the  diagnoses. 
We  are  making  more  and  earlier  diagnoses  today 
because  the  specialist  (pediatrist)  as  well  as  the 
general  practitioner,  is  looking  after  these  condi- 
tions. Appendicitis  in  children  is  commoner  than 
we  think.  Take  the  history  of  adults  today,  or 
young  people,  and  many  will  give  you  a history 
of  a previous  attack.  Of  course,  in  childhood  the 
lumen  of  the  apendix  is  more  patulous  and  there 
is  apt  to  be  drainage,  so  they  get  over  an  attack. 
This,  however,  is  not  the  case  with  the  adult. 
After  the  age  of  ten  years  I believe  appendicitis 
is  almost  as  common  as  in  the  adult.  The 
youngest  case  I have  seen  was  in  an  infant  two 
days  old.  The  appendix  was  five  inches  in 
length.  It  seems  that  the  younger  they  are  the 
larger  the  appendix  in  proportion. 

I do  not  think  I can  add  much  to  this,  but 
would  emphasize  that  in  appendicitis  in  children 
there  is  no  rule  to  which  you  can  adhere  to  ar- 
rive at  a correct  diagnosis.  You  must  make  it  by 
exclusion.  Gather  all  the  information  possible  by 
observation,  physical  examination,  roentgen-ray 
and  laboratory  study,  obtain  from  the  parents  what 
history  you  can,  and  after  you  have  quited  and 
won  the  confidence  of  the  child,  you  will  make  a 
diagnosis  vei*y  much  better  than  if  you  are  in  a 
hurry. 

Dr.  E.  D.  Fenner:  I cannot  allow  as  carefully 

prepared  and  interesting  a paper  as  this  to  pass 
without  comment,  particularly  as  it  is  a subject  in 
which  I am  naturally  and  deeply  interested. 
There  is  one  thing  which  has  to  be  borne  in  mind, 
and  that  is  when  men  get  up  and  discuss  append- 
icitis in  childhood  the  job  of  sticking  to  the  infant 
(as  so  beautifully  brought  out  by  Dr.  Bloom)  is 
about  as  difficult  for  the  average  man  who  is  talk- 
ing as  it  is  for  the  fellow  who  is  not  accustomed 
to  it  to  stand  up  on  ice. 

Dr.  Royster,  in  his  recent  monogx-aph  on  append- 
icitis, says:  “Probably  the  most  positive  evidence 

that  a case  of  abdominal  distention  and  pain  is  not 
appendicitis  is  that  the  pain  should  begin  in  the 
right  iliac  fossa;  if  appendicitis,  it  begins  around 
the  umbilicus  and  later  settles  in  the  right 
quadrant.” 

A point  I would  like  to  call  attention  to  is  this: 

I am  convinced  that  a good  many  cases  of  append- 
icitis die  and  are  never  recognized,  particuarly  in 
very  young  children.  In  the  good  old  days  here  in 
New  Orleans  (this  may  come  to  the  minds  of  some 
of  the  older  men  at  this  meeting),  when  the  “acido- 


sis madness”  had  the  profession  absolutely  by 
throat  and  children  were  being  killed  off  in  n 
bers  every  year  with  huge  doses  of  soda,  I am  s 
that  many  were  buried  under  the  diagnosis 
acidosis  who  died  of  appendicitis.  In  connec' 
with  this  matter,  the  relation  of  acidosis  to  app( 
icitis.  Professor  Camby,  author  of  many  text  be 
in  French  and  Professor  of  the  University  of  P: 
for  many  years,  something  like  twelve  to  fourl 
years  ago,  published  an  article  in  the  “Fre 
Archives  of  Children’s  Diseases”  in  which 
claimed  that  all  cases  of  acidosis  in  children  v 
chronic  appendicitis.  He  reported  150  cases 
acidosis  with  acetonuria,  diagnosed  as  appendic 
but  brought  no  evidence  to  back  his  statem 
offered  you  nothing  to  bolster  your  faith  in 
theory — nothing  but  his  gTeat  experience. 

When  you  get  a child  so  young  that  he  car 
tell  you  where  his  pain  is  located,  I think  you  mi 
possibly  get  some  information  by  rectal  exami 
tion.  But  the  man  that  can  derive  any  gem 
information  in  regard  to  the  condition  of  the 
pendix  by  sticking  his  finger  in  the  rectum  o 
child  eighteen  to  twenty  months  old  has,  in 
opinion,  a most  vivid  imagination.  With  child 
five  to  six  years  of  age,  when  you  have  achieve 
relation  with  them  where  they  are  no  Ion 
.screaming  and  will  tell  you  the  truth,  this  pr< 
dure  may  throw  some  light  on  the  subject.  I 
not  think  it  is  a wise  thing  for  any  man  to  beli 
that  rectal  examination  in  early  childhood  is  go 
to  prove  very  illuminating  in  regard  to  n 
attacks  of  appendicitis.  Of  course,  we  all  ad 
that  the  diagnosis  of  appedicitis  in  children  un 
two  years  is  exceedingly  difficult  and  I am  un 
the  impression  that  most  of  these  cases  we  opei 
on,,  which  prove  to  be  appendicitis,  were  conside 
by  no  means  certain  diagnoses  before  the  abdor 
was  opened. 


Dr.  E.  C.  Samuel:  I wish  to  say  just  a f 

words  in  regard  to  the  diagnosis  of  chronic 
pendicitis.  I had  the  pleasure  of  looking  o 
quite  a number  of  these  cases  for  Dr.  Bloom  i 
would  like  to  correct  the  impression  that  the  ' 
ualization  of  the  appendix  is  an  absolute  essen  i 


to  the  diagnosis  of  chronic  appendicitis  froi 
roentgenological  standpoint.  The  appendix  that 
in  24  hours  and  empties  is  not  considered  bji 
(or  any  roentgenologist)  chronic  appendicitis, 
when  the  appendix  that  fills  refuses  after  puga' 
to  empty  in  36  to  48  hours,  we  consider  that  tl 
is  some  trouble  with  it. 


In  the  appendix  that  will  not  visualize  th, 
should  be  other  signs  on  which  to  base  your  di 
nosis.  In  children  pyloric  spasm  is  about  50  j 
cent  more  intense  than  in  the  adult  with  chro 
appendicitis,  and  when  there  is  food  retention; 
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stomach  beyond  the  four  hour  period  in  a 
ng  child  and  the  pylorus  shuts  down  tight  and 
ises  to  open  after  some  time  passes,  you  must 
lize  that  the  spasm  means  something  and  is  re- 
nsible  for  some  of  the  pain. 

.gain,  when  these  cases  of  chronic  appendicitis 
e gone  long  enough  there  is  evidence  of  in- 
imation  around  the  ileo-cecal  junction;  kinks, 
genital  bands  which  bind  the  ileum  to  the  cecum, 
else  evidence  of  chronic  inflammation  from  a 
Dnically  inflamed  appendix. 

merely  wanted  to  enlighten  you  on  this  point, 
t the  roentgenologist  does  not  consider  the  vis- 
ty  of  the  appendix  essential  in  making  a diag- 
s of  chronic  appendicitis. 

r.  Charles  J.  Bloom  (closing)  : I appreciate 

discussions  on  appendicitis  in  childhood  that 
e taken  place,  and  in  closing  would  like  to 
ihasize  one  or  two  points. 

he  first  has  reference  to  my  position  in  regard 
roentgen-ray  study  as  an  aid  in  diognosis. 
brtunately,  in  the  limited  time  allotted  to  the 
isal  of  the  paper,  the  part  covering  that  phase 
he  subject,  which  I will  now  read  to  you,  was 
iped.  “Roentgen-ray  diagnosis  per  se  has  but 
e value  unless  the  appendix  remains  filled  at 
end  of  48  hours,  and  more  especially  positive 
here  is  marked  cecal  stasis  associated  with  it. 
he  appendix  cannot  be  visualized  this,  in  itself. 
Id  not  negative  the  appendix,  for  a fecalith 
d obstruct  the  lumen,  the  kink  could  be  located 
he  base,  or  else,  obstruction  within  other  than 
e mentioned  are  possibilities.  If  the  emptying 
elayed  for  twenty-four  hours  alone  but  the 
an  is  definitely  sensitive  to  palpation,  it  is  rea- 
ible  to  accept  that  it  is  diseased.  A marked 
)rospasm  with  a partially  filled  appendix  at  the 
of  twenty-four  hours  should  call  our  attention 
i serious  consideration  of  this  possibility.  In 
;r  words,  the  roentgen-ray  diagnosis  must  be 
ndered  a part  of  the  clinical  manifestations 
, in  itself,  must  not  be  accepted  as  conclusive.” 

Cgarding  Dr.  Royster’s  interpretation  of  pain, 
nentioned  by  Dr.  Fenner,  I tried,  as  far  as  able, 
bring  out  that  point  that  in  appendicitis  in 
dren  you  seldom  find  that  the  pain  is  primarily 
,ted  in  the  right  inguinal  fossa. 

am  glad  to  hear  the  commends  regarding  ex- 
nation by  rectum.  I had  so  little  knowledge  of 
bat  I was  anxious  to  know  what  the  experience 
)thers  had  been. 


RADIUM  IN  CANCER  OF  THE 
CERVIX.* 

General  Remarks  with  Report  of  Some 
Cases. 

JOSEPH  COHEN,  M.  D., 

New  Orleans. 

Cancer  of  the  cervix  can  be  cured  and 
radium  can  cure  it.  Cancer  is  a disease 
of  the  cell,  perhaps  of  the  cell  nucleus, 
which  results  from  an  intrinsic  physico- 
chemical disturbance.  It  always  com- 
mences as  a local  disease,  developing  with 
time,  the  local  appearance  being  always 
preceded  by  a precancerous  state  when  a 
cure  is  much  easier.  The  disappearance 
of  the  original  signs  and  symptoms,  both 
local  and  constitutional  for  a period  of 
five  years,  constitutes  the  accepted  inter- 
pretation of  cure. 

The  incidence  of  cancer  in  general  is 
high.  Sir  James  Paget  during  a conver- 
sation some  forty  years  ago  remarked  that 
he  was  convinced  everyone  would  die  of 
cancer  if  he  or  she  lived  long  enough. 
The  U.  S.  Census  Bureau  reports  that  one 
in  every  ten  adults  now  living  in  the 
United  States  will  die  of  cancer.  Between 
the  ages  of  45  and  65  one  in  every  five 
deaths  among  women  is  due  to  cancer. 
Cervical  cancer  ranks  third  in  the  human 
family  of  carcinomata,  its  annual  toll  in 
the  United  States  along  being  ten  thousand. 

Cancer  of  the  cervix  is  on  the  increase 
and  this  increase  is  an  actual  one  and  not 
a relative  one.  Neither  our  refined  and 
more  accurate  methods  of  diagnosis,  nor 
the  lengthening  of  the  span  of  life  can 
account  for  it ; and  in  its  affection,  it  is 
not  partial,  embracing  all  peoples  and  all 
countries ; and  how  unheedful  we  are  of  its 
early  approach  is  illustrated  by  the  fact 
that  doctors’  wives  as  well  as  those  of  lay- 
men come  in  the  late  stages  for  treatment. 

Its  cause  is  not  fully  known.  There  are 
various  theories,  some  based  on  experi- 

*Read  before  Louisiana  State  Medical  Society, 
Baton  Rouge,  April  10-12,  1928. 
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mental  observations,  others  on  clinical 
ones,  some  on  statistical  data,  others  on 
fervent  hopes  and  quackish  speculations, 
and  each  has  its  supporters.  But  from  all 
these,  some  repeatedly  proven  observations 
have  been  accepted  as  truisms.  For  all 
practical  purposes  it  is  neither  contagious 
nor  infectious.  It  is  not  inherited — one  may 
inherit  a certain  susceptibility  which  under 
the  proper  stimulus  may  render  the  indi- 
vidual more  prone  to  develop  the  disease. 
Given  a susceptible  individual  chronic  irri- 
tation will  produce  the  cancer,  but  cancer 
itself  is  not  inherited. 

Cervical  cancer  is  not  created  over  night 
nor  in  the  Biblical  six  days.  The  early 
signs  and  symptoms  are  not  typical,  there- 
fore, is  a diagnosis  sometimes  difficult. 
With  a slow  onset  it  has  a protracted  pre- 
cancerous  stage  that  should  be  looked  upon 
with  suspicion.  The  irritated,  the  in- 
flamed, the  discharging  cervix,  the  lacer- 
ated and  the  ulcerated  cervix,  no  matter 
how  mild  in  appearance,  should  be  care- 
fully watched  and  treatment  instituted 
promptly.  Each  of  the  above  may  be  a 
forerunner  of  cancer.  If  necessary  a 
biopsy  is  justified  for  diagnostic  purposes. 
The  majority  of  the  best  opinions,  gleaned 
from  observations  on  laboratory  animals 
as  well  as  human  beings,  find  no  tenable 
reasons  against  biopsy.  Once  the  disease 
commences  it  spreads  rapidly,  either  by 
direct  continuity  or  through  the  lymph- 
atics; therefore,  will  an  early  diagnosis 
coupled  with  prompt  and  proper  treatment 
give  more  cures. 

How  can  we  prevent  it?  The  exact 
cause  being  unknown,  there  is  no  specific, 
but  certain  measures  help.  In  this,  the 
physician  as  well  as  the  patient  plays  an 
important  role.  Cleanliness  and  cancer- 
less would  be  a good  slogan.  Personal 
hygiene  on  the  part  of  every  woman  should 
be  advocated.  A daily  cleansing  douche  or 
two  should  be  religiously  taken.  It  is  as 
needful  as  cleaning  her  teeth.  She  should 
be  encouraged  to  seek  periodic  examina- 
tions. She  should  be  taught  that  cancer 


of  the  cervix  in  its  early  stages  isi 
curable  disease,  that  the  great  mortal]  ? 
comes  from  neglected  cases,  the  same  i 
the  mortality  from  neglected  appendici ; 
is  greater. 

James  Ewing  says  “Cancer  of  the  gei- 
tals  is  due  to  uncleanliness,”  and  W.  Sam- 
son Handley  remarks  that  there  is  acerta 
form  of  cancer  which  never  occurs 
Jewish  men,  connecting  this  fact  with  t; 
ritual  operation  performed  upon  all  Jewi 
male  infants.  Ewing  further  adds  th; 
cancer  of  the  uterus  is  distinctly  le 
frequent  in  Jewish  women  than  in  son 
other  races,  and  that  circumcision  wou 
reduce  male  cancer  2 per  cent.  Might  n 
we  hope  that  this  hygienic  measure  wou 
also  reduce  cervical  cancer?  We,  doctor 
should  always  be  on  guard  and  taught 
recognize  early  signs  and  symptom 
Lacerations  should  be  repaired  early;  ce 
vicitis  and  endocervicitis  should  be  vi; 
orously  and  promptly  treated.  The: 
measures  would  reduce  the  number  of  oi 
patients  developing  cancer  and  few< 
would  need  treatment. 

The  treatment  should  be  based  on  tl 
extent  of  the  gro'wdh.  Where  there 
present  a fixation  of  tissue  indicatin 
metastases,  the  prognosis  is  unfavorabl 
Biopsy  and  the  microscope  will  disclos 
the  degree  of  anaplasia  or  also  the  degn 
of  differentiation,  the  prognosis  dependin 
on  the  degree  of  histologic  malignancy,  j 
high  degree  of  anaplasia  is  always  assc 
dated  with  a poor  prognosis  while  a hig 
degree  of  differentiation  means  a favor 
able  one.  On  account  of  the  uterus  bein 
sandwiched  in  between  the  bladder  an 
the  rectum  and  flanked  by  the  ureters  an: 
extensive  operation,  such  as  the  Wer 
theim,  is  attended  by  a high  initia 
mortality. 

Cancer  of  the  cervix  lends  itself  idealh 
for  radium  treatment  whether  early  o: 
advanced.  In  advanced  cases  radium  ap 
plied  locally  affords  much  better  result 
than  obtained  by  any  other  method 
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|;luding  surgery.  In  the  hopeless  cases, 

|;  palliative  results  are  superior  to  those 
fgery  can  offer.  In  early  carcinoma 
ilium  is  used  exclusively  in  some  clinics, 
om  the  results  obtained  with  radium  in 
} past  ten  years  at  the  Memorial  Hos- 
M in  New  York,  Burton  J.  Lee,  the 
ending  surgeon,  concluded  that  cancer 
the  cervix  is  essentially,  a radium  case 
d that  the  results  are  better  than  sur- 
ry  can  offer.  Early  diagnosis  and  early 
ective  treatment  are  the  keynotes  in 
dium  therapy.  Treatment  by  a dose 
fficiently  large  to  cure  cannot  be  repeated 
second  time  in  the  same  place,  for  the 
jlogic  reason,  that  radium  produces  two 
fferent  effects  in  normal  tissue  and  in 
oplastic  tissue;  the  latter  becomes  pro- 
essively  radio-immune,  while  normal 
isue  becomes  more  and  more  radio-sensi- 
iQ.  Therefore,  repeated  doses  will  cause 
struction  and  necrosis. 

How  does  radium  act?  This  is  a mooted 
estion,  but  one  fact  is  certain : There  is 
destruction  of  the  terminal  arterioles  re- 
Iting  in  a loss  of  blood  supply  and  lack 
nourishment  to  the  tumors  accompanied 
■ the  formation  of  a cordon  of  dense 
»rous  tissue.  If  the  dosage  is  insufficient, 
is  belt  of  fibrous  tissue  may  encapsulate 
me  of  the  living  cancer  cells  which  due 
the  lack  of  nourishment  may  remain 
a dormant  state  for  years  and  then 
ddenly  bestir  themselves.  Repeated  ex- 
ninations  will  immediately  recognize 
is  reappearance  and  additional  radium 
erapy  may  take  care  of  these  remaining 
11s.  In  the  war  against  cancer  we  must 
ways  be  on  guard,  prepared  to  destroy 
le  enemy  at  its  every  appearance, 
xaminations  of  patients  should  be  made 
ith  a view  not  only  to  diagnosis  but  to 
'ognosis  and  treatment  and  we  must  not 
infuse  the  necrosis  due  to  excessive 
)sage  with  recurrence  due  to  insufficient 
)sage. 

What  is  the  sufficient  dose?  Each  case 
ill  answer  that  question  for  itself, 
estructive  radiation  must  reach  each 


cancer  cell,  otherwise  the  growth  may 
recommence;  at  the  same  time  this  radia- 
tion intensity  must  be  so  small  as  to  affect 
the  normal  surrounding  tissue  as  little  as 
possible  since  this  tissue  later  assumes  the 
work  of  regeneration  and  replacement  of 
the  parts  destroyed  by  radiation.  In  pre- 
cancerous  conditions  non-destructive  doses 
may  cure,  but  in  a diagnosed  cancerous 
condition  initial  destructive  doses  only 
should  be  used,  and  this  is  in  line  with  the 
conclusion  drawn  by  the  Harvard  Cancer 
Commission,  that  small  doses  of  radium 
are  not  only  of  little  benefit  to  the  patient 
but  they  may  increase  the  rapidity  of  the 
development  of  the  disease. 

In  applying  the  radium,  measures 
against  its  dislodgment  and  for  the  pro- 
tection of  the  bladder  and  rectum  should 
be  taken,  thus  preventing  vesico-vaginal 
and  recto-vaginal  fistulae.  This,  following 
the  method  of  Dr.  Julian  G.  Hirsch  can  be 
accomplished  by  the  use  of  lead  sheeting 
imbedded  in  parafin  moulded  to  suit  each 
individual  case.  Besides  the  local  effects 
of  radium  there  are  constitutional  ones 
noticed  immediately  in  the  form  of  pros- 
tration, nausea,  anorexia,  increase  in 
temperature,  and  in  addition,  the  more 
remote  ones,  observed  especially,  in  the 
blood  stream,  such  as  leukopenia,  increase 
in  sedimentation  rate,  diminution  in  hem- 
oglobin and  in  the  numbers  as  well  as  the 
volume  of  the  red  cells.  But  this  is  only 
of  short  duration,  lasting  for  about  three 
weeks.  As  soon  as  possible,  the  cervical 
canal  should  be  probed  periodically  to 
prevent  a stenosis  with  an  accumulation 
in  the  uterus  of  the  discharges,  whether 
pus,  blood  or  otherwise.  A follow-up 
system,  including  the  taking  of  careful 
notes,  should  be  instituted  in  each  case,  to 
see  the  results  and  to  guard  against  any 
recurrence. 

Permit  me  to  demonstrate  the  value  to 
the  patient  of  the  policies  herein  advocated 
by  the  recital  of  the  following:  It  is  my 

good  fortune  to  be  placed  in  the  unique 
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position  of  being  the  third  generation,  so 
to  speak,  in  the  same  office  to  observe  a 
number  of  cases  of  cancer  of  cervix,  some 
of  v^hich  are  the  ones  cited  below.  These 
were  first  treated  by  the  late  Dr.  William 
Kohlman,  who  was  amongst  the  pioneers 
in  the  use  of  radium  in  New  Orleans,  and 
after  his  death  by  Dr.  Julian  G.  Hirsch, 
who  has  been  ill  since  1924,  and  since  then 
by  me.  Briefly  summarized  they  are : 

Case  1.  Mrs.  N.  H.,  aged  34  years.  September 
26,  1922,  diagnosis,  carcinoma  of  cervix.  Vaginal 
examination  showed  extensive  ulcerative  lesion  of 
posterior  lip.  Treatment  on  September  27,  1922, 
2400  mg.  brs.  radium.  December  6,  1922,  2400 
mg.  brs.  April  18,  1923,  deep  roentgen-ray  therapy 
was  used.  Drs.  Samuels  and  Bowie  applied  this 
deep  roentgen-ray  therapy  with  the  first  machine 
in  New  Orleans.  Today,  six  years  later,  patient 
is  well  and  attending  to  household  duties. 

Case  2.  Mrs.  J.  D.,  aged  54  years.  August  18, 
1921,  vaginal  examination  revealed  cervix  indu- 
rated, bleeds  easily,  broad  ligaments  do  not  show 
any  marked  infiltration,  uterus  movable.  Diag- 
nosis, advanced  epedermoid  carcinoma,  squamous 
cells.  Treatment:  August  19,  1921,  1200  mg.  hrs. 
radium.  August  23,  1921,  2550  mg.  hrs.  radium. 
Today,  seven  years  later,  she  is  well  and  taking 
cai’e  of  her  daughter’s  house. 

Case  3.  Mrs.  M.  L.,  aged  40  years.  Vaginal 
examination,  September  20,  1920,  showed  a cervix 
enlarged  to  size  of  hen’s  egg,  hard  and  indurated, 
bleeding  easily,  tissue  breaking  about  cervical 
canal,  uterus  fairly  movable,  induration  about 
right  adnexia.  Diagnosis,  Epidennoid  cancer  of 
cervix  and  glands.  Treatment:  Ligation  of  both 

internal  iliacs  with  removal  of  large  gland  on  left, 
plus  1800  mg.  hrs.  radium  September  23,  1920,  and 
2035  mg.  hrs.  on  October  9,  1920.  Today,  eight 
years  later,  she  is  well  and  working. 

Case  4.  Mrs.  .T.  S.,  aged  57  years.  Vaginal 
examination  July  8,  1920,  showed  the  cervix  com- 
pletely destroyed  from  cancer  of  uterus.  Treat- 
ment: July  9,  1920,  3200  mg.  hrs.,  August  26, 
1920,  1200  mg.  hrs.,  December  3,  1920,  750  mg. 
hrs.  A mother  of  many  children,  they  mourned 
her  as  lost  on  learning  of  her  cancer  at  the  first 
visit.  Today,  eight  years  later,  she  keeps  house 
for  one  of  them  and  has  outlived  the  rest  as  well 
as  her  doctor. 

Case  5.  Mrs.  M.  E.,  aged  50  years,  April  4, 
1919,  was  found  to  have  carcinoma  of  the  cervix. 
April  5,  1919,  ligation  of  internal  iliacs  plus  500 
mg.  hrs.  April  12,  1919,  500  mg.  hrs.  Today,  nine 
years  later,  she  is  enjoying  the  hospitality  of  her 
daughter. 


If  these  cases  of  advanced  cancer  of  the 
cervix,  a living  tribute  to  radium,  are  still 
present  with  us  from  six  to  nine  years 
after  the  initial  treatment,  how  many  more 
could  be  saved  by  following  the  suggestions 
offered  here? 

DISCUSSION. 

Dr.  E.  Denegre  Martin  (New  Orleans):  I 
enjoyed  the  paper,  and  am  sorry  to  have  missed 
the  first  part.  I have  treated  quite  a number  of 
these  cases  and  had  a similar  experience  as  that 
of  Dr.  Cohen.  We  are  coming  more  and  more  to 
the  expediency  of  using  radium  in  lieu  of  operat- 
ing. My  results  have  been  remarkable,  especially 
in  advanced  cases. 

My  first  experience  with  radium  therapy  was 
about  ten  years  ago,  at  the  time  it  was  being 
introduced.  A patient  came  to  me  complaining 
of  a profuse,  bloody  discharge.  Examination 
showed  the  entire  vaginal  vault  filled  with  a 
cauliflower  growth.  We  removed  the  growth  and 
introduced  100  m.  hrs.  of  radium  for  a 15  hour 
exposure.  Subsequently  there  was  good  healing 
with  no  evidence  of  remaining  growth.  This  re- 
sult, at  the  present  time,  we  are  repeating  daily, 
I have  another  case  of  eight  years’  standing,  a 
woman  of  forty  years  of  age,  who  is  living  and 
well  today.  In  all,  I have  had  about  twenty  of 
these  cases;  those  receiving  treatment  in  the  early 
stages  are  all  well,  while  those  who  come  to  us 
in  the  later  stages  all  lived  several  years. 

The  beneficial  results  derived  from  radium 
therapy  far  exceed  those  obtained  by  surgery  a1 
this  time.  I believe  we  will  come  to  the  selectior 
of  radium  altogether  in  carcinoma  of  the  cervix 
However,  in  using  radium  it  should  be  applied  ir 
large  doses,  but  must  be  carefully  handled  and 
only  by  those  of  experience.  I have  seen  vesico- 
vaginal fistulae,  recto-vaginal  fistulate  and  many 
other  distressing  conditions  following  its  appli- 
cation. 

What  we  must  do,  is  to  make  an  early  diagnosis 
or  at  least  try  and  pi’event  that  very  conditior 
that  might  develop  later  in  the  neglected  case 
Patients  who  come  with  lacerated,  eroded  and  in- 
fected cervices,  no  matter  what  the  age,  shoulc 
be  looked  after  at  once.  Always  explain  to  then 
the  necessity  of  this  examination.  A good  many 
of  these  conditions,  lacerations  and  erosions  o1 
the  cervix  can  be  cured  by  a simple  operation— 
sometimes  merely  a cauterization  will  suffice 
Each  case  should  be  carefully  studied.  Do  not 
limit  your  examination  to  the  cervix.  I wish  t( 
take  this  opportunity  of  including  the  breast.  1 
am  convinced  that  malignancy,  if  taken  in  thi 
early  stage,  before  metastases  sets  in,  is  curable 
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Any  growth  in  the  breast,  whether  malignant  or 
not,  should  be  removed.  Never  fail  to  enlighten 
your  patients  in  reg'ard  to  the  importance  of  these 
examinations  and  gradually  the  existing  prejudice 
against  examination,  especially  in  the  country 
where  people  object  so  seriously,  will  be  dis- 
pelled. Each  individual  so  instructed  at  time  of 
examination  will  tell  her  neighbor  and  thus 
spread  the  gospel  that  cancer  is  preventable  if 
discovered  sufficiently  early  to  remove  the  source 
of  the  disease  and  definitely  stamp  it  out. 

I believe  the  possibilities  of  radium  are  un- 
limited and  that  it  is  one  of  the  great  therapeu- 
tic measures  introduced  into  surgery. 

Dr.  D.  I.  Hirsch  (Monroe)  : My  experience 

with  radium,  in  the  few  cases  that  I have  had, 
does  not  tally  with  the  successful  results  reported 
by  others.  Dr.  Barrow  has  some  very  interesting 
statistics — they  all  get  well.  But  my  cases  have 
been  like  the  story  of  the  wonderful  doctor  with 
the  sick  horse.  The  veterinarian  came  along  and 
gave  him  some  medicine.  A friend  heard  about 
it.  “Doctor,”  he  said,  “I  heard  about  the  medicine 
you  gave  your  horse  and  wish  I had  some  for 
mine.”  He  received  it.  Two  or  three  days  later 
he  returned  and  reported  to  the  doctor:  “I  gave 

my  horse  that  medicine  and  it  died.”  The  doctor 
replied:  “So  did  mine.” 

Until  I heax-d  Dr.  Max-tin  today,  my  impression 
was  becoming  more  and  more  fixed,  because  of 
the  unsatisfactory  results  in  my  cases  of  malig- 
nancy following  treatment,  that  cancer  was  in- 
curable, or  that  possibly  there  were  grades  of 
malignancy  in  tumors  of  the  same  tye.  However, 
I am  willing  to  continue  the  radium  therapy, 
because  surgex-y  will  not  cure. 

All  patients  of  mine  who  received  applications 
of  radium  were  referred  to  Dr.  Barrow  for 
treatment. 

Dr.  S.  C.  Barrow  (Shreveport)  : I do  not  be- 

lieve that  we  ought  to  limit  ourselves  to  the  use  of 
radium  in  the  treatment  of  any  case  of  carcinoma 
of  the  cervix.  I have  been  treating  these  conditions 
for  a good  long  time,  and  right  from  the  begin- 
ning, as  I recall  it,  fail  to  put  my  finger  on  a case 
that  I have  attempted  to  treat  by  radium  only  and 
am  convinced  that  if  some  of  the  men  were  to  back 
their  radium  radiation  up  with  filtered  roentgen- 
ray  therapy  their  results  would  be  different.  In 
advanced  cases  of  course  all  we  can  do  is  to  palliate 
them. 

I want  to  say  to  you  this,  there  is  no  difference 
in  the  biological  action  of  radium  than  there  is  in 
roentgen-rays  that  will  pass  through  as  much  as 
one-half  millimeter  of  copper.  If  you  have  roent- 
gen-rays that  are  sufficiently  penetrating  to  pass 


that  filtration,  it  has  been  px-oved  beyond  a doubt 
that  cancer  cells  are  inhibted  in  their  growth. 

Thex-e  are  a few  cases  of  carcinoma  that  are 
limited  to  the  cervix,  but  while  the  large  majority 
have  not  any  palpable  demonstration  of  being 
beyond  the  cervix,  nevertheless  they  are  there. 
We  know  that  radium,  the  quantity  ordinarily 
used,  will  not  affect  to  the  extent  of  death  of  the 
carcinoma  cell  more  than  two  to  two  and  a half, 
possibly  thi-ee  centimeters  from  where  you  put  it. 
Now  what  is  the  use  of  going  in  there  and  blow- 
ing out  what  is  obvious  and  leaving  carcinoma 
cells  that  are  going  to  produce  metastases  and 
leave  you  with  the  impression  that  radiation  is 
no  good.  It  has  been  shown  and  can  be  shown 
in  any  laboratoi-y  that  a dose  of  radiation  can 
be  distributed  throughout  the  female  pelvis  by 
the  combined  use  of  radium  application  and 
roentgen-ray  exposux-e  just  as  effectively  as  you 
can  to  any  point  you  may  touch. 

I do  not  see  the  advantage  in  considering  the 
difference  in  the  grades  of  malignancy.  I believe 
in  giving  the  maximum  dose  the  tissue  will  re- 
spond to  and  be  through  with  it.  That  is  the 
course  we  try  to  follow,  and  when  we  get  them 
with  only  a reasonable  degree  of  advancement, 
lots  of  them  get  well. 

Dr.  H.  V.  Sims  (New  Orleans)  : This  discus- 

sion is  a very  deep  subject  with  me,  because  I 
have  had  the  g-ynecological  clinic  at  Charity  Hos- 
pital for  ten  years  and  during  that  time  have 
watched  those  poor  unfortunates  who  apply  there 
in  such  large  numbers  for  treatment  in  this 
condition. 

The  question  that  repeatedly  presents  itself  to 
me  is:  what  i-eally  is  an  early  case  of  carcinoma 
of  the  cervix,  and  how  often  do  we  run  into  that 
type  of  case?  Personally,  in  the  past  two  years 
I have  seen  but  two  that  I thought  came  under 
the  classification  of  the  i-eally  early  case,  both 
discovered  accidentally  during  the  routine  exam- 
ination of  tissue  from  the  cervix.  The  vast 
majority  of  cases  that  come  under  our  observa- 
tion are  what  we  call  advanced.  We  still  believe 
in  surgery  for  the  early  case  and  divide  carcinoma 
of  the  cervix  into  the  early,  the  borderline,  the 
modex-ately  advanced  and  the  advanced  case. 

Now,  with  regard  to  treatment.  At  the  present 
time  I think  it  is  generally  accepted  that  surgery 
is  indicated  in  the  eaxdy  case,  while  radium 
therapy  is  advanced  in  all  other  types.  As  this 
includes  the  borderline  and  the  moderately  ad- 
vanced, as  well  as  the  advanced  cases,  considering 
the  infrequency  with  which  the  early  case  is  en- 
countered (in  ten  years,  out  of  hundreds  of  cases 
I discovered  but  two),  it  would  seem  that  radium 
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therapy  is  indicated  in  practically  all  cases  of 
cancer  of  the  cervix.  In  the  usual  case,  the  radium 
is  used  preferably  by  applying  a 50  mg.  tube  into 
the  cervical  canal  and  implanting  10  mg.  needles 
into  the  surrounding  area,  allowing  this  to  remain 
in  place  24  hours,  giving  a total  of  2,400  m.  hours. 

The  results  of  this  treatment  are  wonderful. 
When  the  patient  returns  six  weeks  later  for  ex- 
amination, the  sloughing,  infected,  foul,  bleeding 
mass  has  practically  disappeared  and  in  its  place 
we  see  nothing  but  an  empty  vault,  with  some- 
times a vestige  of  the  growth  remaining,  which 
is  taken  care  of  by  a second  application  of  radium. 
The  patient  again  reports  after  two  months;  at 
this  time  the  vault  is  completely  healed  with  no 
evidence  of  carcinoma  remaining,  just  the  appear- 
ance of  a scar.  The  outlook  seems  promising  but, 
unfortunately,  the  experience  is  that  in  many  of 
these  cases  when  they  come  back  again,  although 
they  have  gained  weight  and  are  apparently  en- 
joying good  health,  there  is  every  evidence  of 
metastases  to  the  lumbar  glands,  to  the  liver,  or 
high  up,  after  which  we  do  not  see  the  patient 
any  more. 

The  point  that  baffles  me  so  (and  as  I say,  it 
a is  very  serious  subject  with  me  because  I see 
so  many  of  these  cases  in  this  great  clinic  at 
Charity  Hospital)  is  how  can  we  detect  the  early 
case?  How  can  we  get  to  the  early  case?  That 
brings  to  my  mind  the  subject  of  periodic  gen- 
eral examinations  which  the  different  medical 
societies  are  advocating.  Should  we  succeed  in 
getting  the  public  to  respond,  especially  women 
between  the  ages  of  35  and  45,  we  might  find 
some  of  those  cases  of  carcinoma  that  we  do  not 
see  until  moderately  advanced.  I believe  that 
cancer  of  the  cervix  is  a very  rapidly  growing 
type  of  tumor,  otherwise  we  would  pick  up  an 
early  case  occasionally. 

Radium  has  come  to  be  the  accepted  treatment 
in  cancer  of  the  cervix  and,  in  line  with  what 
Dr.  Cohen  says,  some  very  happy  results  are 
obtained.  The  local  lesions  disappear  and  the 
patient  is  very  comfortable. 

Dr.  Joseph  Cohen  (closing)  : I thank  the  doc- 

tors who  have  spoken  for  the  interesting  points 
brought  out  in  discussion. 

Convince  the  public  that  there  is  a remedy  for 
cancer  and  they  will  come  to  us  for  periodic  ex- 
aminations of  their  own  accord.  Heretofore,  when 
we  discovered  that  a patient  had  cancer,  the 
usual  comment  was:  “Well,  poor  unfortunate,  we 

cannot  do  anything  for  her.”  But  today  we  can 
hold  out  the  hope  of  a cure  and  once  we  succeed 
in  spreading  the  gospel  that  malignancy  is  curable 
we  will  get  the  early  case  that  we  are  all  look- 
ing for. 


THE  ROENTGEN-RAY  TREATMENT 
OF  MALIGNANT  BONE  TUMORS 
WITH  REPORT  OF  CASES. 

C.  P.  RUTLEDGE,  M.  D., 

Shreveport,  La. 

A rather  critical  review  of  the  available 
literature  reveals  the  fact  that  there  is  no 
large  series  of  cases  of  malignant  bone 
tumors  treated  by  roentgen-ray  reported 
by  any  worker  or  group  of  workers. 
Among  those  who  have  done  pioneer  work 
in  this  field  and  have  reported  results  of 
their  work  might  be  mentioned  Herendeen, 
Bloodgood,  Costolow  and  Soiland. 

Until  rather  recently  surgery  was  the 
only  form  of  ti'eatment  considered  and 
usually  meant  an  amputation  or  resection 
of  the  bone  involved.  Even  now  surgery 
is  advised  by  some  of  the  outstanding  sur- 
geons and  the  use  of  the  roentgen-ray  dis- 
credited in  the  treatment  of  some  bone 
lesions  which  often  yield  very  readily  to 
roentgen-ray  treatment.  I have  especial 
reference  to  Ewing’s  tumor  or  small  round 
cell  sarcoma.  The  rapidity  with  which 
these  tumors  disappear  under  roentgen-ray 
therapy  is  at  times  almost  magical.  They 
are  often  not  recognized  until  after  they 
have  metastasized  at  which  time  the  most 
radical  surgeons  would  hardly  dare  ampu- 
tate. In  these  cases  the  roentgen-ray 
treatment  is  extremely  beneficial,  for  these 
metastases  as  well  as  the  primary  lesion 
melt  away  like  snow  in  the  sunshine.  I 
will  later  show  slides  of  one  such  case. 

The  giant  cell  tumor,  or  as  it  is  some- 
times called,  giant  cell  sarcoma,  in  the 
majority  of  cases  yields  very  readily  to 
roentgen-ray  treatment.  I may  be  criti- 
cised for  calling  this  a malignant  bone 
tumor.  In  the  greater  percentage  of  cases 
it  is  benign  but  not  necessarily  always  so. 
In  former  days  many  limbs  were  ampu- 
tated unnecessarily  for  this  condition 
which  we  know  today  can  be  and  is  cured 


*Read  before  Louisiana  iState  Medical  Society, 
Baton  Rouge,  April  10-12,  1928. 
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often  by  curettment  and  roentgen-ray ; 
and  Bloodgood  reports  excellent  results 
with  curettement  followed  by  chemical  and 
thermal  cauterization.  Soiland  and  Costo- 
low  report  a case  of  adamantinoma  of  the 
lower  jaw  treated  by  roentgen-ray  and 
radium  that  has  been  well  for  four  years. 
Numerous  cases  of  carcinoma  of  the  bones, 
nearly  always  metastatic,  have  been  re- 
ported as  markedly  improved  after  roent- 
gen-ray treatment,  being  kept  free  from 
the  excruciating  pain  for  months  and  even 
years.  I remember  very  well  indeed  a 
patient  who  came  to  me  more  than  a year 
ago  with  numerous  metastases  in  pelvic 
bones*  and  femora.  She  had  been  taking 
osteopathic  treatments  and  her  pain  was 
relieved  only  by  large  doses  of  morphine. 
Deep  roentgen-ray  therapy  over  the  pelvis 
and  hips  gave  her  complete  relief  from 
pain  and  she  is  now  doing  her  own  house 
work  and  taking  care  of  her  seven  children. 

Chondrosarcomas  respond  very  slowly  to 
radiation,  sometimes  weeks  elapse  before 
relief  of  pain  and  any  discemable  change 
in  bone  is  seen. 

The  advisability  of  biopsy  is  still  a de- 
batable question.  If  you  treat  a patient  on 
roentgen-ray  and  clinical  diagnosis  and 
he  gets  well  your  diagnosis  will  certainly 
be  questioned;  if  you  have  a biopsy  you 
are  criticised.  The  three  cases  which  I re- 
port today  all  had  biopsies.  I can’t  say 
that  it  was  detrimental  to  them;  one  had 
metastases  when  biopsy  was  performed, 
the  other  two  show  no  demonstrable 
metastases  as  yet. 

Probably  a good  rule  to  follow  would  be 
that  suggested  by  Dr.  Bloodgood.  If  you 
feel  sure  that  you  are  going  to  amputate, 
by  all  means  have  a biopsy.  If  it  shows  a 
benign  lesion  you  have  saved  a patient’s 
limb  for  without  the  biopsy  you  would 
have  operated  upon  the  roentgen-ray  and 
clinical  findings. 

I thoroughly  agree  with  Dr.  Bloodgood 
in  a statement  that  he  made  at  a recent 
meeting  of  the  Radiographical  Society  in 


New  Orleans : “If  you  cannot  get  a report 
on  a biopsy  at  once  and  contemplate  sur- 
gery of  a bone  lesion,  give  roentgen-ray 
treatment  at  once  as  the  lesion  will  often 
react  quickly  to  roentgen-ray  treatment 
and  the  patient  saved  from  operation.” 

I wish  to  report  three  cases,  two  of 
which  are  small  round  cell  sarcoma  and 
the  other  small  spindle  cell  sarcoma. 

Case  1.  Female,  aged  7 years,  reported  for 
treatment  February  8,  1927.  Her  chief  com- 
plaint was  a gradually  increasing  swelling  of  the 
lower  third  of  the  left  leg.  Past  medical  history: 
No  history  of  any  serious  illness.  Family  history: 
Father  and  mother  living  and  well.  No  history 
of  malignancy,  lues  or  tuberculosis  in  family. 
Present  illness:  About  eight  months  ago  she  hurt 

the  outer  side  of  the  left  ankle  by  striking  the 
lower  third  of  fibula  while  playing.  There  was 
some  bruising  of  the  soft  tissues  but  not  enough 
to  stop  the  child  from  walking.  Not  long  after 
the  injury  there  was  a noticeable  increase  in 
swelling  of  the  soft  tissues  but  little  or  no  pain. 
She  had  had  a roentgen-ray  examination  recently, 
and  amputation  had  been  advised  by  a prominent 
orthopedist  which  was  refused.  Examination: 
Fairly  well  nourished  child.  General  examination 
negative.  There  was  a rather  rounded  outward 
expansion  of  the  lower  third  of  the  left  leg  with 
marked  infiltration  of  the  soft  tissues.  The  en- 
largement is  very  hard  but  only  slightly  tender 
on  pressure.  Patient  walked  with  very  little  pain 
or  limp.  Wasserman  negative.  Roentgen-ray  ex- 
amination showed  a marked  destruction  of  the 
lower  third  of  the  left  fibula  beginning  imme^ 
diately  above  the  epiphysis  and  extending  upward 
for  a distance  of  3 or  more  inches.  There  is  no 
expansion  of  the  cortex  but  a general  destruction 
of  the  bone  which  was  almost  totally  destroyed  in 
the  center  of  the  lesion.  The  surrounding  soft 
tissues  were  very  heavily  infiltrated.  Biopsy 
showed  a small  cell  sarcoma  according  to  Sarcoma 
Registry  report.  Treatment:  Four  areas  were 

treated:  anterior — posterior  and  right  and  left 

lateral  over  the  lesion.  The  following  factors 
used:  KV  200,  TSD  50  cm,  5 MA,  filter  1/2  mm. 
copper  and  1 mm.  aluminum  and  15  minutes  to 
each  area.  This  treatment  was  given  in  two  days, 
two  areas  for  15  minutes  each  for  two  days. 

In  less  than  one  month  the  soft  tissue  swelling 
had  almost  completely  disappeared  and  some  bone 
regeneration  was  noticed.  There  was  no  pain. 
In  two  months  marked  bone  repair  was  noticed 
and  in  six  months  complete  regeneration  of  bone 
took  place.  Repeated  roentgen-ray  examinations 
of  the  chest  have  sho\vn  no  evidence  of  metas- 
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tases  and  the  child  today  is  clinically  well  but 
her  parents  were  advised  to  have  periodic  roent- 
gen-ray examinations  of  the  chest  made  and 
warned  to  expect  metastases  in  the  future.  Should 
they  materialize,  I believe  we  can  control  them  for 
a long  time  by  roentgen-ray  treatments. 

Case  2.  Male,  aged  43  years.  Farmer  and 
cros.s-tie  maker.  Chief  complaint:  Pain  and 

swelling  of  the  left  shoulder  for  five  or  six  months. 
Present  Illness:  Onset  gradual  with  pain  in  left 

supra-scapular  region,  made  worse  by  exercise, 
helped  but  not  entirely  relieved  by  rest  and  hot  ap- 
plications, swelling  noticed  two  months  ago,  pain, 
aching  in  character.  Trauma : Thinks  he  bumped 

shoulder  against  the  windshield  of  his  car  six 
months  ago.  Used  to  carry  cross-ties  on  his 
shoulder  but  none  for  the  past  five  years.  The 
pain  increased  rapidly  until  two  months  ago  it 
was  very  severe;  since  then  has  diminished  con- 
siderably, the  swelling  has  increased  rapidly  for 
the  past  four  or  five  weeks.  There  has  been  no 
fever.  He  has  lost  fifteen  pounds  of  weight  dur- 
ing the  last  six  months.  He  has  had  no  treat- 
ment except  hot  applications  and  liniments.  No 
previous  physical  examination.  Family  History: 
Father  died  at  73  years  of  age  with  stomach 
trouble.  Mother  is  living  and  well,  age  63  years. 
Three  brothers  and  four  sisters  living  and  well. 
Previous  History:  No  history  or  symptoms  of 

venereal  infection.  Has  always  been  healthy  un- 
til present  illness.  Examination:  April  9,  1926 — 

Well  developed  and  nourished.  The  use  of  the 
left  shoulder  is  limited,  otherwise  nothing  abnor- 
mal. Over  the  left  side  of  chest,  posteriorly,  above 
the  border  of  the  ribs  there  is  a pighiented  mole 
with  a considerable  overgrowth  of  hair.  Mole 
is  wine  colored  about  the  periphery  and  black  in 
the  center.  The  periphery  measures  about  three 
inches  by  three  quarters  of  an  inch;  the  raised 
black  portion  is  about  two  and  a quarter  inches 
by  one-half  inch.  Patient  states  that  this  has  not 
increased  in  size,  and  that  there  is  no  irritation. 
Has  existed  since  birth.  There  is  no  thickening 
of  the  tissue  beneath  and  infiltration  about  the 
mole.  Local  Condition:  Limited  to  the  left 

shoulder.  There  is  a rounded  tumefaction  about 
three  inches  in  diameter  overlying  the  region  of 
the  point  of  the  shoulder  and  behind  the  acromion. 
On  palpation  there  is  a rounded  firm,  but  not  hard, 
mass  of  tissue,  smooth  in  contour  and  outline  ly- 
ing just  beneath  the  skin  and  not  adherent  to  it, 
but  firmly  attached  to  the  bony  frame  work  of  the 
scapula.  The  deltoid  muscle,  which  should  over- 
lie  it,  seems  to  merge  into  it,  and  its  borders  to- 
ward the  midline  are  even  more  poorly  defined. 
There  is  no  marked  atrophy;  the  joint  movements 
are  free  in  every  direction,  except  in  abduction 
which  is  moderately  limited.  Patient  states  that 
he  experiences  some  feeling  of  numbness  and  ting- 


ling in  left  forearm  and  hand,  somewhat  more 
marked  on  the  ulna  side.  Wasserman  was  neg- 
ative. Blood:  Erji;hrocytes,  4,  110,000,  leuko- 
cytes, 10,250.  Urine:  Negative  No  Bence  Jones 

reaction.  Roentgen-r-ay  Examination:  Roentgen- 

ray  examination  shows  almost  complete  destruction 
of  acromion  process  there  being  only  a very  small 
portion  of  the  outer  border  still  present.  Biopsy: 
Section  obtained  by  Dr.  Guy  A.  Caldwell,  for- 
warded to  Bone  iSarcoma  Registry.  Diagnosis: 
Small  spindle  cell  sarcoma  of  left  scapula,  spring- 
ing from  the  acrominon  process.  Treatment  and 
Progress  of  Cases:  On  May  3 and  4,  1926,  deep 

roentgen-ray  therapy  was  given  over  the  left 
shoulder  and  scapula.  Three  areas  were  used — 
antero-posterior,  posterior-anterior  and  lateral. 
The  following  factors  were  used : 200  KV,  6 MA, 

TSD  50  cm,  filter  % mm  Cu,  1 mm  al,  aperture- 
open.  A total  of  fity  minutes  A.P.,  forty  minutes 
P.  A.  and  twenty  minutes  in  lateral  positions  re- 
spectively. Patient  suffered  some  nausea  follow- 
ing treatment.  In  four  weeks  the  mass  on  left 
shoulder  had  disappeared,  pain  has  ceased  and  no 
limitation  in  motion  persisted.  In  two  months 
time,  the  acromion  process  showed  almost  com- 
plete regeneration  but  was  somewhat  roughened  in 
outline.  The  last  roentgen-ray  examination  made 
more  than  six  months  ago  showed  complete  re- 
generation of  the  acromion  process. 

The  man  is  clinically  well  now  and  refuses  to 
leave  his  farm  long  enough  to  present  himself  for 
re-examination.  His  family  physician  says  he  has 
not  lost  a day  from  work  due  to  disability  since 
one-month  after  his  roentgen-ray  treatment. 
Numerous  roentgen-ray  examinations  of  chest 
show  no  si^ns  of  metastasis,  nor  is  there  other 
evidence  of  metastases. 

Case  3.  Reported  through  the  courtesy  of  the 
Neathery  Clinic,  Sherman,  Texas.  G.  E.  Hen- 
schen.  Roentgenologist.  Female,  aged  45  years, 
applied  for  treatment  August  12,  1926.  Chief 
Complaint:  Pain  and  loss  of  voluntary  motion  of 

the  right  lower  extremity  of  seven  months  dura- 
tion. Present  Illness:  Fourteen  months  ago  she 

fell  from  a gallery  striking  her  right  hip.  She 
was  confined  to  bed  for  one  day  when  the  pain 
stopped  and  she  was  able  to  walk.  Two  months 
later  her  right  hip  began  to  pain  her,  at  which 
time  her  condition  was  diagnosed  as  rheumatism; 
her  teeth  were  removed,  she  was  given  anti-rheu- 
matic remedies,  massage,  baths  and  sent  to  Hot 
Springs.  Seven  months  ago  she  became  bed-rid- 
den and  has  lost  voluntary  motion  of  the  right 
lower  extremity  during  this  time.  Past  History; 
family  history,  etc.,  seem  to  have  no  bearing  other 
than  as  reported  above.  Roentgen-ray  examina- 
tion made  August  12,  1926  shows  marked  de- 
struction of  the  lower  half  of  the  body  of  the  right 
ilium  extending  through  the  acetabalum  into  the 


Rutledge — Roentgen-Ray  Treatment  of  Malignant  Bone  Tumors. 


409 


right  hip  joint.  One  deep  roentgen-ray  treatment 
was  given  at  this  time  over  pelvis,  centering  tar- 
get over  body  of  right  ilium;  the  following  factors 
being  used:;  200  KV,  3 MA,  TSD  24”,  T 160’,  filt 
V2  mm  cu  and  1 mm  al,  which  on  the  machine 
used,  gives  about  9/10  of  an  erythema  dose. 

Pain  left  within  six  hours  so  that  patient  slept 
without  a narcotic.  September  28,  1926,  the  pa- 
tient was  able  to  walk  with  a crutch.  Roentgen- 
ray  examination  made  at  this  time  shows  marked 
new  bone  formation.  On  above  named  date 
another  Roentgen-ray  treatment  was  given  using 
same  factors  as  in  previous  treatment,  except  that 
one  mm  of  copper  was  used,  and  four  hours  treat- 
ment given. 

Films  made  November  19,  1926,  November  6, 
1927,  and  January  20,  1928  show  some  rarefac- 
tion in  body  of  right  ilium,  a well  formed  aceta- 
bulum and  good  preservation  of  the  reproduced 
bone. 

November  6,  1926,  patient  complained  of  cough 
at  which  time  a treatment  of  chest  was  advised 
but  not  given  until  December  28,  1926.  Formula; 
170  KV,  5 MA,  TSD  20”,  filter  % mm  cu  and  1 
mm  al,  T 40’,  one  area  over  entire  chest,  about  9/10 
skin  reddening  dose.  Films  made  of  chest  Novem- 
ber 19,  1926  showed  numerous  metastases  to  chest, 
which  were  more  extensive  on  films  made  Decem- 
ber 26,  1926.  Lateral  views  of  chest  at  this  time 
show  a very  large  tumor  of  the  sternum. 

Roentgen-ray  examinations  made  February  2, 
1927  and  January  20,  1928  showed  almost  com- 
plete disappearance  of  the  lung  metastases  at  the 
time  of  the  former  with  possibly  some  recurrence 
upon  latter  examination.  A small  gland  removed 
from  the  left  supraclavicular  space  proved  to  be 
small  round  cell  sarcoma.  The  site  of  gland  re- 
moval healed  by  first  intention  after  one  Roentgen- 
ray  treatment.  On  February  10,  1928,  the  Roent- 
genologist was  again  called  in  consultation  at 
which  time  a large  mass  about  the  size  of  a largte 
grapefruit  was  found  in  the  right  lower  quadrant. 
Patient  was  very  much  emaciated,  vomited  all 
of  her  food  and  was  about  to  die.  A similar 
roentgen-ray  treatment  to  the  one  given  December 
28,  1926  was  given  at  this  time.  This  was  fol- 
lowed by  increasing  vomiting'  for  one  week. 
Murphy  drip  was  given.  In  two  week  the  tumor 
had  disappeared  and  patient  was  able  to  digest 
roast  pork  and  cabbage  and  was  able  to  visit  her 
neighbors. 

March  5,  1928  the  patient’s  chest  was  covered 
with  nodules,  the  size  of  tip  of  the  little  finger, 
from  posterior  axillary  line  on  left  to  same  line  on 
the  right.  Eight  areas  were  laid  out  and  through 
each  9/-10  of  an  erythema  dose  was  given  through 
1 mm.  aluminum.  In  two  weeks  all  of  the  no- 
dules were  gone.  j | ^ 


A report  from  her  on  April  2,  1928  states  that 
she  is  again  bed  ridden,  her  face  abdomen  and  legs 
are  swelling  and  she  has  to  void  about  every  half 
hour.  The  urine  contains  a slight  amount  of  al- 
bumen but  bladder  contains  no  residual  urine. 

CONCLUSION 

1.  Roentgen-ray  therapy  is  of  proven 
value  in  the  treatment  of  malignant  bone 
lesions. 

2.  Malignant  bone  lesions  should  be 
given  roentgen-ray  treatment,  regardless 
of  whatever  other  form  of  treatment  is  con- 
templated. 

3.  We  should  report  our  cases  not  only 
to  Radiological  Societies  but  to  general 
meetings  of  this  type  as  very  little  appears 
in  the  general  medical  journals  on  this  sub- 
ject. 
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DISCUSSION. 

Dr.  Guy  A.  Caldwell  (Shreveport) : The  speaker 

had  the  opportunity  of  seeing  with  Dr.  Rutledge 
the  second  case  shown — that  of  sarcoma  of  the 
acromium  process  of  the  scapula.  It  was  most 
gratifying  to  see  the  tumor  melt  away  after  treat- 
ment and  to  observe  the  rapid  improvement  in 
the  acronium  process.  The  improvement  in  the 
patient’s  general  condition  and  in  his  use  of  the 
shoulder  joint  were  equally  remarkable. 

Formerly  there  was  a tendency  to  regard  all 
tumors  of  the  bone,  with  the  exception  of  exotosis, 
as  being  potentially  malignant.  As  a natural  con- 
sequence early  and  high  amputations  were  resorted 
to  in  all  such  cases.  Many  limbs  with  benign 
tumors  were  thus  needlessly  sacrificed,  while  those 
with  malignant  tumors  resulted  in  metastases  and 
death  in  spite  of  radical  surgical  procedures.  This 
gave  rise  to  a general  lack  of  confidence  in  the 
surgical  treatment  of  bone  tumors,  and  the  pro- 
fession turned  to  the  field  of  roentgen-ray  therapy 
for  help.  The  use  of  roentgen-rays  and  radium 
were  found  to  be  curative  in  a few  bone  tumors, 
helpful  in  others,  and  ineffective  in  still  others. 

It  became  apparent,  therefore,  that  every  means 
should  be  used  to  differentiate  the  various  types 
of  bone  tumors,  and  then  to  determine  what 
treatment  would  be  beneficial  to  each.  Increased 
knowledge  of  the  subject  obtained  from  roentgen- 
ray  studies,  surgical  reports,  follow-up  records, 
and  pathological  research  has  improved  the  situa- 
tion. It  is  now  possible  to  recognize  a large  group 
of  bone  tumors  as  definitely  benign  from  their 
histories,  examinations,  and  roentgenograms. 
Conservative  surgical  removal  is  indicated  in  such 
cases  and  when  properly  done,  yields  excellent 
results.  Amputation  is  an  unnecessary  catas- 
trophy.  Roentgen-ray  therapy  is  in  most  of  these 
cases  ineffectual. 

There  is  a small  borderline  group  of  bone 
tumors  falling  between  the  benign  and  malignant 
types.  In  these  cases  local  surgical  removal  may 
suffice  but  amputation  is  often  necessary.  Roent- 
gen-ray treatments  are  of  little  use. 

A large  group  of  these  tumors  is  malignant 
that  is,  they  are  pi-ogressively  destructive,  invade 
the  soft  tissues,  metastasize  and  result  in  death. 
For  the  greater  part  these  may  be  recognized 
from  the  history,  examination,  and  roentgeno- 
grams. Conservative  surgical  measures,  such  as 
local  excisions,  are  contraindicated  in  this  group 
of  cases.  Radical  procedures  such  as  amputations, 
are  mutilating  and  give  no  bettei'  result  than  can 
be  obtained  with  roentgen-ray  and  radium  therapy. 
There  can,  therefore,  be  no  arg-ument  for  surgical 
intervention  of  any  kind  in  this  last  group  of 
frankly  malignant  tumors.  It  should  be  realized 


that  the  most  radical  amputation  will  not  save 
the  patient’s  life  and  it  probably  will  not  even 
prolong  his  days.  Roentgen-ray  and  radium 
therapy  properly  administered,  will,  on  the  other 
hand,  certainly  prolong  the  patient’s  life  and 
make  him  more  comfortable  and  it  is  far  simpler 
and  more  desirable  from  his  point  of  view  than 
amputation. 

In  the  late  stages,  when  there  are  sarcomatous 
metastases  in  the  pelvis,  spine,  skull,  and  lungs, 
and  the  pain  becomes  so  agonizing  that  even 
large  doses  of  morphia  are  ineffective,  roentgen- 
ray  treatments  are  a vertitable  godsend  in  reliev- 
ing the  suffering  patient.  Although  the  treat- 
ments are  not  curative  so  much  relief  is  given  by 
them  that  they  should  never  be  withheld. 

Before  undertaking  any  kind  of  treatment  for 
a bone  tumor,  a working  diagnosis  must  be  estab- 
lished. This  requires  the  aid  of  an  experienced 
clinician,  an  expert  radiologist  and  an  excellent 
pathologist.  If  it  then  be  diagnosed  as  one  of 
the  non-malignant  types,  conservative  surgical 
measures  are  indicated  rather  than  treatment 
with  roentgen-rays  or  radium.  If  it  fall  in  the 
small  borderline  gi’oup,  amputation  may  be  neces- 
sary, or  more  conservative  surgical  measures  to- 
gether with  roentgen-ray  therapy,  may  result  in 
a cure. 

If,  however,  it  be  found  malignant,  roentgen- 
ray  and  radium  treatment  Avill  suffice  to  prolong 
the  patient’s  life  and  make  him  more  comfortable 
and  are  preferred  to  amputation  which  could  do 
no  more. 

Dr.  H.  W.  Meyerding  (Rochester,  Minn.):  I 

regret  not  having  heard  both  of  these  interesting 
papers.  However,  I gather  that  there  is  an  optim- 
ism here  which  is  very  encouraging  in  view  of 
the  hopeless  outlook  which  has  been  held  regard- 
ing malignant  bone  disease  in  the  past,  due,  no 
doubt,  to  more  careful  pathological  knowledge  and 
the  more  careful  differentiation  of  bone  tumors. 

It  is  of  first  importance  to  determine  the  be- 
nignancy  and  malignancy  of  the  tumor  in  order 
that  we  may  accurately  judge  the  benefits  of 
various  forms  of  therapy.  We  have  gone  fur- 
ther, following  the  diagnosis  of  malignancy,  by 
again  differentiating  into  four  groups  the  degree 
of  malignancy.  It  is  interesting  to  note  that  in 
groups  one  and  two  of  low  degree  of  malignancy 
a high  percentage  of  cures  may  be  effected  (as 
in  epithelioma),  while  in  groups  three  and  four 
surgery  and  other  forms  of  treatment  are  often  of 
little  avail. 

Radiotherapy  in  the  treatment  of  bone  tumor 
is,  in  my  opinion,  still  in  an  experimental  stage. 
Careful  study  of  the  various  groups  of  malignant 
bone  tumors  by  pathologists,  roentgenologists  and 
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surgeons,  extending  over  a period  of  years,  will 
be  necessary  before  a definite  value  may  be  placed 
upon  radiotherapy.  Such  studies  are  being  car- 
ried on  in  various  parts  of  the  country  under  the 
guidance  of  the  Sarcoma  Committee  of  the  Col- 
lege of  Surgeons  which  extends  full  co-operation 
to  the  profession.  As  a result  the  profession  will 
greatly  benefit  because  of  this  scientific  research 
in  which  accurate  knowledge  as  to  diagnosis  and 
results  of  various  types  of  treatment  will  have 
been  arrived  at. 

Benig'n,  localized  tumors  may  be  cured  by  ex- 
cision, but  multiple  types  of  fibrocystic  disease, 
osteochondromas  and  chondromas  present  greater 
difficulties.  They  do  not  react  favorably  to 
roentgen-ray  or  surgery  and  frequently  present 
considerable  difficulty,  requiring  multiple  opera- 
tions often  followed  by  further  recurrence. 

Giant-cell  tumors  may  be  treated  surgically  in 
early  cases,  with  cure  with  a minimum  loss  of 
time  and  expense  to  the  patient.  However,  many 
come  after  such  size  and  extensive  destruction  of 
bone  has  taken  place  or  are  so  localized  that 
surgery  is  extremely  difficult  and  is  at  times 
counter-indicated;  here  radiotherapy  should  be 
given  a thorough  trial. 

Ewing’s  endotheilioma  reacts  most  favorably 
to  the  roentgen-ray  and  the  tumor  may  entirely 
disappear  after  treatment  and  a practically  nor- 
mal bone  appear,  radiographically.  The  difficulty, 
however,  is  in  late  metastasis  which  end  fatally. 
The  osteogenic  sarcoma  has  shown  little  benefit 
from  radiotherapy  and  palliative  surgery  is  indi- 
cated for  the  relief  of  painful  tumors  and 
disability  wherever  the  tumor  or  extremity  may 
be  safely  eliminated. 

How  can  the  general  practitioner  who  has  a 
bone  tumor  tell  how  to  treat  it  properly?  He 
may  be  dealing  on  the  one  hand  wdth  various  de- 
grees of  malignancy  and  on  the  other  with  singular 
multiple  types  of  benignancy,  and  he  must  differ- 
entiate them.  The  roentgten-ray  affords  us  in  the 
vast  majority  of  cases  this  knowledge,  although  I 
do  not  believe  that  every  doctor  is  capable  of 
making  such  a definite  diagnosis  from  the  roent- 
genogram as  it  takes  an  experienced  roentgen- 
ologist with  good  plates  to  differentiate  the  various 
forms  of  bone  tumors,  and  occasionally  it  is  im- 
possible for  the  expert  to  properly  diagnose  with- 
out the  use  of  the  history  and  clinical  findings. 
Even  with  all  the  preoperative  knowledge  at  hand 
there  are  still  occasionally  doubtful  cases  in  which 
surgery  is  indicated  as  a diagnostic  procedure. 

I do  not  agree  with  those  who  say,  never  do  a 
biopsy,  but  rather  have  advocated  biopsies  in  all 
doubtful  cases.  The  profession  has  come  to  realize 
the  value  of  biopsies  in  these  cases  inasmuch  as 
there  is  often  great  fear  and  worry  on  the  part  of 


the  patient  when  he  is  confronted  with  a possibil- 
ity of  a tumor  of  such  a malignant  character  as  a 
sarcoma.  Therefore  I believe  that  we  should  make 
use  of  the  history,  clinical  findings,  laboratory  find- 
ings, and  if  necessary  where  doubt  exists  surgery 
and  a microscopic  examination  before  condemning 
our  patient,  in  every  case  where  there  is  any  reason 
to  doubt  our  ability  to  arrive  at  a correct  diagnosis 
of  the  tumor. 

When  we  have  kept  careful  records  of  the  facts 
thus  obtained  together  with  the  record  of  treat- 
ment and  results  we  will  be  able  to  reclassify  our 
knowledge  of  various  types  of  malignancy  invol- 
ving bone  and  give  proper  value  to  the  various 
methods  of  treatment. 

Our  problem  if  not  always  the  problem  of  deal- 
ing with  the  primary  growth  alone  but  the  metas- 
tasis as  well.  Malignant  tumors  of  the  extremities 
may  be  removed  by  surgery  without  local  recur- 
rence or  by  amputation  in  the  vast  majority  of 
cases  only  to  have  metastasis  occur  later.  There- 
fore we  look  to  radiotherapy,  toxins  or  some 
other  form  of  treatment  to  control  metastasis,  and 
when  we  find  that  out  we  are  going  to  find  a cure 
for  malignant  tumors  of  the  bone  but  not  until 
then. 

Dr.  E.  C.  Samuel  (New  Orleans)  ; There  is 
very  little  that  can  be  added  to  the  excellent  pre- 
sentation of  cases  by  Drs.  Rutledge,  Fortier  and 
Gately.  We  have  seen  the  slides  and  heard  what 
they  had  to  say  in  as  far  as  roentgen-ray  and 
radium  therapy  are  concerned.  But  there  are  one 
or  two  points  that  we  have  learned  in  our  ex- 
perience with  therapy  of  the  so-called  deep  type. 
We  do  not  know  what  the  sequela  over  a certain 
period  of  time  is  going  to  be  in  these  patients 
that  have  been  subjected  to  deep  therapy.  In  the 
literature,  especially  the  German  literature  of 
this  time,  we  see  now  and  then  reports  of  very 
disastrous  conditions  of  the  superficial  skin  or 
deeper  layers  following  six  and  eight  years  after 
deep  therapy.  I am  not  wishing  to  decry  the 
use  of  deep  therapy  because  in  the  hands  of  the 
specially  trained  man,  who  has  to  be  more  than 
a simple  roentgenologist,  it  certainly  has  its  place. 
We  know  that  tumors  of  the  lymphoid  type  are 
more  easily  affected  by  any  form  of  radiation 
than  other  types,  so  in  consequence  we  look  for 
a much  quicker  disappearance,  or  a much  quicker 
“dent”  on  the  tumor  (if  I might  use  that  term) 
than  in  the  carcinoma  variety. 

Dr.  Fortier  spoke  of  the  lympho-sarcoma  type. 
We  have  seen  the  rapid  disappearance  of  the 
lesions,  but  with  the  disappearance  of  the  tumor, 
along  the  point  that  the  original  growth  was  seen, 
we  have  seen  it  spring  up  in  new  sites.  We  have 
been  using  radium  for  about  ten  or  eleven  years 
and  deep  therapy  over  a period  of  five  or  six 
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years,  and  in  my  limited  experience  I have  never 
seen  a case  of  lympho-sarcoma  that  I have  con- 
sidered clinically  well.  Probably  others  have,  but 
that  is  just  exactly  what  our  experience  has  been 
along  these  lines. 

Radium  implantation,  of  course,  has  its  place  in 
the  well  selected  case,  but  we  have  practically 
given  up  deep  therapy  in  our  treatment  at  the 
present  time  for  the  reasons  I have  explained  to 
you  in  passing  just  a while  ago.  What  the  future 
will  bring  us,  as  far  as  radiation  is  concerned,  in 
these  types  of  tumors,  time  is  the  only  thing  that 
will  really  be  the  final  judge. 

Dr.  J.  L.  Danna  (New  Orleans):  After  wit- 

nessing this  wonderful  presentation  of  cases  I 
hate  not  to  say  something,  and  as  my  name  was 
used,  naturally  I am  g'oing  to  rise. 

This  is  a subject  for  deep  and  serious  thought. 

I am  happy  therefore  to  have  Drs.  Rutledge  and 
Fortier  come  here  and  give  us  something  concrete 
about  a particular  class  of  cases  in  which  they 
have  had  such  excellent  results  with  radiotherapy. 

I think  Dr.  Samuel  was  the  first  to  use  radium 
and  also  the  first  to  use  deep  therapy  in  New 
Orleans.  . As  he  has  just  stated,  we  have  only 
been  using  radium  for  about  ten  years  and  deep 
therapy  for  five  years,  so  the  field  is  still  a broad 
one  and  there  is  a great  deal  of  unclassified  work 
which  we  have  not  worked  out  yet.  Therefore  I 
congratulate  Drs.  Fortier  and  Rutledge  on  their 
wonderful  results  and  am  glad  to  have  heard 
these  papers. 

Dr.  C.  P.  Rutledge  (closing) : I thank  the 

doctors  for  their  discussion. 

In  quite  a few  of  these  bone  tumors  metastasis 
can  be  controlled  by  roentgen-ray  therapy  for  a 
certain  length  of  time  and  it  may  be  that  at  some 
not  far  distant  period  we  will  be  able  to  control 
them  permanently.  I hope  so.  In  one  of  the  cases 
I reported  it  was  nothing  less  than  marvelous  how 
the  metastases  would  disappear  under  roentgen- 
ray  treatment. 

Dr.  Bloodgood,  discussing  this  subject  before 
the  Radiological  Society  last  December,  was  com- 
paring the  effects  of  roentgen-ray  therapy  and 
sugery  in  bone  tumors  of  the  upper  third  of  the 
femur  and  during  this  comparison  he  told  of  an 
experience  he  had  in  tracing  thirteen  cases  of  this 
type  reported  as  cured  following  amputation. 
Being  curious  to  find  out  further  details  and  how 
they  were  progressing,  he  traced  them  to  their 
source  and  discovered  that  one  case  had  been  re- 
ported by  thirteen  different  men.  When  the  in- 
volvement is  in  the  upper  portion  of  the  femur, 
he  stated  that  he  would  never  do  an  amputation, 
but  employ  roentgen-ray  therapy.  He  also  made 
the  statement  that  all  bone  tumors,  while  waiting 


for  biopsy  reports,  should  be  radiated.  That  may 
be  rather  radical,  but  I do  not  know.  Certainly,  if 
we  radiate  carefully,  we  can  do  no  appreciable 
harm. 

Dr.  Samuels  says  if  you  give  deep  therapy 
there  will  probably  be  a recurrence  in  five  years. 
In  some  instances  this  will  happen,  but  often  in 
three  months,  if  not  treated,  they  will  be  dead. 
In  some  cases  superficial  roentgen-ray  therapy 
will  take  the  place  of  deep  therapy. 

Dr.  Lucien  Fortier  (closing) : I have  very 

little  to  add,  but  would  like  to  thank  the  various 
ones  who  were  kind  enough  to  discuss  our  paper. 

I think  Dr.  Samuel’s  pessimism  is  due  to  the 
fact  that  he  followed  the  German  technique.  They 
used  extreme  doses,  especially  at  the  start,  and 
that  possibly  accounts  for  the  bad  effects  they 
had.  We  are  using  smaller  doses  and  spreading 
the  treatment  over  a longer  time,  and  if  we  are 
getting  any  harmful  results,  they  are  few  and  far 
between. 

RADIATION  IN  SARCOMATA.* 

LUCIEN  FORTIER,  M.  D., 

AND 

T.  T.  GATELY,  M.  D., 

New  Orleans. 

It  is  an  established  fact  that  some  types 
of  new  growths  are  more  amenable  to 
roentgen-rays  and  radium  than  others. 
The  simple  epithelioma  of  the  skin,  for  in- 
stance, can  practically  always  be  cured  by 
radiation  if  seen  before  there  are  metas- 
tases to  the  glands.  At  the  other  end  of 
the  scale  are  the  carcinomas  of  the 
oesophagus,  stomach  and  liver,  which  are 
almost  never  cured  by  radiation  or  any 
means. 

In  between  there  is  a class  for  which 
radiation  promises  much  hope  for  hitherto 
incurable  conditions,  some  of  the  sarcomata. 
This  is  not  new  to  you,  of  course,  but  we 
simply  wish  to  emphasize  it  by  presenting 
a few  cases  in  which  we  have  had  more 
or  less  excellent  results.  Some  have  been 
treated  by  radiation  alone  and  in  some 
others  radiation  has  been  a valuable  ad- 
junct to  surgery. 

♦Read  before  Louisiana  State  Medical  Society 
Baton  Rouge,  April  10-12,  1928. 
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In  the  group  that  received  their  benefit 
from  radiation  alone  there  are  seven  sar- 
comata of  lymphoid  origin,  two  fibro-sar- 
comata,  and  three  unclassified  sarcomata 
one  each  of  the  lungs,  tonsil  and  cervical 
vertebrae.  Of  the  lymphoid  group  four 
have  had  microscopic  sections  made. 

Case  1.-  Mr.  D.,  referred  by  Dr.  Mouledous,  was 
seen  in  August,  1923.  He  had  a generalized  en- 
largement of  the  lymph  nodes  on  either  side  of 
the  neck,  both  axillae  and  inguinal  regions  and 
several  large  masses  in  the  abdomen.  One  of  the 
glands  was  removed  and  reported  a lympho- 
sarcoma by  Dr.  Couret.  He  was  given  a quite 
extensive  deep  roentgen-ray  bath  over  all  areas 
involved.  The  abdominal  masses  and  other  en- 
larged glands  rapidly  disappeared  and  the  patient 
returned  to  work  feeling  excellently  except  for  a 
dry  throat  due  to  the  action  of  the  rays  on  the 
salivary  glands  and  an  edema  of  the  penis  due  to 
lymphatic  blockage.  He  remained  well  for  over 
two  years  when  there  was  a recurrence  in  both 
epitrochlear  regions  and  in  the  right  axilla.  The 
recurrences  were  kept  under  control  for  another 
year  when  the  patient  finally  succumbed  after  at 
least  three  years  of  comfortable  life. 

Case  2.  Baby  C.,  seen  in  May,  1923,  a patient 
of  Dr.  Jones,  had  a gland  removed  from  the  neck 
at  Charity  Hospital,  which  on  section  was  a 
lympho-sarcoma.  A surface  pack  of  radium  was 
applied  over  the  neck.  The  condition  showed 
rapid  improvement  and  finally  cleared  up  entirely. 
She  is  alive  and  well  today,  five  years  later. 

Case  3.  A case  of  Dr.  Jerome  Landry,  seen  in 
August,  1924.  She  had  multiple  large  tumors  of 
lymphoid  origin  in  the  abdomen.  Laparotomy 
and  microscopic  section  had  previously  been  done 
in  Meridian.  She  was  practically  moribund  and 
was  given  deep  roentgen-ray  reluctantly.  There 
was  prompt  improvement  and  complete  relief 
eventually.  The  patient  is  alive,  well  and  happy 
today,  nearly  four  years  later. 

Case  4.  Mr.  B.,  a patient  of  Dr.  Louis  Levy, 
operated  in  August,  1923,  when  a section  was  re- 
moved from  a large  abdominal  mass.  The 
pathologist  reported  an  undoubted  malignancy, 
probably  a carcinoma.  The  exact  character  of 
the  tissue  could  not  be  determined  owing  to  the 
amount  of  necrosis.  He  was  given  deep  roentgen- 
ray  treatments  and  responded  rapidly.  From  his 
reaction  we  feel  the  tumor  must  have  been  a sar- 
coma rather  than  a carcinoma.  He  is  alive  and 
in  excellent  health  today,  almost  five  years  later. 

The  three  on  which  a clinical  diagnosis  is  of 
sarcoma  of  lymphoid  origin  alone  was  made  were 
1st.  a Mr.  M.,  referred  by  Drs.  Gillaspie  & Sou- 


chon,  with  a large  mass  in  the  femoral  region.  In 
July,  1921  radium  needles  were  scattered  through 
the  mass  and  he  was  given  roentgen-rays  treat- 
ment over  the  femoral  and  inguinal  regions.  The 
mass  disappeared  entirely.  He  returned  a year 
later  with  a similar  mass  in  the  occipital  region 
which  disappeared  after  deep  roentgen-rays  ther- 
apy. He  is  alive  and  well  today  nearly  7 years 
after  the  original  condition  and  6 years  after  the 
recurrence. 

Case  2.  Mr.  M.  a patient  of  Dr.  Nelson,  had  a 
large  ulcerated  tumor  in  the  neck  and  a smaller 
mass  on  the  right  hand.  He  was  given  deep 
roentgen-ray  treatment  over  both  tumors.  The 
tumors  in  the  neck  responded  rapidly  and  cleared 
up  entirely.  The  hand  however  was  uneffected. 
He  lived  in  comfort  for  over  a year  when  exten- 
sion of  the  lesion  in  the  hand,  for  which  he  re- 
fused further  treatment,  resulted  in  his  death. 
It  is  hard  to  explain  the  failure  to  effect  the  le- 
sion on  the  hand  excepting  that  we  do  know  that 
the  same  type  of  tumor  will  often  respond  dif- 
ferently in  different  regions  of  the  body.  Or  it 
may  be  that  the  tumor  in  the  neck  and  that  in  the 
hand  were  two  distinct  types. 

The  third  is  a Mr.  B.  with  a large  mass  in  the 
left  cervical  region.  He  was  given  a series  of 
deep  roentgen-rays  treatment  in  February,  1924, 
with  a rapid  disappearance  of  the  tumor.  As  far 
as  we  can  ascertain  he  is  alive  and  well  today. 

Of  the  two  fibro-sarcomata,  one  was  a fibre 
■sarcoma  of  the  posterior  naso-pharynx  seen  with 
Dr.  Dupuy  in  March,  1922.  A section  from  it  was 
reported  as  such  by  Dr.  Couret.  Radium  needles 
were  inserted,  the  mass  disappeared  and  the  boy 
is  alive  and  well  today,  6 years  later.  The  other 
young  man  referred  in  August,  1923  by  Dr.  Fen- 
ner had  a section  removed  at  Charity  Hospital  and 
a report  of  fibro  sarcoma  returned.  He  was  given 
two  series  of  deep  roentgen-rays  treatment  with 
complete  clinical  relief  up  to  a year  ago  when  we 
last  saw  him.  We  believe  he  is  still  alive  and  well. 

Of  the  unclassified  sarcomata  the  sarcoma  of  the 
lungs  was  a metastatic  affair  from  the  right 
breast;  removed  one-year  previously  at  Charity 
Hospital  by  Dr.  Murphy.  She  had  numerous 
masses  in  both  lungs  which  cleared  up  rapidly  and 
entirely  under  deep  roentgen-rays  therapy.  She 
lived  in  perfect  comfort  for  over  a year  with  no 
signs  of  recurrence,  when  she  died  suddenly  of  a 
cardiac  lesion. 

The  sarcoma  of  the  tonsil  was  seen  with  Drs. 
Nelson  and  Dupuy  in  1923.  Radium  needles  were 
implanted  in  the  growth  and  later  deep  roentgen- 
rays  therapy  applied  to  both  sides  of  the  neck  with 
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a complete  disappearance  of  the  lesion.  She  is 
alive  and  well  today. 

The  sarcoma  of  the  cervical  vertebrea  showed 
on  roentgen-ray  examination  extensive  destruc- 
tion of  the  second  and  third  vertebrae.  This  pa- 
tient referred  by  Dr.  Simon  in  January  1926,  was 
also  radiographed  by  Dr.  Granger,  in  whose  diag- 
nosis we  concurred.  At  the  time  treatment  was 
instituted  she  was  bedridden  and  showed  almost 
complete  paralysis  of  both  arms  and  hands. 

She  was  given  three  series  of  deep  roentgen-ray 
treatments  and  today  shows  complete  bony  re- 
pair of  both  vertebrae,  is  entirely  free  of  symptoms 
and  lives  a normal  and  happy  life.  This  was  a 
most  gratifying  case  to  all  concerned. 

All  of  these  foregoing  had  no  treatment  but 
radiation  and  all  showed  marked  relief  and  in 
some  we  obtained  a clinical  arrest  at  least. 

There  are  four  other  cases  we  would  like  to 
mention  in  which  an  excellent  result  was  had  by 
radiation,  plus  the  cautery,  surgery,  and  Colles 
toxins.  These  four  were  all  referred  by  Dr.  Danna. 
Two  were  sarcomata  involving  the  antrum  of 
Highmore  both  seen  over  five  years  ago.  They 
were  vigorously  treated  with  radiation,  cautery 
and  Colles  toxins.  After  a rather  stormy  course 
both  are  alive  and  apparently  well  today  at  least 
four  years  after  the  disappearance  of  their  orig- 
inal lesions. 

The  third  was  a sai'coma  of  femur  in  a 3-year- 
old  child  treated  with  radiation  and  Colles  toxins 
seen  first  in  1923.  iShe  too  had  a stormy  course 
but  is  today  alive  and  well. 

The  last  is  a fibro  sarcoma  of  the  thigh  treated 
by  surgery  and  radiation  in  1921.  She  is  alive 
and  well  and  has  since  married  and  had  a child. 

We  wish  to  repeat  that  there  is  nothing 
new  or  extraordinary  in  this  paper.  These 
things  are  being  obtained  by  radiation  every 
day  in  all  parts  of  the  country.  We  simply 
felt  that  some  good  would  come  of  emphasi- 
zing an  already  well  known  fact  namely 
that  great  good  can  be  done  by  radiation  in 
almost  every  case  of  sarcoma.  There  will 
be  disappointments  of  course.  We  have 
had  many  of  them.  But  the  great  relief 
that  is  given  to  practically  all  and  the  oc- 
casional almost  miraculous  cures  that  are 
encountered  more  than  outweigh  the  disap- 
pointments. 


DIPHTHERIA* 

R.  T.  LUCAS,  M.  D., 

Shreveport,  La. 

The  more  you  see  and  know  of  diphtheria, 
the  more  respect  it  commands.  It  is  such 
an  important  disease  that  we  need  occasion- 
ally to  refresh  our  minds  on  its  main  points 
and  keep  informed  on  the  latest  develop- 
ments in  prophylaxis  and  treatment.  I 
shall  leave  out  much  text-book  description 
in  order  that  I may  have  time  to  emphasize 
those  phases  of  the  disease  which  appear 
most  important  and  desirable  to  present  be- 
fore this  audience.  Part  of  my  discussion 
will  be  a review  for  some  of  you,  but  I hope 
to  bring  out  certain  facts  that  will  be  of 
interest  to  all. 

The  first  clear  description  we  have  of 
diphtheria  is  by  Aretaeus  in  the  First  Cen- 
tury, A.  D.  In  1883  Kle’b  discovered  the 
diphtheria  bacillus  and  shortly  thereafter 
Loeffler  isolated  it  and  infected  susceptible 
animals.  The  characteristic  morphology  is 
best  found  in  young  cultures;  that  is, 
twelve  to  eighteen  hour  growths.  Loeffler’s 
methylene  blue  is  the  best  stain  for  ordin- 
ary use.  The  bacillus  grows  best  at  body 
temperature.  Boiling  kills  it  almost  in- 
stantly. Protected  by  a film  of  mucus  as 
is  usually  the  case,  it  may  live  for  a long 
time.  The  bacillus  is  not  sensitive  to  cold. 
The  virulence  of  diphtheria  bacilli  is  high- 
ly variable,  and  the  virulence  cannot  be  de- 
termined by  the  severity  of  an  isolated  case. 
The  presence  of  antitoxin  in  the  blood  and 
the  possible  association  of  other  bacteria 
have  important  bearing  in  determining  the 
severity  of  the  disease  in  any  given  patient. 

CARRIERS. 

Healthy  individuals,  who  may  or  may  not 
have  had  diphtheria,  may  become  carriers  of 
virulent  diphtheria  bacilli  without  contract- 
ing the  disease.  Many  so-called  diphtheria 
carriers  are  carriers  of  non-toxic  diphthe- 
roid bacilli.  Diphtheria  bacilli  are  found  in 
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the  throat  three  days  after  the  disappear- 
ance of  the  membrane  in  about  fifty  per 
cent  of  the  cases.  In  about  ten  per  cent  of 
the  cases  they  persist  for  about  two  weeks. 
It  is  difficult  to  determine  the  absence  of 
the  bacilli  in  the  throat  on  account  of  their 
possible  presence  in  the  tonsillar  crypts.  In 
persistent  carriers  tonsillectomy  is  the  most 
efficient  treatment.  An  individual  with  a 
sore  throat  giving  a positive  diphtheria  cul- 
ture may  or  may  not  have  diphtheria. 
Naturally,  non-diphtheritic  infection  may 
take  place  in  the  throat  of  carriers.  On  the 
other  hand,  an  individual  may  have  diph- 
theria and  negative  cultures  be  obtained. 
The  usual  source  of  infection  is  the  secre- 
tions from  the  nose  and  throat  of  diphtheria 
patients,  convalescents,  or  healthy  carriers. 
Cats  are  possible  carriers  of  true  diph- 
theria, although  in  very  rare  instances 
other  animals  may  be  a source  of  infection. 

SUSCEPTIBILITY. 

There  is  an  individual  susceptibility  to 
diphtheria.  Those  of  the  same  family  tend 
to  have  a similar  susceptibility.  It  is  well 
known  that  age  is  an  important  factor.  The 
breast-fed  infant  rarely  is  susceptible  with- 
in the  first  six  months  of  life  on  account  of 
immunity  received  from  its  mother’s  milk. 

SYMPTOMS. 

The  usual  incubation  period  is  one  to  four 
days.  The  onset  is  usually  slow  and  insidi- 
ous with  malaise  and  loss  of  appetite,  chilly 
sensations,  slight  fever,  and  headache,  and 
at  times  complaint  of  sore  throat.  I had 
one  patient  in  which  the  first  symptom 
noted  was  a convulsion. 

PROGNOSIS. 

The  prognosis  depends  upon  the  duration 
of  the  illness,  the  type  of  the  disease,  the 
age  of  the  patient,  and  the  presence  or  ab- 
sence of  complications,  especially  paralysis 
and  pneumonia.  As  a rule  the  laryngeal 
cases  have  a poorer  outlook.  Those  cases 
having  an  increasingly  rapid  pulse  rate, 
those  having  a sudden  drop  to  about  forty 
or  less  in  the  pulse  rate,  and  those  showing 
cyanosis  without  laryngeal  obstruction  or 


after  intubation  or  tracheotomy,  have  a 
very  unfavorable  prognosis. 

COMPLICATIONS. 

Those  patients  receiving  antitoxin  late 
in  the  disease  and  those  receiving  insuffici- 
ent antitoxin  are  prone  to  develop  some 
form  of  paralysis,  the  most  common  of 
which  is  paralysis  of  the  soft  palate,  evi- 
denced by  a nasal  voice  and  the  possible 
regurgitation  of  fluids  through  the  nose. 
Paralysis  of  the  ciliary  muscle  of  the  eye 
with  loss  of  accommodation,  and  loss  of  the 
knee  reflex  is  fairly  common.  Paralysis  of 
the  diaphragm  and  heart  failure  are  the 
most  dreaded  dangers  following  diphtheria 
and  are,  in  the  great  majority  of  cases,  fa- 
tal. Heart  failure  may  occur  fairly  early 
and  is  evidenced  by  nausea  and  vomiting. 
The  patient  becomes  cyanotic,  the  pulse 
weak,  and  the  pulse  rate  may  drop  to  as  low 
as  thirty  a minute.  Numerous  other  forms 
of  paralysis  may  occur.  One  case  under  my 
observation  became  helpless,  had  to  be  fed 
by  gavage,  had  no  control  over  his  sphinct- 
ers, and  yet  made  a complete  recovery.  The 
heart  and  diaphragm  are  usually  involved 
long  before  the  paralysis  becomes  so  ex- 
tensive as  in  this  patient.  Paralysis  may 
manifest  itself  as  early  as  the  second  week, 
but  it  may  be  several  w^eeks  before  it  de- 
velops. In  post-diphtheritic  paralysis  not 
involving  the  vital  functions,  the  prognosis 
is  good  with  sufficient  rest.  Pneumonia 
more  commonly  complicates  the  laryngeal 
type.  Those  children  under  two  or  three 
years  do  not  have  as  good  outlook  as  those 
older. 

DIAGNOSIS. 

The  pharyngeal  type  of  diphtheria  is  the 
most  common.  Laryngeal  is  the  next  most 
common  type.  Frequently  valuable  time  is 
lost  and  giving  of  antitoxin  is  delayed  be- 
cause there  is  no  visible  evidence  of  diph- 
theria in  the  throat.  In  the  laryngeal  type 
throat  cultures  are  often  negative,  but  cul- 
tures taken  directly  with  a tracheoscope  are 
usually  positive.  Less  frequent  types  are 
nasal,  ear,  and  diphtheria  of  the  mucous 
membrane  of  the  vagina,  and  of  wounds. 
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The  clinical  diagnosis  as  a rule  is  more  re- 
liable than  the  laboratory  diagnosis.  The 
latter  should  be  considered  confirmatory 
and  should  always  be  made  when  possible. 
Positive  diagnosis  can  be  made  in  some 
cases  from,  examination  of  a direct  smear, 
but  examination  of  a young  culture  is  neces- 
sary when  the  direct  smear  is  negative. 
The  typical  diphtheria  lesion  somewhat  re- 
sembles wet,  raw  leather  and  is  made  up  of 
necrotic  epithelium  with  coagulated  exudate 
from  the  blood  vessels  and  bacteria.  The 
membrane  cannot  be  detached  without  caus- 
ing bleeding.  A nose,  eye,  or  ear  infection 
with  coincident  urticaria  is  likely  to  be 
diphtheria. 

In  follicular  tonsillitis  the  fever  is  usual- 
ly higher,  the  throat  more  painful,  and  the 
constitutional  symptoms  appear  earlier. 
The  exudate  on  the  tonsils  is  usually  in 
spots  at  the  opening  of  the  crypts,  and  is 
easily  removable. 

In  Vincent’s  angina  there  is  usually  a 
punched-out  appearance  of  the  lesion.  Ex- 
amination of  a smear  shows  the  typical 
bacilli  and  spirilla  of  Vincent’s  angina. 
Antitoxin  has  no  effect  on  it. 

In  differentiating  between  diphtheritic 
laryngitis  and  catarrhal  laryngitis  note  that 
diphtheritic  laryngitis  has  a more  gradual 
onset  and  is  usually  first  noticed  during  the 
daytime,  while  catarrhal  laryngitis  usually 
comes  on  suddenly,  in  the  middle  of  the 
night,  with  great  severity,  and  is  usually 
much  better  the  following  morning.  A 
history  of  exposure  to  diphtheria  or  previ- 
ous similar  attacks  helps  in  the  differentia- 
tion. When  there  is  any  reasonable  doubt 
as  to  the  diagnosis,  antitoxin  should  be 
given.  A thin,  irritating  nasal  discharge, 
often  blood-stained,  that  causes  excoriation 
and  possible  swelling  of  the  upper  lip 
should  make  one  suspicious  of  diphtheria. 
The  other  forms  of  diphtheria  are  rare.  It 
is  characteristic  that  the  pulse  rate  in  diph- 
theria is  rapid  in  comparison  to  the  tem- 
perature which  is  characteristically  not 
high.  The  typical  diphtheria  odor  can  at 
times  be  recognized  in  the  first  day  or  two. 


PROPHYLAXIS. 

The  laity  as  well  as  the  profession  is 
coming  to  realize  the  importance  of  diph- 
theria prophylaxis.  The  very  extensive 
use  of  toxin-antitoxin  immunization  in 
New'  York  City  has  proved  its  worth 
beyond  any  doubt.  It  has  cut  the  incidence 
of  diphtheria  to  less  than  half.  The  same 
reduction  in  incidence  is  taking  place  in 
other  cities  and  wherever  active  immuni- 
zation is  extensively  employed.  The  age 
group  for  diphtheria  is  one  to  ten  years. 
It  is  relatively  infrequent  after  this  age, 
and  in  the  first  year  of  life  the  incidence 
is  less  than  one  per  cent.  On  the  whole 
infants  in  the  first  six  months  possess 
some  immunity.  The  administration  of 
toxin-antitoxin  to  this  age-group  has  been 
rather  disappointing.  Non  - immune  in- 
fants from  six  month  to  one  year  of  age 
are  immunized  as  readily  as  older  children. 
It  is  a fact  worthy  of  note  that  the  per- 
centage of  immunes  is  very  different  for 
different  localities,  the  percentage  being 
appreciably  lower  in  the  cities  than  in  the 
country.  For  instance,  at  one  year  the 
percentage  for  the  cities  is  sixty-five  and 
ninety  for  the  country.  For  ten  years  of 
age  and  over  the  percentages  are  five  per 
cent  in  the  cities  and  sixty  per  cent  in  the 
country.  These  figures  are  from  Park. 
Elsewhere  than  in  the  United  States 
Ramon’s  antitoxin  or  diphtheria  toxoid  is 
used,  and  the  results  obtained  are  compar- 
able to  those  obtained  with  toxin-antitoxin 
mixture  used  in  the  United  States. 

Susceptibility  to  diphtheria,  as  we  all 
know,  is  determined  by  the  use  of  the 
Schick  test,  which  consists  of  the  injection 
of  a small  amount  of  toxin  into  the  skin. 
Those  susceptible  show  a reaction  about 
the  site  of  the  injection  in  twenty -four  to 
forty-eight  hours  which  lasts  for  three  to 
five  days. 

Toxin-antitoxin  mixture  is  best  admin- 
istered in  three  doses  given  about  a week 
apart.  In  three  months  time  this  gives 
immunity  in  abouty  ninety  per  cent  of  the 
cases.  A second  series  of  injections  will 
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give  a satisfactory  response  in  about  eight 
of  the  ten  remaining  per  cent.  Six  months 
after  the  injections  the  percentage  of 
immunes  is  greater  than  at  three  months. 
It  is  an  interesting  fact  that  those  having 
some  natural  antitoxin  in  the  blood  respond 
to  toxin-antitoxin  more  rapidly  than  those 
having  no  antitoxin.  Toxin-antitoxin  mix- 
ture does  not  give  immediate  immunity  and 
therefore,  in  the  presence  of  diphtheria, 
antitoxin  and  not  toxin-antitoxin  should 
be  used.  The  presence  of  an  excess  of 
antitoxin  in  the  blood  requires  larger  doses 
of  toxin-antitoxin  to  produce  a satisfactory 
response,  and  if  antitoxin  has  been  admin- 
istered, ten  days  to  two  weeks  should 
elapse  before  giving  toxin-antitoxin  mix- 
ture. 

The  Schick  test  should  be  used  to  deter- 
mine the  immunity  in  older  children,  those 
having  had  toxin-antitoxin  mixture,  and 
those  individuals  likely  to  come  in  contact 
with  diphtheria,  before  immunity  should 
be  assumed.  It  may  be  omitted  to  those 
under  five  years  because  the  percentage  of 
susceptibles  is  so  high. 

Park’s  modification  of  the  Schick  test  is 
especially  applicable  in  this  group.  This 
test  consists  of  the  injection  just  beneath 
the  skin  of  one  c.c.  of  the  toxin-antitoxin 
mixture.  Non-immunes  will  give  a positive 
test  as  evidenced  by  an  appreciable  pink 
skin  reaction  about  the  site  of  the  injection. 
The  first  dose  in  immunization  has  been 
given  in  any  case,  and  in  the  absence  of  a 
reaction  the  immunity  is  established  and 
no  further  injection  need  be  given. 

The  duration  of  immunity  is  permanent 
in  most  cases,  although  it  is  reported  that 
about  three  per  cent  of  cases  annually 
change  from  a negative  Schick  reaction  to 
a positive  reaction.  Some  people  will  give 
a positive  Schick  reaction  and  later  give  a 
negative  reaction.  The  possibilities  of  poor 
technique,  inactive  material,  and  incorrect 
readings  of  reactions  probably  account  for 
at  least  most  of  these  changes.  A natural 
immunity  is  permanent  in  nearly  all  cases. 


If  an  individual  has  had  diphtheria  and 
gets  a sufficient  neutralizing  dose  of  anti- 
toxin early  in  the  disease,  before  he  has 
had  time  to  produce  his  own  antitoxin,  he 
is  not  as  likely  to  develop  lasting  immu- 
nity as  the  individual  who  did  not  receive 
antitoxin  early  in  the  disease  and  had  to 
develop  his  own  antitoxin. 

The  giving  of  toxin-antitoxin  mixture 
raises  the  question  of  sensitization  to  horse 
serum.  An  increasing  percentage  of  cases 
of  hyper-sensitiveness  to  horse  serum  may 
be  expected  in  the  future  from  the  exten- 
sive use  of  toxin-antitoxin  mixture.  I have 
had  a few  fairly  severe  reactions  of  this 
kind,  but  have  not  seen  any  really  serious 
ones.  To  obviate  this  possible  sensitization 
to  horse  serum,  it  has  been  my  practice 
lately  to  use  the  toxin-antitoxin  now  on 
the  market,  made  from  goat  serum. 

TREATMENT. 

Antitoxin  may  be  administered  intrav- 
enously, intraperitoneally,  intramuscularly, 
and  subcutaneously.  The  rate  of  absorp- 
tion is  greatest  in  the  order  named.  In 
laryngeal,  severe,  and  septic  cases,  and  in 
those  patients  not  receiving  antitoxin  in 
the  first  two  days  of  the  disease  antitoxin 
should  be  given  intravenously  or  intraperi- 
toneally. Park  estimates  that  one  unit  of 
antitoxin  given  intravenously  is  at  least 
the  equivalent  of  five  units  given  subcu- 
taneously or  intramuscularly.  The  dose  of 
antitoxin  advised  is  three  thousand  to 
thirty  thousand  units  or  more.  In  any 
case,  a sufficiently  large  dose  should  be 
given,  and  the  dose  need  not  be  repeated. 
Of  course  the  slower  the  rate  of  absorp- 
tion and  the  severer  the  case,  the  larger 
the  dose  required.  With  a history  of  pre- 
vious serum  injections  or  possible  sensi- 
tiveness to  horse  serum  the  patient  should 
be  tested  with  a minute  dose  subcuta- 
neously before  giving  the  full  dose  of  anti- 
toxin. Antiphalaxis  is  readily  produced  in 
the  laboratory  animal,  but  a serious  reac- 
tion in  the  human  is  rare.  Maximum  con- 
centration in  the  circulation  at  the  earliest 
moment  is  necessary  to  give  the  patient 
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the  greatest  benefit.  For  this  reason  the 
intravenous  route  is  the  method  of  choice, 
using  the  jugular  vein  when  necessary. 
Intraperitoneally  is  the  next  best.  Pro- 
longed rest  is  necessary  to  minimize  the 
chances  of  paralysis,  which  usually  occurs 
within  ten  days  to  two  weeks. 

In  laryngeal  diphtheria  with  stenosis  of 
the  trachea  there  are  two  alternatives. 
They  are  to  do  an  intubation  or  a trache- 
otomy. Where  possible  intubation  is  the 
one  of  choice.  It  requires  very  careful 
nursing  for  the  three  to  five  days  the  tube 
is  left  in  place,  but  it  is  not  mutilating, 
and  is  efficient  in  nearly  all  cases  that 
tracheotomy  is  efficient.  The  advantages 
of  tracheotomy  are  that  a larger  percent- 
age of  physicians  can  perform  it  and  the 
nursing  care  is  simpler.  Another  alterna- 
tive where  the  apparatus  is  available,  time 
will  peiTnit,  and  the  technique  mastered,  is 
to  pass  a rubber  tube  into  the  trachea  and 
by  suction  remove  the  excess  of  mucous 
and  loose  membrane.  Intubation  or  tra- 
cheotomy should  be  avoided  where  possible. 
However,  one  of  these  should  be  used  on 
the  early  evidence  that  the  patient  is  not 
getting  enough  air  and  is  exhausting  him- 
self. In  a fairly  good  series  of  cases  I 
have  been  able  to  give  proper  relief  in 
about  ninety  per  cent  of  the  cases  by  intu- 
bation. In  most  of  the  failures  to  give 
relief  by  intubation,  tracheotomy  likewise 
failed  to  give  relief.  In  an  occasional  case 
the  patietit  immediately  coughs  up  the  tube 
with  mucous  and  membrane  and  does  not 
require  re-intubation. 

SUMMARY. 

Many  healthy  individuals  are  carriers  of 
virulent  diphtheria  bacilli.  Many  carriers 
are  carriers  of  non-virulent  diphtheria 
bacilli.  A positive  throat  culture  is  not 
conclusive  evidence  of  diphtheria.  A nega- 
tive throat  culture  is  not  conclusive  evi- 
dence of  the  absence  of  diphtheria.  The 
infection  of  a mucous  membrane  with  co- 
incident urticaria  is  likely  to  be  diphtheria. 
The  extensive  use  of  toxin-antitoxin  mix- 
ture in  immunization  has  greatly  reduced 


the  incidence  of  diphtheria.  Increasing 
numbers  of  individuals  sensitive  to  horse 
serum  may  be  expected  in  the  future. 
Park’s  modification  of  the  Schick  Test  sim- 
plifies the  testing  and  immunization  for 
diphtheria.  The  method  of  choice  for  the 
administration  of  antitoxin  is  intraven- 
ously or  intraperitoneally  on  account  of  its 
rapid  absorption. 

DISCUSSION. 

Dr.  L.  I.  Tyler  (Baton  Rouge)  : Mr.  Chair- 
man and  members  of  the  Association:  First,  I 

want  to  congratulate  Dr.  Lucas  on  his  excellent 
paper.  He  has  left  out  very  little  that  any  of 
the  rest  of  us  could  add  to.  I do  not  mean  to 
try  to  cover  this  entire  subject,  I merely  mean  to 
try  to  stress  three  points:  First,  the  early  diag- 

nosis; second,  the  administration  of  the  antitoxin; 
third,  the  after-care  of  the  patient.  No  examin- 
ation of  a child  is  complete  without  first  observ- 
ing the  respiration  and  a careful  look  at  the 
throat.  Most  of  us,  I believe,  are  sufficiently 
familiar  with  the  diphtheria  membrane  to  recog- 
nize it  when  we  see  it.  However,  there  is  no 
object,  if  the  condition  of  the  patient  is  such  and 
we  are  in  doubt,  to  wait  on  the  laboratory  findings. 
Once  a diagnosis  is  made,  then  it  is  very  impor- 
tant that  we  give  a sufficient  amount  of  antitoxin. 
My  rule  is,  if  I am  in  doubt  as  to  whether  I 
should  give  ten  or  twenty  thousand  units,  I 
always  give  twenty.  I never  like  to  see  a patient 
require  a second  dose;  too  much  time  is  lost,  too 
much  damage  is  done. 

So,  after  a sufficient  dosage  of  antitoxin  is 
administered,  as  Dr.  Lucas  said,  preferably  in- 
travenously, second  intraperitoneal,  the  patient 
should  be  considered  seriously  ill  and  put  to  bed, 
on  a light  diet,  with  a daily  examination  of  the 
heart  and  kidneys,  for  two  reasons:  The  first 

thing,  a daily  examination  enables  us  to  detect 
any  condition,  any  complication  which  may  arise, 
in  its  infancy;  second,  it  impresses  the  family  or 
the  parents,  particularly,  with  the  importance  of 
keeping  the  child  quiet.  In  that  way,  I believe 
we  will  reduce  the  damage  done  by  so  many  of 
them  when  the  little  fellows  are  permitted  to  jump 
up  in  bed,  chase  over  the  room  and  so  forth.  I 
thank  you. 

Dr.  Bloom  (New  Orleans)  : I have  enjoyed 

very  much  the  paper  written  by  Dr.  Lucas,  and 
I have  little  to  add  to  what  he  has  said,  except 
there  are  a few  points  that  I would  like  to  stress. 
We  have  had  a g'reat  deal  of  difficulty  in  over- 
coming the  so-called  carrier.  In  a series  recently 
made  by  two  well-known  pediatricians,  they  found, 
in  a series  of  two  hundred  and  seventy-two  chil- 
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dren,  approximately  six  per  cent  of  that  number 
were  carriers;  and  of  that  six  per  cent,  possibly 
only  four  percent  were  nasal  carriers.  I would 
like  to  ask  Dr.  Lucas  what  his  routine  is  in  the 
management  of  carriers.  The  next  point  I would 
like  to  discuss  is  the  question  of  susceptibility. 
Dr.  Lucas  has  said  that  he  has  found  familial 
susceptibility.  I have  not  found  that  true. 

In  a series  of  three  hundred  and  fifty  cases  in 
my  private  practice,  I have  had  less  than  one  per- 
cent where  there  has  been  more  than  one  case  in 
a family.  To  summarize  some  of  the  more  im- 
portant symptoms  and  signs  of  nasal  diphtheria, 
I have  found  that  scabs  of  the  ala  nasal  which 
were  not  amenable  to  simple  treatment,  offensive 
breath  that  could  not  be  accounted  for,  and  mouth 
breathers  where  we  were  fairly  certain  that  the 
adenoids  were  not  the  mechanical  factor;  these 
were  sufficient  symptoms  to  justify  the  suspicion 
of  diphtheria. 

In  the  diagnosis  of  tonsillar  diphtheria,  we  are 
mislead  at  times.  Certain  cases  present  typical 
signs  of  so-called  follicular  tonsilitis,  but  if  this 
type  does  not  clear  up  with  an  application  of 
silver  nitrate,  associated  with  a hoarseness  and  a 
mild  or  slight  tirrage  this  case  will  unquestion- 
ably prove  to  be  diphtheria — laryngeal  diphtheria. 

We  are  confronted  with  the  problem  of  giving 
toxin  anti-toxin  to  a great  number  of  our  patients, 
and  because  a great  many  of  them  are  prejudiced 
against  antitoxins  and  toxin-antitoxins,  I think  if 
we  can  bring  to  their  attention  the  fact  that  Park 
and  Zingher  of  New  York,  have  treated  or  vac- 
cinated over  one  million  children  with  toxin-anti- 
toxin with  apparently  no  deaths  that  surely  this 
has  gone  beyond  the  experimental  stage.  Unfor- 
tunately, there  have  been  three  instances  where 
deaths  have  been  recorded;  one  in  Dallas,  Texas, 
another  in  Boston,  Massachusetts,  and  a third  in 
Vienna. 

The  Dallas  instance  was  caused  by  the  toxin- 
antitoxin  not  being  neutralized.  In  Boston,  the 
toxin-antitoxin  was  frozen,  and  in  Vienna  the 
toxin-antitoxin  was  toxic  when  delivered.  If  we 
consider  the  question  of  anaphylaxis  and  make  a 
comparison  of  the  globulin  of  the  toxin-antitoxin, 
as  compared  to  the  antitoxin,  we  will  find  that 
with  the  toxin-antitoxin  is  one  three  thousandths 
of  the  c.c.  as  compared  with  one  c.c.  of  the  anti- 
toxin. 

Another  question  will  frequently  be  asked  by 
parents,  when  other  children  have  been  in  con- 
tact with  the  case  of  diphtheria,  “Would  you 
give,  at  this  time,  the  toxin-antitoxin,  or  the  anti- 
toxin, as  a prophylactic?”  It  is  not  advised  that 
toxin-antitoxin  should  be  given  where  a child  has 
come  in  contact  with  a case.  I never  give  an 


antitoxin  to  a child  who  has  been  in  close  prox- 
imity to  a case  unless  cultures  have  been  made 
and  proven  positive,  for,  in  these  cases  they  bear 
close  watching  and  if  the  time  arises  when  the 
diagnosis  is  certain,  you  have  plenty  of  time  to 
give  the  antitoxin. 

Dr.  Geo.  S.  Bel  (New  Orleans)  : Mr.  Chair- 
man and  members  of  the  Society:  Dr.  Lucas' 

paper  is  undoubtedly  one  of  the  most  important 
and  interesting  that  has  been  presented  at  this 
meeting.  There  can  be  no  doubt  but  that  in  a 
number  of  cases  a careful  evaluation  of  the 
clinical  symptoms,  subjective  and  objective  signs 
will  lead  the  experienced  physician  to  most  prob- 
ably make  a coi’rect  diagnosis  of  diphtheria  in  the 
great  majority  of  cases;  however,  I want  to  im- 
press upon  each  and  every  one  of  you,  the  neces- 
sity of  controlling  by  cultural  methods,  all  cases 
of  suspicious  throat,  nasal  and  laryngeal  in- 
fections. 

We  must  remember  that  there  are  atypical 
forms  of  diphtheria  and  we  can  not,  no  matter 
how  experienced,  always  determine  the  exact 
causative  factor  by  the  location  and  character  of 
the  membrane.  I have  observed  many  cases, 
seemingly  frank  and  innocent  tonsillitis,  which, 
by  cultural  methods,  proved  to  be  diphtheria;  but, 
on  the  other  hand,  many  a true  membrane  on  the 
tonsils  and  pharyngeal  wall,  have  proven  not  to 
be  diphtheritic  after  a careful  bacteriological 
study. 

Alert  and  wise  physicians,  even  though  placing 
the  proper  reliance  upon  laboratory  examination, 
will  promptly  administer  antitoxin  in  all  suspi- 
cious cases  without  awaiting  the  final  report  of 
the  pathologist. 

Just  a word  concerning  the  taking  of  cultures. 
Very  frequently,  especially  in  children,  we  have 
considerable  difficulty  in  securing  the  proper 
specimen.  iSometimes  our  applicators  do  not  even 
come  near  the  diseased  spot  and,  to  our  surprise, 
the  laboratory  report  is  negative.  It  has  been 
my  practice  to  always  be  certain  that  the  mem- 
brane has  been  carefully  brushed,  even  made  to 
slightly  bleed,  and  invariably,  I secure  swabs  from 
the  nose  in  all  suspicious  cases.  After  making 
my  cultures  I send  the  infected  swabs  to  the  lab- 
oratory, and  in  numerous  cases  of  diphtheria,  the 
pathologist  has  been  able  to  give  me  a positive 
morphological  diagnosis  by  the  study  of  stained 
smears  made  from  the  swabs,  this  tentative  diag- 
nosis being  laterly  verified  by  the  cultural  study. 

Many  of  the  serious  complications  of  diphtheria 
that  we  have  heard  mentioned  this  afternoon, 
especially  paralyses  and  cardiac  involvement,  are 
largely  due  to  delay  in  diagnosis  and  insufficient 
use  of  antitoxin.  Remember  that  the  prognosis 
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in  this  disease  depends  practically  entirely  upon 
the  prompt  administration  of  antitoxin  in  suffi- 
cently  large  doses. 

Dr.  W.  H.  Harris  (New  Orleans)  : As  a labor- 

atoi’y  workei’,  I was  about  to  say  pretty  much  the 
same  thing  as  Dr.  Bel  has  said.  I wish  to  take 
certain  exceptions  to  the  matter  of  not  relying 
upon  the  culture.  I would  say  that  in  instances 
where  a laryngeal  infection  is  considered  and  a 
matter  of  delay  may  mean  serious  consequences 
to  the  patient,  very  well  and  good,  do  not  stop  to 
debate.  On  the  other  hand,  in  tonsillar  or  faucial 
diphtheria,  if  diphtheria  infection  is  present  the 
diphtheria  bacillus  will  be  found.  That,  of  course, 
is  contingent  upon  the  procuring  of  the  proper 
material.  We  know  these  patients  are  often 
screaming,  writhing,  little  children,  and  if  you  are 
content  to  stick  a swab  in  the  mouth  and  not 
touch  the  proper  pathologic  site,  we  may  obtain  a 
negative  report  under  the  circumstances,  where  a 
positive  should  be  obtained,  but  that  is  not  the 
laboratory’s  fault.  I have  seen  repeated  exam- 
ples of  streptococci  infection  in  which  ear,  nose 
and  throat  specialists  of  high  standing  have  been 
satisfied  that  the  clinical  lesion  was  that  of  diph- 
theria. We  have  followed  these  cases  up,  where 
they  have  withheld  the  injection  of  serum.  Re- 
cently tests  have  never  shown  the  diphtheria 
bacillus  present  and  the  case  has  cleared  up  with- 
out serum  therapy. 

I do  not  think  it  is  proper,  in  these  ordinary 
tonsillar  lesions  which  may  be  pseudodiphtheritic, 
to  administer  the  serum  promicuously,  inasmuch 
as  there  may  be  future  occasions  when  we  will 
feel  more  comfortable  in  giving  serum  injections 
where  the  disease  is  actually  present. 

I would  like,  further,  to  say  that  I do  believe 
we  should  encourage  more  the  matter  of  direct 
bacteriological  examination  of  the  exudate.  We 
have  had  occasions  in  our  laboratory  work  to  fol- 
low up  a great  deal  of  direct  smear  examination, 
and  wherever  it  has  been  practical  to  obtain  a 
satisfactory  portion  of  the  exudate,  the  smear 
will,  as  a rule,  give  you  satisfactory  diphtheria 
organisms.  The  culture  is  not  always  necessary, 
except  where  we  are  very  much  in  doubt. 

I do  not  believe  that  we  have  any  pathological 
manifestations  of  the  throat,  which,  clinically,  is 
absolutely  pathonomic  of  diphtheria,  and  we  have 
diphtheria  lesions  that  ai*e  not  clinically  represen- 
tative of  this  disease. 

I think  the  same  thing  occurs  in  the  instance 
of  the  chancre,  where  we  know  we  may  be  at  a 
loss  from  both  sides.  Although  usually  the  clini- 
cal aspect  conforms  with  the  laboratory  side,  there 
are  exceptions  which  should  be  heeded. 


Di\  N.  F.  Thiberge  (New  Orleans) : There  is 

one  point  I would  like  to  bring  out,  and  that  is, 
in  the  interpretation  of  the  test;  the  doctor  made 
allusion  to  it,  but  I think  it  deserves  our  consid- 
eration for  a few  minutes  longer.  Those  con- 
siderations have  been  brought  to  my  mind  very 
forcibly  in  my  ten  years  in  the  hay  fever  clinic. 
There  are  three  things  we  have  to  consider  in 
making  skin  tests.  First  of  all,  is  the  immediate 
reaction,  that  immediate  reaction  may  be  simply 
traumatic,  and  it  is  to  be  disregarded.  The  second 
reaction  is  of  non-specific  protein.  There,  the  con- 
trol and  the  Schick  test  will  give  you  the  same 
reaction  and  disappear  at  the  same  time,  and  the 
only  reliable  finding  that  you  are  to  accept  is 
where  time  has  had  a chance  to  separate  and  to 
stress  the  specific  reaction  in  the  Schick  test,  not 
appearing  in  the  control.  You  have  to  wait  for 
your  reaction. 

If  you  have  an  immediate  reaction,  disregard 
it.  We  always  wait  a long  time  before  we  in- 
terpret hay  fever  tests,  because  there  are  some 
patients  who  will  react  to  any  kind  of  protein, 
and  protein  is  contained  in  the  iSchick  reaction. 
This  you  can  disregard  it;  it  is  only  after  that 
reaction  fades  out  and  the  other  one  comes  on, 
that  you  find  the  real  test. 

Dr.  Rufus  Jackson  (Baton  Rouge) : Gentle- 

men, I would  first  address  myself  to  the  general 
profession,  particularly  the  residents  in  the  rural 
districts,  where  you  have  not  accessible  examin- 
ations by  specialists  and  there  I would  warn  you 
of  a pitfall.  Do  not  treat  incrustation  about  the 
nose  as  a simple  condition. 

Fit  yourself  to  examine  the  inside  of  a nose, 
and  by  the  time  you  have  seen  three  or  four  cases 
of  diphtheria,  you  will  see  enough  inside  the  nose 
to  diag'nose  nasal  diphtheida  before  you  get  your 
crust  formation  about  the  nose. 

Another  thing,  do  not  trust  the  croup.  This 
thing  seems  to  run  in  special  forms  and  special 
districts.  Since  my  residence  in  Baton  Rouge  in 
the  past  eight  years,  it  has  been  almost  an  in- 
variable rule  that  the  history  is  very  specific  that 
the  child  is  coupous  at  night  and,  in  the  day,  is 
clear,  and  each  day,  from  two  to  four,  the  croup 
becomes  worse.  Those  people  were  particularly 
justified  in  considering  those  cases — I mean  the 
laymen  and  a great  many  doctors — the  same  way, 
as  croupous,  because  they  had  croup  in  the  family 
before,  which  acted  that  way  and  cleared  up  with- 
out manifesting  the  marked  symptoms  of  laryn- 
geal diphtheria. 

Of  course,  we  have  to  get  at  the  bottom  of  this 
and  get  the  scientific  facts,  which  are  of  interest 
in  a very  few  years,  because  soon  the  toxin- 
antitoxin  and  the  use  of  diphtheria  anti-toxin  is 
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rendering  so  inocuous  the  virus  or  strain  of  diph- 
theria bacilli  that  we  will  not  have  so  much  of 
the  virulent  diphtheria.  The  thing  I have  in  mind 
is,  however,  when  shall  we  intubate  or  when  shall 
we  tracheotomize  the  patient,  when  shall  you 
employ  it?  Very  often,  you  see  people  who  insist 
that  their  child  shall  not  be  tracheotomized  and 
not  be  intubated,  and  you  insist,  and  the  child 
persists  in  living,  in  spite  of  you,  and  you  are 
thereby  discredited. 

We  have  no  scientific  check,  because  these  chil- 
dren die,  not  of  air  hunger,  but  of  hear  paraly- 
sis— I should  not  use  that  term,  they  die  of  heart 
fag,  most  all  of  them  die  of  myocarditis,  because 
they  do  not  go  to  the  point  of  getting  an  endo* 
carditis. 

So,  I believe  many  of  you  men  should  start  an 
investigation  in  conjunction  with  your  internists, 
who  can  take  the  blood  pressure  and  study  the 
heart  and  determine  the  minimum  blood  pressure 
that  a patient  should  be  allowed  to  reach,  before 
you  say  it  is  now  safe  to  go  any  further  without 
intubating  or  tracheotomizing,  because  you  can 
save  a lot  of  children.  Intubation  may  not  be  as 
helpful  as  you  hoped,  and  you  may  be  driven  to 
tracheotomize  too  late,  and  I would  say,  in  this 
connection,  for  the  general  practitioner,  if  you 
want  to  get  good  results  from  the  antitoxin,  don’t 
inject  it  in  the  same  hole,  inject  it  in  four  points, 
you  may  hit  a blood  vessel  and  get  a big  clot  and 
little  absorption  in  your  second  point,  and  if  you 
get  everyone  without  a blood  clot,  you  have  four 
avenues.  I learned  that  in  some  cases  where  it 
was  not  feasible  to  give  an  intravenous,  and  I 
turned  it  in  four  different  points,  and  whatever 
dose  you  are  in  the  habit  of  giving,  if  you  give  ten 
thousand,  by  all  means  give  twenty;  and  if  you 
are  in  the  habit  of  giving  twenty  and  you  are  put- 
ting it  in  for  suspected  laryngeal  case,  put  in  forty 
thousand. 

Dr.  J.  H.  Musser  (New  Orleans)  : The  last  two 

years,  I have  had  the  opportunity  of  seeing  some 
six  hundred  cases  of  diphtheria,  approximately. 
There  are  one  or  two  brief  observations  I would 
like  to  make. 

In  the  first  place,  the  frequency  of  the  different 
types  of  diphtheria;  We  find  nasal  diphtheria 
quite  frequently  in  the  ward.  Thanks  to  the  very 
assiduous  study  of  the  drums  by  Dr.  Jones,  we 
found  many  cases  of  aural  diphtheria.  At  the 
present  time,  I believe  there  are  eight  cases  in  the 
ward  at  the  Charity  Hospital. 

I want  to  accentuate  something  Dr.  Jackson  said 
and  take  issue  with  Dr.  Harris  about  the  advis- 
ability of  making  a bacteriological  culture  or 
making  diagnosis  from  the  bacteriologic  examina- 
tion, and  that  is  with  the  laryngeal  type  of  diph- 


theria. In  this  lai’ge  series  in  Charity,  we  have 
had  only  one  death  from  the  pharyngeal  type.  On 
the  contrary,  we  have  a great  many  deaths  from 
the  laryngeal  type.  I would  advise  always,  if  you 
ai'e  called  to  a patient’s  house  at  night  to  see  a 
child  with  croup,  not  to  wait  for  the  bacteriologic 
diagnosis,  if  that  child  has  not  had  previous  attacks 
of  croup,  but  get  the  antitoxin  into  the  child  at 
once,  because  a great  majority  of  such  cases  are 
truly  laryngeal  diphtheria,  and  that  is  the  type  of 
case  we  see  die  in  the  hospital,  coming  in  in  the 
late  stages,  and  dying  in  perfectly  frightful 
numbers. 

I am  a little  dubious  about  the  advice  of  giving 
antitoxin  intravenously,  I think  it  is  an  exceptional 
case  that  requires  it.  I would  hesitate  strongly 
and  I would  dislike  very  much  to  see  the  impres- 
sion go  out  that  the  average  internist  and 
pediatrician  advises  that  particular  route  of  the 
administration  of  antitoxn,  because  there  is  no 
question,  it  is  a dangerous  procedure  and  one  which 
sometimes,  unfortunately,  leads  to  extremely  tragic 
results. 

Dr.  Guthrie  (New  Orleans)  : Mr.  Chairman, 

there  is  one  little  point  that  I think  we  should 
make  clear,  before  this  assembly  adjourns,  and  that 
is,  if  there  is  any  time  after  infection  of  diph- 
theria remaining  untreated,  that  there  is  a point 
at  which  a commission  can  determine  that  myocar- 
ditis has  occurred.  The  notion  of  diphtheria  is  that 
myocarditis  begins  as  soon  as  the  toxins  circulate 
in  the  blood;  myocarditis  is  there  whether  we  can 
demonstrate  it  or  not. 

It  was  said,  this  afternoon,  we  should  wait  re- 
garding intubation  and  study  to  find  a point  where 
myocarditis  had  occurred,  and  then  do  something. 
That  is  not  good  teaching.  We  want  to  guard 
that  myocarditis,  because  it  is  as  sensitive  to  the 
treatment  of  toxin,  and  that  is  our  chief  guard. 
If  the  child  gets  well,  the  larynx  is  perfectly  satis- 
factory; he  may  be  a so-called  convalescent,  but 
from  the  internist’s  standpoint,  that  child  may  be 
enormously  damaged,  and  the  laryngologist,  or 
whoever  treated  the  child  in  the  acute  attack,  may 
have  made  a gross  failure,  even  though  the  child 
was  saved.  A child  saved  with  a damaged  myacar- 
dium,  through  delay  in  introducing  the  proper 
amount  of  antitoxin,  the  job  is  just  as  poor  a one 
as  if  the  child  had  died ; he  is  as  much  to  be  blamed, 
he  has  done  an  inartistic  piece  of  work.  We  have 
to  g'uard  that  myocardium  and  keep  the  integrity 
of  that  myocardium  in  mind  from  the  minute  we 
see  these  cases. 

Dr.  L.  R.  DeBuys  (New  Orleans)  : There  is  no 

excuse  for  anybody  to  have  diphtheria  now  with 
the  present  method  we  have  for  the  immunization 
of  individuals.  Everybody  should  be  immunized  if 
not  already  immune.  Those  of  us  who  allow  diph- 
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theria  to  develop  in  our  clientele  have  nobody  to 
blame  but  ourselves.  I know  of  no  immunizing 
agent  that  causes  so  little  reaction  and  inconve- 
nience to  the  individual  than  the  toxin-antitoxin 
employed  in  the  immunization  against  diphtheria. 

With  regard  to  finding  the  Kleb  Loeffler  bacilli 
in  the  throat  of  an  individual  who  is  not  ill  and 
who  has  no  clinical  evidences  of  the  disease  in  the 
upper  respiratory  tract,  or  systemic  reaction,  one 
or  two  explanations  are  to  be  considered,  either 
the  individual  is  taking  care  of  the  infection  and 
is  immunizing  himself,  or  the  individual  has  had 
the  active  disease  and  has  not  recovered  sufficiently 
to  free  himself  from  the  bacilli  and  is  looked  upon 
as  a carrier.  In  connection  with  the  former  in- 
stance the  studies  of  the  immunity  to  diphtheria 
will  hear  that  out.  It  has  been  shown  that  the 
higher  the  age  scale  the  smaller  the  percentage 
of  individuals  who  are  susceptible  to  the  disease. 
Those  individuals  who  have  never  had  the  active 
disease  and  who  give  a negative  Schick  test  have 
at  some  time  or  other  overcome  the  diphtheria 
bacilli  and  immunized  themselves.  On  the  other 
hand,  if  the  individual  who  has  had  the  disease 
and  who  still  has  diphtheria  bacilli  present  in  his 
throat  will  give  a negative  Schick  test  he  should 
be  looked  upon  not  as  a sufferer  of  the  disease  but 
as  a carrier  and  should  be  so  treated. 

Dr.  E.  B.  Godfrey  (Minden)  : As  a public 

health  worker,  I cannot  resist  the  temptation  to 
give  credit  to  Dr.  Lucas  for  his  excellent  paper, 
and  to  express  the  appreciation  of  the  full-time 
health  officer  of  this  State  for  the  information 
derived.  It  has  been  my  privilege,  as  well  as  that 
of  many  other  health  officers,  to  have  given  seven 
or  eight  thousand  immunizations  of  diphtheria, 
during  the  last  few  months. 

The  problem  that  comes  to  the  public  health 
worker  is  not  the  type  of  diphtheria,  it  is  the 
method  whereby  we  can  induce  the  children  and 
their  pai'ents  and  others  to  accept  the  antitoxin. 
The  human  element  side  comes  into  play. 

I live  in  Webster  Parish.  We,  unfortunately, 
have  in  our  parish  a great  many  members  of  that 
sect  known  as  the  “Holy  Rollers.”  A few  weeks 
ago,  two  children  died  in  the  northern  part  of  the 
parish,  due  to  the  fact  that  the  State  Board  had 
not  any  station  where  antitoxin  could  be  procured. 
One  physician  made  frantic  attempts  to  obtain 
antitoxin  in  order  to  save  the  children.  Now,  we 
have  a station  in  Minden.  I think  we  have  another 
in  a nearby  town,  so  none  of  the  physicians  need 
suffer  from  lack  of  proper  supplies. 

In  the  above  mentioned  section,  all  the  people 
belong  to  this  sect  known  as  the  “Holy  Rollers,” 
and  they  concluded,  after  this  death,  that  it  would 
be  advisable  to  accept  anything  that  the  health 


worker  might  promote.  I succeeded  in  not  only 
immunizing  one  hundred  and  seventy-seven  Holy 
Rollers,  but  I also  included  the  preacher  and  his 
family. 

Dr.  R.  T.  Lucas  (Shreveport)  : I wish  to  thank 

all  those  who  discussed  my  paper,  constructively 
and  destructively. 

Dr.  Bloom  asked  the  question  as  to  just  what  to 
do  with  carriers,  or  what  I do  with  carriers:  I 

cannot  give  the  correct  answer,  and  I do  not  think 
the  correct  answer  has  been  worked  out.  These 
cases  should  be  watched  very  carefully  and  kept 
in  isolation,  if  possible,  but  when  you  consider  the 
number  of  individuals  who  are  carriers  of  virulent 
diphtheria,  at  least  of  a diphtheria  bacillus,  (the 
virulous  test  is  rather  complicated  for  routine 
use)  why,  it  becomes  a very  hard  problem  to 
solve.  As  I said  in  the  paper,  when  possible, 
these  cases  should  have  a tonsillectomy  and,  in 
most  of  these  cases,  the  diphtheria  bacilli  disap- 
pear. 

As  to  susceptibility,  the  patient  I mentioned  was 
the  case  of  one  of  a family  of  negroes  at  Willard 
Parker  Hospital,  when  I was  working  there. 
Three  individuals  came  to  the  hospital,  one  of  the 
family  had  died  before  they  came  to  the  hospital. 
One  had  a fairly  severe  attack,  another  had  some 
form  of  paralysis,  and  the  particular  patient  that 
I just  mentioned  developed  almost  total  paralysis. 
We  seemed  to  find  there  rather  a family  suscept- 
ibility. That  may  have  been  a coincidence. 

I was  a little  misunderstood,  possibly  my  fault, 
about  putting  the  emphasis  on  the  clinical  diag- 
nosis rather  than  the  laboratory  diagnosis.  As  a 
matter  of  fact,  the  way  the  cultures  are  taken,  the 
way  the  majority  of  you  will  take  them,  you  are 
going  to  get  a certain  percentage  of  negative  cul- 
tures in  positive  diphtheria.  In  those  cases  if  there 
is  any  question  about  it,  those  patients  should  be 
given  antitoxin.  That  is  not  debatable  at  all.  If 
a culture  is  taken,  probably  you  may  have  to  dig 
under  the  membrane  and  cause  bleeding  before  you 
get  a positive  culture.  Nine  times  out  of  ten,  that 
is  not  done.  You  may  get  the  culture  on  the  sur- 
face of  the  membrane  and  it  may  be  positive.  If 
you  do  not  get  it,  it  does  not  mean  that  you  have 
not  got  diphtheria.  You  are  more  apt  to  get  a 
negative  culture  in  true  diphtheria  than  you  are 
to  get  a positive  culture  when  you  haven’t  got 
diphtheria.  There  may  not  be  such  exceptions,  but 
I maintain  that  thei’e  are  certain  cases  in  which  it 
is  extremely  hard  if  not  impossible,  even  for  a 
trained  man  to  find  the  diphtheria  bacilli  success- 
fully. 

The  further  along  I go,  the  sooner  I feel  in- 
clined to  intubate  a patient  with  laryngeal  diph- 
theria having  respiratory  difficulty.  These  in- 
dividuals have  two  or  three  signs  that  are  very  im- 
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portant.  As  is  usually  the  case  in  a child  of  one, 
two  or  three  years  of  life,  if  you  are  getting  all  the 
respiratory  muscles  brought  into  play,  if  the  pati- 
ent is  having  retraction  of  the  chest  wall,  if  the 
patient  is  showing  a certain  amount  of  cyanosis, 
that  patient  should  be  given  relief,  because  if  you 
do  not  give  relief,  the  relief  later  on  is  not  going 
give  the  results  that  it  should.  In  other  words, 
the  damage  to  the  heart,  as  Dr.  Guthrie  said,  has 
gone  on,  and  you  may  save  the  patient  for  the 
time  being,  but  you  cause  an  enormous  burden  on 
the  heart. 

It  is  the  custom  at  Willard  Parker,  to  routinely 
give  the  diphtheria  antitoxin  intravenously,  and 
out  of  quite  a large  percentage  of  cases,  I do  not 
remember  ever  seeing  a serious  reaction.  Of 
course,  they  do  occur,  but  I do  not  believe  your  re- 
action with  a clear  serum  that  has  no  lipoids  in 
it,  or  a minimum  amount  of  lipoids  will  give  you 
any  higher  percentag'e  of  reactions  than  it  will 
where  it  is  given  subcutaneously  or  intravenously. 

The  Research  Laboratories  were  putting  out  a 
refined  product  which  did  not  give  much  reaction. 
A number  of  houses  are  now  putting  out  a serum 
that  is  very  clear,  and  that  type  does  not  give  as 
much  reaction  as  the  serum  that  you  hold  up  and 
find  to  be  cloudy.  I think  that  covers  most  of  my 
subject. 


PTOSIS  SUPPORT  FOR  THE  VERY 
THIN  INDIVIDUAL.* 

A.  K.  DUNCAN,  M.  D.f 
New  Orleans. 

The  apparatus  about  to  be  described  for 
those  suffering  from  visceroptosis  was  in- 
tended and  primarily  designed  for  those 
presenting  a marked  scaphoid  abdomen 
when  lying  down.  A routine  examination 
in  the  erect  position  will  disclose  more 
cases  of  ptosis  in  these  individuals  than  is 
generally  suspected.  Others  with  more  fat 
within  the  abdomen  and  in  the  abdominal 
wall  are  often  entirely  relieved  by  the 
various  forms  of  belts,  with  and  without 
pads,  of  which  there  are  a sufficient 
variety  to  meet  practically  any  individual 
requirement. 


*Read  before  the  Orleans  Parish  Medical  Soci- 
ety, April  23,  1928. 

fAssociate  Professor  of  Surgery,  Post  Graduate 
School  of  Medicine,  Tulane  University.  Visiting 
Surgeon,  Charity  Hospital,  New  Orleans,  La. 


It  is  perfectly  true  that  rest  in  bed  with 
the  foot  of  the  bed  elevated  and  forced 
feeding  will  be  of  great  benefit  and  these 
means  should  be  used  to  their  greatest  ex- 
tent in  correcting  ptosis,  but  individuals 
will  be  found  who  cannot  afford  any  loss 
of  time  from  their  occupation,  and  this 
fact  led  to  the  design  of  the  first  of  these 
supports  in  March,  1923. 

The  patient  is  to  be  placed  in  a moderate 
Trendelenburg  position.  A plaster  bandage 
is  then  used  to  take  a cast  of  the  lower 
abdomen  from  just  above  the  umbilicus  to 
just  below  the  pubic  bone  and  laterally  to 
well  beyond  the  anterior  superior  spines 
and  iliac  crests.  The  bandage  is  passed 
back  and  forth  until  sufficient  thickness  is 
obtained,  molding  it  from  time  to  time  as 
in  the  making  of  a molded  splint.  When 
sufficiently  thick  and  before  the  cast  has 
set,  it  is  imperative  that  more  vigorous 
molding  be  done  over  the  crests  and  ante- 
rior superior  spines  to  exaggerate  to  some 
extent  their  imprints  on  the  cast.  The  cast 
is  kept  well  in  contact  with  the  abdomen 
and  molding  continued  as  described  until 
fully  set  and  then  removed. 

We  now  have  a negative  imprint  or  cast 
of  the  lower  abdomen  and  iliac  crests. 
When  this  is  dry,  it  is  turned  upside  down 
and  the  ends  boxed  in  forming  a mold 
which  is  poured  full  of  plaster  and  allowed 
to  set.  This  results  in  a positive  cast  of 
exact  reproduction  of  the  anterior  lower 
portion  of  the  trunk  of  this  particular  in- 
dividual when  laying  down.  Using  this  as 
a working  model,  a sheet  of  eighteen  (18) 
gauge  aluminum  is  laid  over  it  and  with  a 
hammer  worked  into  shape  until  it  exactly 
conforms  to  the  plaster  cast.  This  gives 
us  now  an  aluminum  cast  exactly  fitted  to 
the  individual  except  that  the  molding  over 
the  iliac  crests  and  spines  has  been  exag- 
gerated some,  as  advised  in  making  the 
negative  cast.  When  this  aluminum  cast 
is  fitted  on  the  patient  it  may  touch  but 
should  not  bear  heavily  on  the  bony  prom- 
inences. Now  to  trim  up  the  edges.  With 
the  aluminum  in  place  on  the  patient,  it  is 
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marked  out  to  fit  just  above  the  pubic 
bone  and  inside  the  groins  up  to  the  an- 
terior superior  spines  and  then  outward  to 
allow  two  to  three  inches  beyond  the  crests 
and  above,  along  the  line  across  the  abdo- 
men formed  when  the  patient  bend  for- 
ward. Note:  Allowance  must  be  made  for 
rolling  the  edges  when  finishing,  and  it  is 
well  to  have  the  patient  raise  each  thigh 
to  a horizontal  position  while  standing  on 
the  other  foot  to  be  sure  sufficient  clear- 
ance is  made  for  the  extensors  at  their 
attachments  to  the  spines.  Any  slight 
irregularity  in  the  fit  is  noted  and  cor- 
rected by  bending  or  use  of  the  hammer. 
The  edges  are  then  rolled  and  the  alum- 
inum polished.  It  may  also  be  perforated 
like  a salt  shaker  or  not  as  is  desired.  The 
usual  belt  attachments  of  non-elastic 
material  are  now  riveted  to  the  posterior 
edges  of  the  aluminum,  a bridle  formation 
being  satisfactory,  the  end  of  one  passing 
between  the  two  straps  from  the  opposite 
side  posteriorly  and  both  end  brought 
around  in  front  to  buckle.  When  this  is 
fitted  to  the  patient,  a point  will  be  formed 
in  the  midline  in  front  at  which  the  straps 
buckled  over  the  support  distribute  the 
pressure  evenly  and  comfortably  without 
tending  to  tip  the  support  above  or  below 
and  here  a flat  hook  is  to  be  riveted  and 
the  belt  slipped  under  it  to  keep  it  always 
in  place.  Hose  supports  or  perineal  straps 
may  be  attached  depending  on  the  build  of 
the  patient.  This  support  is  to  be  put  on 
before  arising,  the  patient  sleeping  with 
the  foot  of  the  bed  elevated,  or  after  get- 
ting in  the  knee  chest  position  and  then 
turning  on  the  back.  It  may  be  worn  next 
the  skin  or  over  a thin  undershirt  and  if 
properly  fitted,  it  is  not  only  not  uncom- 
fortable but  the  patient  will  wear  it  because 
they  are  comfortable  with  it  on.  It  is 
clean,  does  not  stretch  and  does  not  wear 
out.  It  is  easily  put  on  and  it  always  fits. 
(Some  changes  will  be  required  as  the 
patient  gains  weight,  but  they  are  quickly 
and  easily  made.)  Best  of  all,  when  the 
patient  stands  it  really  supports  the  vis- 
cera, including  the  kidneys,  ranking  next 


to  pregnancy  in  relieving  ptosis  in  women 
and  with  the  advantage  that  in  this  case 
it  is  equally  available  for  men.  As  it  cor- 
rects the  ptosis  it  relieves  the  constipation 
and  in  several  cases  albumenuria  due  to 
kidney  ptosis  and  also  the  multitude  of 
abdominal  pains  for  which  people  are 
often  unnecessarily  and  unsuccessfully 
operated  on.  With  proper  support  they 
can  be  put  up  and  about  and  they  can  eat 
again  without  distress,  thereby  gaining 
much  needed  weight  and  strength  and 
eventually  are  cured  and  able  to  discard 
the  artificial  support. 

I have  not  attempted  to  use  this  as  a 
cure-all,  reserving  it  for  the  type  of  case 
mentioned  at  the  beginning  of  this  article 
and  so  far  it  has  proven  most  satisfactory 
in  my  hands  and  in  the  hands  of  others 
here  who  have  used  it  in  similar  cases. 

Thanks  are  due  to  Mr.  Frank  DeMandre 
of  the  Surgical  Supply  Company  for  aid  in 
working  out  various  mechanical  steps  in 
the  execution  of  this  idea  and  it  will  be  of 
interest  to  some  to  know  that  the  cost  of 
material  and  labor  in  making  and  fitting 
of  this  support  will  amount  to  about 
$17.00,  as  it  is  very  simple  after  a little 
practice. 

A thorough  search  of  the  literature  has 
not  been  made  but  a superficial  examina- 
tion has  not  revealed  any  article  in  which 
this  idea  for  correction  of  ptosis  has  been 
mentioned. 

DISCUSSION. 

Dr.  A.  E.  Fossier  (New  Orleans) ; Dr.  Duncan 
has  broached  a topic  of  exceedingly  great  inter- 
est and  importance.  Visceroptosis  is  a condition 
of  frequent  occurrence  which  the  diagnostician 
must  recognize  in  order  to  help  or  cure.  I do 
not  believe  in  the  use  of  trusses,  as  such,  in  the 
treatment  of  visceroptosis  because  frequently  they 
exert  pressure  where  it  is  least  required  and  may 
cause  injury  to  the  patient.  It  often  occasions  a 
certain  amount  of  adhesions,  local  irritation  and 
hardness  of  the  skin. 

Such  drastic  measures  are  not  necessary  for 
the  correction  of  visceroptosis.  The  bandage  will 
do  the  work  without  these  inconveniences.  A sup- 
porter is  necessary  in  the  treatment  of  Glenard’s 
disease,  in  fact  these  patients  feel  the  necessity 
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for  its  use.  The  patients  request  it.  I have  often 
been  asked  by  them,  “Doctor,  give  me  something 
to  hold  up  my  abdomen  and  I am  sure  it  will  make 
me  feel  better.”  Furthermore,  every  drugstore 
and  surgical  instrument  shop  has  some  type  of 
abdominal  snport  for  sale.  The  medical  journals, 
as  well  as  the  lay  journals,  carry  all  kinds  of 
advertisements  advocating  its  use.  Unfortunately, 
many  of  these  do  not  fulfill  the  individual  re- 
quirements of  the  patient,  and  are  therefore  of 
no  value.  For  one  hundred  years  they  have 
been  in  use.  Glenard,  after  whom  the  disease 
was  named,  revived  the  question  at  the  end  of  the 
eighties  and  devised  a bandage  or  supporter  for 
the  correction  of  these  conditions.  Corsets,  trusses 
and  various  other  appliances  give  more  or  less 
good  results.  The  object  of  the  supporter  is  to 
not  only  raise,  but  to  maintain  in  a lifted  posi- 
tion the  abdominal  viscera.  The  belt,  bandage 
or  supporter  can  be  used  to  much  advantage  in 
cases  of  visceroptosis.  We  must  not  depend  on 
the  bandage  alone  to  correct  visceroptosis:  if 

we  do  not  have  sufficient  strength  of  abdominal 
muscle  a supporter  is  indicated  until  such  time 
that  diet  and  exercise  will  augment  the  tone  of 
these  muscles. 

The  true  test  of  a supporter  is:  It  must  lift  up 
the  abdomen  by  exerting  pressure  upward  and 
backward,  and  only  a few  of  the  commercial 
supporters  have  this  qualification.  As  a rule  they 
exert  in  all  directions  except  inwardly  and  up- 
wardly. The  supporter  designed  by  Dr.  Lerch  of 
this  city  has  in  my  opinion,  given  the  best  results 
in  the  treatment  of  splanchnoptosis.  Visceropto- 
sis is  not  confined  to  the  thin  individual,  we  find 
it  also  in  the  obese,  and  a fat  abdomen  can  be 
supported  as  well  as  an  emaciated  abdomen.  After 
a while,  when  the  muscles  have  been  strengthened, 
the  visceroptosis  gradually  disappears,  the  sup- 
porter can  be  dispensed  with. 

Dr.  P.  A.  Mcllhenny  New  Orleans) : I agree 

with  Dr.  Duncan  in  practically  all  that  he  says. 
I think  the  majority  of  visceroptotic  individuals 
start  in  early  childhood.  Sometime  ago  Gold- 
waithe  called  our  attention  to  this  possibility. 
Many  years  ago  G.  E.  Davis  of  Philadelphia  gave 
us  what  is  now  known  as  Davis’  line.  In  the  erect 
position  (illustrating  where  Davis’  line  would  pass 
in  the  normal  person  in  erect  position,  and  where 
in  the  visceroptotic  individual)  the  mastoid  is 
here,  the  shoulder  here,  the  great  trochanter  here, 
the  knee  here  and  the  calcaneal-cuboid  here;  while 
in  the  individual  with  a hollow,  rounded  back  and 
rounded  abdomen,  you  find  the  mastoid  here,  the 
shoulder  here,  the  hip  here,  the  knee  here  and 
the  calcaneal-cuboid  here.  This  position  tends  not 
only  to  abdominal  ptosis,  but  to  thoracic  ptosis  as 
well. 

The  responsibility  rests  on  the  general  practi- 
tioner in  examining  the  children  early  in  life  to 


see  that  through  a faulty  posture  they  are  not 
allowed  to  develop  into  visceroptotics.  See  that 
they  assume  and  maintain  the  proper  position.  It 
has  been  remarkable  to  me,  in  examining  school 
children,  to  observe  the  faulty  attitude  assumed 
by  so  many  of  these  little  children  and  unless  this 
mal-position  is  corrected  you  may  rest  assured 
that  as  they  grow  and  take  up  their  occupations 
they  are  going  to  suffer  from  visceroptosis.  But 
if  you  correct  this  faulty  attitude  in  early  child- 
hood the  individual  will  grow  to  a point  where 
they  will  not  need  a belt  or  truss. 

Dr.  I.  M.  Gage  (New  Orleans)  : The  belt  de- 

scribed by  Dr.  Duncan  is  probably  the  best  me- 
chanical support  for  visceroptosis  on  the  market 
today.  Of  course  in  treating  visceroptosis  it  is  a 
well  known  physiological  fact,  that  to  restore  the 
viscera  to  their  normal  position,  the  abdominal 
muscles  must  be  kept  in  good  physiological  tone  as 
well  as  there  must  be  an  increased  amount  of 
fatty  tissue  stored  in  the  mesentery.  To  accom- 
plish this  patients  must  take  exercise  and  take 
rest  periods  and  forced  feedings. 

On  account  of  economic  conditions  this  is  im- 
possible in  the  majority  of  cases  therefore  a me- 
chanical support  of  some  type  must  be  used  in 
conjunction  with  exercise  and  so  forth  until  the 
patient  is  in  such  a condition  that  there  is  a 
normal  status  present.  All  of  this  can  be  most 
efficiently  carried  out  by  the  use  of  the  prescribed 
belt  as  well  as  the  other  treatment  outlined  by 
Dr.  Duncan. 

In  the  meantime  the  patient  is  completely  re- 
lieved of  her  symptoms. 

I have  only  had  the  pleasure  of  using  this  belt 
in  two  cases,  but  have  had  the  pleasure  of  see- 
ing both  patients  completely  relieved  of  hema- 
turia, constant  backache  and  vomiting  which  was 
the  result  of  visceroptosis. 

I heartily  endorse  the  Duncan  belts  with  the 
muscular  exercises  advised  by  him. 

Dr.  A.  K.  Duncan  (closing) : I purposely  did 

not  bring  in  any  discussion  on  visceroptosis  in 
my  paper,  because  I felt  sure  it  would  be  taken 
up  in  the  discussions  that  followed  and  that  there 
would  be  very  little  said  of  the  belt  proper. 

I think  Dr.  Fossier  missed  the  point.  I did  not 
claim  that  other  belts  were  no  good,  but  that  with 
certain  thin  types  of  individuals  they  do  not 
fill  the  bill.  He  missed,  too,  I think,  the  advan- 
tages of  the  belt  that  I described — that  it  is  a 
cast  taken  of  the  patient  when  lying  down,  the 
normal  position  for  that  abdomen;  it  does  not 
press  in  vital  places  or  hurt  the  skin,  merely 
holds  the  abdomen  in  normal  position  so  that  when 
the  patient  stands  up  she  stays  put.  Belts  and 
pads  force  the  abdomen  into  a shape  it  should 
not  be.  With  this  belt  there  is  no  bulging  in 
any  place,  no  elasticity  to  make  pressure  and 
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whether  the  patient  is  lying  down  or  standing 
up  the  abdomen  is  in  the  same  position.  These 
are  the  advantages  that  I claim  for  the  belt. 

It  does  not  answer  for  a fat  individual;  does 
not  answer  for  the  great  majority  and,  as  I 
said  in  the  paper,  it  is  not  a “cure  all.”  There 
are  only  a certain  amount  that  require  a belt 
of  this  pattern,  usually  a very  thin  abdomen  of 
the  scaphoid  type,  which  does  not  touch  the  sup- 
port when  lying  down  and  which  has  to  bulge 
at  least  two  inches  before  it  does  touch  when 
in  the  upright  position,  and  when  the  patient 
does  stand,  receives  the  proper  support. 

Dr.  Gage’s  experience  with  these  supports  has 
been  the  same  as  mine.  I tried  various  belts  on 
a very  poor  individual  who  could  not  afford  to 
stop  working,  but  none  of  them  gave  any  relief. 
She  could  not  eat  and  vomited  all  the  time.  Since 
she  has  been  wearing  this  type  of  belt  her  im- 
provement is  marked  and  she  continues  to  gain 
weight;  her  present  weight  is  135  pounds. 

I did  not  go  into  all  the  belt  difficulties,  merely 
gave  a resume  of  the  conclusions  we  have  reached 
now.  With  the  moulding  as  a model  for  the  sup- 
port it  absolutely  fits;  it  is  very  light  and  does 
not  give  the  patient  corns  on  the  abdomen  or  any- 
thing of  that  kind. 

Dr.  Mcllhenny’s  point  about  posture  is  well 
taken.  We  do  not  put  this  belt  on  and  discard 
everything  else,  but  see  to  it  that  the  patient  is 
properly  fed  and  takes  abdominal  exercises  to 
strengthen  these  muscles.  I think  I brought  out 
that  the  object  was  to  put  these  people  in  condi- 
tion where  they  did  not  require  a truss  or  support. 
Not  a cure  all,  merely  an  abdominal  support,  but 
that  proportion  who  need  it  are  certainly  bene- 
fitted  by  it  as  by  no  other  belt  used  for  these  in- 
dications. 


THE  PATIENT  PAYS  THE  PIPER.— More 
moderate-priced  hospital  beds  will  help  to  re- 
lieve the  present  high  nursing  charges,  and  bet- 
ter organization  of  nursing  service  with  avail- 
able part-time  nurses  coming  from  a community 
center  will  mitigate  the  excessive  cost  of  private 
nursing  in  the  home.  For  smaller  communities 
the  community  hospital  and  health  center  with 
community  nursing  service  will  do  much  toward 
providing  more  adequate  relief  at  reduced  ex- 
pense. The  public  wants  and  deserves  good 
medical  care  at  a lower  cost.  The  physician 
wants  and  deserves  an  assured  income  and  a 
comfortable  living  as  a recompense  for  his  ser- 
vices. Earnest  efforts  are  being  made  for  the 
attainment  of  this  millennium,  but  let  us  not  for- 
get that  our  annual  bill  for  patent  medicines  still 
runs  into  the  millions,  and  that  we  are  still  sup- 
porting a host  of  cultists,  quacks,  and  irregular 
practitioners. — Garland,  Joseph:  The  Indepen- 

dent, Sept.  15,  1928,  p.  255. 


THE  USE  OF  LIPIODOL  AS  AN  AID 
TO  DIAGNOSIS  OF  NASAL 
SINUS  CONDITIONS.* 

A PRELIMINARY  REPORT. 

A.  I.  WEIL,  M.  D., 

AND 

W.  F.  HENDERSON,  M.  D.f 
New  Orleans. 

This  is  a preliminary  report  to  put  on 
record  a line  of  investigation  which  we 
have  been  undertaking  during  the  past  six 
months.  Although  it  is  too  early  to  draw 
any  definite  conclusions  we  have  neverthe- 
less gone  far  enough  with  the  work  to  feel 
that  it  will  prove  to  have  a very  definite 
value  from  an  anatomical,  a pathological 
and  a diagnostic  standpoint. 

The  process  of  injecting  the  sinuses  of 
dried  skulls  with  an  opaque  material  such 
as  bismuth  paste,  molten  metal  and  the  like 
and  making  radiograms  of  the  skulls  so 
injected  in  determining  anatomical  data, 
landmarks  and  anomalies  is  old  and  has 
been  of  much  value  in  mapping  out  radio- 
logically  the  anatomical  relations  of  the 
various  sinuses  with  the  nose  and  the  skull. 
It  is  this  method  which  was  used  by 
Granger  in  determining  his  sphenoid  out- 
lines and  landmarks. 

It  occurred  to  us  that  in  lipiodol  we  have 
an  admirable  medium  with  which  we  could 
inject  the  sinuses  of  the  living  and  with 
roentgen-ray  obtain  valuable  information 
as  to  their  anatomy,  pathology  and  diag- 
nosis. The  sinuses  which  lend  themselves 
most  readily  to  this  method  of  investiga- 
tion are  the  antrum  and  the  sphenoid,  and 
our  work  has  been  practically  limited  to 
those  sinuses.  We  have  had  no  frontals  up 
to  now  which  seemed  to  require  this  pro- 
cedure but  doubtless  some  will  occur  and 
there  is  no  reason  why  it  should  not  be 
applicable  to  any  frontal  into  which  a 
probe  can  be  passed. 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, June  25th,  1928. 

fFrom  the  Departments  of  Radiology  and  Oto- 
laryngology of  the  Touro  Infirmary. 
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It  must  be  understood  that  we  do  not 
profess  to  be  the  first  to  use  lipiodal  in  the 
sinuses.  That  procedure  has  been  used  by- 
others  as  well  as  by  ourselves  for  a long 
time  in  occasional  cases.  What  we  are 
advocating  is  its  systematic  and  routine 
use  in  sinus  diagnosis  just  as  we  have 
heretofore  used  the  simple  roentgen-ray. 

The  lipiodol  is  introduced  into  the  an- 
trum through  a Douglas  canula  just  as  one 
would  use  it  in  making  a trial  puncture  of 
the  antrum.  The  method  is  extremely  sim- 
ple and  presents  no  difficulty  whatever. 

The  sphenoid,  on  the  other  hand,  is  a 
little  more  difficult  to  enter,  and  indeed  it 
is  not  always  possible  without  preliminary 
surgical  procedure  to  introduce  a canula 
into  the  sphenoid  and  obtain  a satisfactory 
filling  with  lipiodol.  Sometimes  we  think 
we  are  in  the  sphenoid  for  we  feel  the 
canula  pass  into  a large  cavity  in  the 
region  of  the  sphenoid  through  a 
small  opening,  which  was  thought  to 
be  the  natural  sphenoid  opening,  and 
it  is  felt  quite  surely  that  the  canula 
was  in  that  cavity,  but  the  injection  of  the 
lipiodol  shows  very  definitely  that  the 
canula  was  in  a large  posterior  ethmoid 
cell,  or  in  some  cases  pictures  of  the  canula 
in  place  show  that  it  was  in  no  cavity  at 
all.  It  is  easily  conceivable  that  in  operat- 
ing such  a case  we  might  think  we  have 
curetted  out  a sphenoid  sinus  when  as  a 
matter  of  fact  we  have  not  entered  the 
sphenoid  at  all  but  have  curetted  out  a 
large  posterior  ethmoid  cell  in  that  region. 
We  may  in  consequence  be  disappointed  in 
not  getting  the  beneficial  results  we  antici- 
pated. This  may  be  the  case  particularly 
when  the  sphenoid  alone  is  operated  and  not 
the  posterior  ethmoid  cells  also,  for  after  a 
complete  middle  turbinectomy  and  poste- 
rior ethmoidectomy  it  is  not  so  easy  to  be 
deceived  as  to  entrance  into  the  sphenoid. 
However,  these  experiences  revealed  a dis- 
tinct possible  source  of  error.  It  is  certain 
that  in  some  without  this  preliminary  pro- 
cedure we  may  be  mistaken  when  we  think 
we  have  curetted  the  sphenoid  wheras  we 


have  been  only  in  the  posterior  ethmoid 
cells.  We  are  showing  several  slides  in 
which  this  possibility  is  apparent.  I think 
in  view  of  these  facts  we  are  justified  in 
saying  that  where  the  operative  findings 
are  at  variance  with  the  roentgen-ray  find- 
ings they  should  be  checked  up  by  this 
method  in  order  to  be  sure  that  the 
sphenoid  was  really  operated. 

Other  anatomical  peculiarities  and  anom- 
alies have  been  disclosed  by  this  method 
which  might  lead  to  error  in  diagnosis  or 
in  surgical  procedure.  For  instance,  we 
have  seen  several  cases  in  which  there  is 
a very  marked  difference  in  the  size  of  the 
sphenoids  on  the  two  sides  and  in  which  the 
sphenoid  on  one  side  extends  well  beyond 
the  median  line  on  the  other  side.  We  are 
showing  a picture  of  one  such  case,  and  it 
is  apparent  from  this  view  how,  in  operat- 
ing a sphenoid  on  the  left  side,  for  instance, 
we  might  enter  the  right  sphenoid  or  vice- 
versa.  Another  anomaly  we  are  showing 
is  a case  where  both  sphenoids  were  en- 
tirely filled  with  lipiodol  from  injecting  one 
side.  This  is  explained  by  the  fact  that 
there  is  a dehiscence  in  or  absence  of  sep- 
tum between  the  two  sphenoids,  thus 
making  them  into  one  large  cavity.  An 
analagous  condition  is  sometimes  found  in 
the  frontal  sinus.  In  such  cases  an  em- 
pyema of  the  sphenoid  on  one  side  might 
easily  cause  ocular  or  other  symptoms  on 
the  opposite  side. 

A further  condition  disclosed  are  those 
large  enclosed  posterior  ethmoid  cells  as 
large  as  a sphenoid  sinus  and  situated  as 
far  back  in  the  nose.  We  are  showing  sev- 
eral such.  This  condition  is  of  peculiar 
interest  as  showing  how  easily  we  may  be 
deceived  if  we  attempt,  as  has  been  recom- 
mended by  some,  to  decide  that  we  are  in 
the  sphenoid  by  measuring  with  a grad- 
uated probe,  either  inside  or  outside  the 
nose,  the  depth  to  which  the  probe  has 
penetrated.  We  are  showing  one  case  in 
particular  where  the  large  posterior 
ethmoid  cell  extends  posteriorly  quite  to 
the  depth  of  the  sella  turcica,  and  if  we 
judged  from  the  depth  alone  we  should 
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feel  quite  certain  that  we  were  in  the 
sphenoid.  We  are  forced  to  the  conclusion 
from  these  observations  that  such  a method 
of  orientation  is  faulty. 

Surgical  accidents  in  sphenoid  operations 
have  been  reported  from  time  to  time  in 
which  the  instrument  was  inadvertently 
introduced  into  the  meninges  and  cranial 
cavity,  with  or  without  a subsequent  men- 
ingitis or  brain  infection.  We  feel  that 
preliminaiy  method  of  investigation  may 
tend  to  lessen  the  likelihood  of  such  an 
accident.  At  any  rate,  it  is  worth  the 
attempt. 

PATHOLOGY  AND  DIAGNOSIS. 

In  some  cases  of  antrum  affection  we 
have  the  experience  that  though  the  Doug- 
las canula  is  in  the  antrum  we  cannot  force 
any  fluid  through.  One  such  case  is  being 
presented.  With  the  Douglas  canula  in 
place  lipiodol  was  injected  and  the  subse- 
quent radiograph  showed  that  though  the 
canula  entered  the  antrum  the  only  lipiodol 
visable  were  a few  drops  trickling  back 
along  the  needle  tract,  into  the  nose.  A 
diagnosis  was  made  of  a tumor  mass  com- 
pletely filling  the  antrum  which  diagnosis 
was  subsequently  confirmed  by  operation. 
After  removal  of  the  tumor  the  antrum 
could  be  well  filled  with  lipiodol.  In  this 
connection  it  might  be  mentioned  that  in 
controlling  our  results  after  antrum  oper- 
ation we  experienced  some  difficulty  in 
retaining  the  lipiodol  in  the  antrum  long 
enough  to  make  a picture.  As  we  all  know, 
after  the  radical  antrum  operation  a very 
large  opening  into  the  nose  is  left.  The 
lipiodol  ran  out  into  the  nose  through  this 
large  opening  as  fast  as  it  was  injected 
and  radiograms  showed  no  lipiodol  remain- 
ing into  the  antrum.  This  difficulty  was 
obviated  in  the  above  case  by  placing  the 
head  in  a lateral  position,  operated  side 
down  on  the  plate  and  making  the  picture 
at  once  with  the  head  in  this  position  and 
the  needle  in  place  before  the  lipiodol  could 
escape.  This  method,  however,  for  obvious 
reasons  is  not  desirable,  and  in  later  cases 
at  the  suggestion  of  Dr.  Henderson  we  suc- 
ceeded in  retaining  the  lipiodol  in  the 


antrum  in  spite  of  the  large  nasal  opening 
by  packing  the  inferior  meatus  around  the 
canula  with  wet  gauze.  This  completely 
filled  the  large  nasal  opening  and  the 
lipiodol  was  retained  in  place  by  the  gauze 
so  that  the  radiogram  could  be  made  in  the 
normal  position.  This  method  has  proven 
very  satisfactory. 

Other  cases  of  antrum  infection  showed 
greatly  thickened  membrane  without  the 
presence  of  polyps,  while  others  showed  dis- 
tinct evidence  of  polyp  formation.  With- 
out the  lipiodol  injections  it  is  practically 
impossible  to  differentiate  between  these 
two  condtions.  Also  injections  are  very 
illuminating  in  those  cases  of  antrum  in- 
volvement in  which,  though  there  is  a dis- 
tinct darkness  of  the  antrum  both  with  the 
roentgen-ray  and  transillumination  the 
fluid  from  the  trial  puncture  returns  per- 
fectly clear.  The  lipiodol  enables  us  to 
differentiate  between  merely  thickened 
membrane,  polyp  and  tumors  of  the  antrum 
as  a cause  of  the  darkness. 

In  the  sphenoid  the  simple  roentgen-ray 
may  show  a cloudiness  of  that  cavity  or  a 
thickening  of  the  bony  wall  suggesting 
hyperplastic  sphonoiditis  but  it  does  not  per- 
mit of  a differential  diagnosis  between  thick- 
ened mucous  membrane,  hyperplasia,  polyp 
or  simple  pus  in  the  sphenoid.  It  may  give  us 
a suggestion,  but  the  lipiodol  as  we  show 
allows  us  quite  definitely  to  differentiate 
these  conditions  and  guide  us  in  deciding 
on  proper  treatment.  So  far  our  lipiodol 
findings  have  agreed  quite  well  with  the 
tentative  diagnosis  of  the  simple  roentgeno- 
gram. We  have  not  up  to  the  present  time 
had  sufficient  operative  cases  in  the 
sphenoid  to  say  how  well  they  will  check 
up  with  the  lipiodol  preoperative  findings 
but  will  doubtless  be  able  to  report  on  that 
at  a later  date.  We  have  as  yet  had  no 
tumors  of  the  sphenoid  and  cannot  with 
certainty  speak  on  that  point.  We  are  of 
the  opinion,  however,  that  the  lipiodol 
would  enable  us  to  diagnose  such  a 
condition. 
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We  have  not  used  the  Proetz  displace- 
ment method  of  filling  the  posterior 
sinuses  with  lipiodol  for  that  method  fills 
most  of  the  sinuses  indiscriminately  and 
does  not  give  us  the  very  information  we 
are  often  seeking  as  to  entering  the 
sphenoid  and  its  distinction  from  the  pos- 
terior ethmoid  cells. 

We  have  used  the  Granger  position  and 
the  Granger  landmarks  in  most  of  our 
sphenoid  work  and  have  on  the  whole 
found  them  very  reliable  and  satisfactory. 

It  must  be  emphasized  in  closing  that 
this  is  only  a preliminary  report.  A great 
deal  further  work  will  be  necessary  and 
many  more  observations  made  before  we 
can  conclude  definitely  as  to  the  absolute 
value  of  the  method  and  the  various  con- 
ditions in  which  it  is  applicable.  One 
conclusion,  I believe  we  are  already  justi- 
fied in  making.  Though  the  various 
anatomical  peculiarities  and  variations 
which  we  have  described  are  not  new  but 
have  been  known  for  a long  time  to  exist 
in  occasional  cases,  we  have  heretofore  had 
no  method  of  determining  in  just  which 
patients  they  might  be  present.  The  use 
of  lipiodol  enables  us  to  determine  this  and 
so  guide  us  beforehand  in  diagnosis  and 
treatment. 

DISCUSSION. 

Dr.  H.  L.  Kearney;  Dr.  Henderson  spoke  of 
using  other  substances  than  lipiodol  in  the  injec- 
tion of  the  sinuses  for  outline.  Some  three  or 
four  years  ago,  in  a case  of  chronic  frontal 
sinusitis,  I used  a 20  per  cent  solution  of  sodium 
iodide.  In  the  one  case  in  which  I used  it  I found 
the  substance  impractical  because  it  was  not 
sufficiently  radio-opaque  to  outline  clearly  the 
paranasal  sinuses.  Bismuth  subcarbonate,  bromin- 
ized  oils  and  many  other  preparations  have  been 
brought  out  from  time  to  time,  all  of  less  den- 
sity than  lipiodol.  Lipiodol  is  the  ideal  substance 
to  use  for  determination  of  pathology  by  roent- 
gen-ray study.  A substance  must  be  sufficiently 
radio-opaque  to  produce  clear  outlines  of  the 
sinuses  in  the  bones  of  the  skull. 

From  a practical  standpoint  Drs.  Henderson 
and  Weil  have  covered  their  subject  pretty  thor- 
oughly. Their  instructions  in  regard  to  intra- 
nasal measurements  and  explanations  how  to  dis- 
criminate in  diag'nosing  pathology  of  the  mucous 
lining  of  the  sinuses,  the  hyperplasias  from  poly- 


poid conditions,  etc.,  is  very  interesting.  This 
method  of  outlining  the  sinuses  and  other  anato- 
mical structures  is  going  to  be  of  great  service 
and  to  the  rhinologist  especially  should  prove  of 
inestimable  value. 

Dr.  L.  J.  Menville:  In  the  study  of  obscure 

conditions  the  roentgen-rays  have  been  used  over 
a long  period  of  time  and  particularly  as  an  aid 
in  sinus  infection  it  has  proved  of  considerable 
value.  Among  the  technic  devised  by  eminent 
radiologists,  with  reference  to  the  study  of  sinus 
conditions,  we  might  mention  the  work  of  Dr. 
Granger  as  one  of  the  outstanding  features. 

Dr.  Forestier  of  France  was  the  first  physician 
to  use  lipiodol  as  a diagnostic  agent  and  used 
particularly  in  diagnosing  bronchiectasis,  later  em- 
ployed by  others  in  diagnosing  sinus  pathology. 
Because  of  its  high  absorbability  rate  lipiodol 
creates  a shadow  distinguishable  from  any  over- 
lapping shadows  of  lesser  density. 

I believe  that  this  method  is  going  to  fill  a long- 
felt  want,  enlighten  us  in  regard  to  obscure  con- 
ditions and  be  of  great  assistance  to  us  in  our 
research  work.  It  gives  us  a roentgenogram 
readily  interpreted  by  roentgenologist  and  physi- 
cian. Potentially  it  seems  to  me  to  have  great 
promising  value  as  a practical  diagnostic  measure, 
and  wish  to  congratulate  the  authors  and  believe 
them  too  modest  in  their  claims.  I would  like  to 
follow  up  this  work  of  Drs.  Henderson  and  Weil, 
which  I am  sure  will  come  to  a most  successful 
issue. 

Dr.  M.  Earle  Brown:  Within  the  past  few 

years  it  has  been  my  privilege  to  study  the 
various  methods  used  in  assisting  radiologists  in 
determining  evidence  of  diseases  within  the  para- 
nasal sinuses.  The  pictures  presented  tonight  are 
interesting,  well  taken,  artistic  and  represents 
diligent  study,  yet  the  method  is  not  new  and 
must  necessarily  be  instituted  with  more  or  less 
danger  to  the  patient.  At  least  the  method  re- 
quires the  performance  of  a surgical  operation 
requiring  skillful  technic,  which  even  then  is  some- 
times wrought  with  danger. 

Van  Osdol  in  reviewing  the  literature  of  opaque 
solutions  injected  into  the  sinuses  for  diagnostic 
purposes,  commences  as  far  back  as  1902  with  the 
old  aqueous  mixture  of  lead  sulphate  as  used  by 
Moritz  Weil,  and  the  injections  of  bismuth  by 
Beck  and  Ramdoher  in  1919,  and  the  work  of 
Brunetti  and  Filippini  in  1924.  Van  Osdol  in  1925 
with  neosilvol  verified  the  existence  of  antral 
polyp  and  continued  with  his  injections  of  neo- 
silvol up  to  March,  1925,  when  Reverchon  and 
Worms  reported  their  work  with  iodized  oil  in- 
jected into  the  sinuses,  then  he  commenced  using 
lipiodol. 
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Proetz  of  St.  Louis  has  done  considerable  work 
with  lipiodol  injections  and  exhibited  a most 
creditable  display  at  Milwaukee  in  1926.  He  de- 
pends upon  the  position  of  the  head  to  fill  the 
sinuses  for  diagnostic  purposes. 

As  very  little  is  found  in  the  literature  upon 
this  subject,  one  wonders  why  such  a procedure 
should  be  necessary  to  establish  a link  in  the 
diagnostic  chain  of  sinus  pathology.  As  the 
Granger  position  shows  definite  changes  in  the 
sphenoid,  and  an  interpretation  by  him  in  over 
four  hundred  cases  demonstrates  his  ability  to 
differentiate  opacities,  due  to  hyperplastic  condi- 
tions and  those  due  to  pus  and  polyp. 

Dr.  Homer  Dupuy:  At  Charity  Hospital,  in 

co-operation  with  Dr.  Granger  and  his  staff,  we 
carried  out  a series  of  experiments  in  the  appli- 
cation of  iodized  oils.  Thus  far  we  are  not  very 
enthusiastic.  Dr.  Weil  has  stressed  the  possible 
advantage  of  tracing  the  paranasal  sinuses  with 
lipiodol.  This  is  much  to  be  desired,  and  yet  I 
cannot  say  that  we  have  succeeded  in  bringing 
out  the  exact  position  and  contour,  especially  of 
the  posterior  ethmoid  cells. 

Without  crediting  me  with  priority  in  the  meas- 
urement from  the  anterior  nasal  spine  to  the 
anterior  wall  of  the  sphenoid  sinus,  by  way  of 
a perfect  lateral  roentgenogram  of  the  skull.  Dr. 
Weil  referred  unfavorably  to  the  method.  There- 
fore, I am  on  the  defense,  without  getting  away 
from  the  matter  of  discussion  before  us.  To  enter 
the  sphenoid  through  its  ostium,  or  anatomical 
opening,  is  not  always  easy,  or  even  feasible.  If 
we  are  compelled  to  resort  to  puncture  method  for 
introducing  the  oil,  therein  lies  the  danger.  The 
sphenoid  is  too  much  of  a danger  zone  to  forcibly 
enter  it  without  highly  approximate  measurements 
to  the  anterior  wall.  (Roentgen-ray  picture.) 
This  is  from  Charity  Hospital.  Lipiodol,  intro- 
duced into  sphenoid  sinus  without  previous  Roent- 
gen-ray lateral  measurements,  is  shown  as  having 
entered  the  cranial  cavity.  Many  globules  are 
seen  at  the  base  of  the  skull,  under  the  dura. 
Without  previously  known  distances  the  needle 
entered  the  roof  of  the  sphenoid,  which  is  formed 
by  the  sella  turcica.  Strict  attention  to  my  meas- 
urements might  have  avoided  this  unexpected  re- 
sult. This  is  ample  proof  that  there  is  an  element 
of  danger  in  the  use  of  lipiodol,  especially  when 
applied  to  the  sphenoid  sinus. 

Now,  it  seems  to  me  that  with  the  Granger 
method  of  diagnosing  sphenoiditis,  we  are  ap- 
parently equipped  with  a rather  dependable 
method.  Then  why  resort  to  other  measures 
which  are  unquestionably  fraught  with  decided 
danger.  (Picture  by  Dr.  Dupuy.) 

Dr.  Amedee  Granger:  The  presentation  of 

Drs.  Weil  and  Hendei'son  is  very  interesting  and 


I can  see  a distinct  use  for  the  method  in  dem- 
onstrating the  existence  of  pathology  in  the 
sphenoids. 

I can  even  see  where  it  might  assist  in  making 
a differential  diagnosis,  but  I must  say  frankly 
that  personally  I have  not  found  it  necessary  to 
use  lipiodol  to  do  so,  and  that  I have  been  able  in 
the  last  five  years  to  differentiate  pus  from  hyper- 
plasia, and  these  two  from  a polypoid  condition, 
in  the  radiographs  made  in  my  position  without 
any  trouble. 

I have  seen  and  diagnosed  six  cases  of  tumors 
of  the  sphenoid;  by  a careful  study  of  radiographs 
made  in  my  positions,  including  a 7 foot  lateral 
view  without  the  injection  of  lipiodol. 

We  made  use  of  the  lipiodol  injection  in  a num- 
ber of  cases  in  which  the  existing  pathology  had 
already  been  diagnosed  by  my  method  and  merely 
obtained  a confirmation  of  the  diagnosis.  I think 
with  Dr.  Dupuy  that  the  injection  of  lipiodol  into 
the  sphenoid  is  not  without  danger.  I saw  the 
case  reported  by  him  and  remember  vividly  the 
terrible  pain  this  patient  had  for  a period  of  over 
a week:  first  intense  headache,  then  pain  in  the 
neck,  and  finally  pain  in  the  back  and  lower 
lumbar  region,  which  persisted  for  four  or  five 
days. 

Dr.  W.  F.  Henderson  (closing) : The  point 
which  has  been  brought  out  in  discussion  tonight 
with  reference  to  the  accuracy  of  different  tech- 
niques in  arriving  at  a correct  diagnosis  holds 
good  when  the  interpretation  is  made  by  the  origi- 
nator and  perhaps  a few  roengenologists,  but 
these  methods  have  not  a universal  application, 
so  that  every  physician  is  not  in  a position  where 
he  can  go  indiscriminately  to  any  radiologist  and 
secure  an  answer  which  is  satisfactory. 

We  are  trying  to  find  something  which  will 
simplify  the  interpretation  of  the  roentgenogram 
in  the  study  of  sinuses.  We  realize  that  lipiodol 
has  previously  been  used  by  others  in  this  work 
and  we  are  merely  endeavoring  to  facilitate  its  use 
and  advance  its  efficacy.  In  talking  to  men  outside 
of  New  Orleans  who  have  not  come  in  contact 
with  Dr.  Granger,  it  is  viewed  favorably.  Listen- 
ing to  them  talk  about  their  sinus  work,  I gain 
the  impression  that  there  is  a great  deal  of  con- 
fusion about  the  use  and  interpretation  of  the 
methods  so  easily  understood  by  the  originator, 
and  it  is  in  such  cases  particularly  that  the 
methods  we  are  advocating  has  a place.  I do  not 
doubt  Dr.  Granger’s  ability  to  make  these  diag- 
noses, as  he  says,  but  not  every  physician  in  the 
country  has  access  to  Dr.  Granger,  nor  have  all 
roentgenologists  his  skill. 
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We  do  not  use  this  method  in  all  cases  of  sus- 
pected sinus  patholo^,  nor  do  we  advocate  it,  but 
utilize  it  only  after  the  fact  has  been  established 
that  there  is  some  chang'e  in  the  sinuses,  in  order 
to  shed  further  lig-ht  on  the  condition. 

Dr.  A.  I.  Weil  (closing) : Replying  to  Dr. 

Brown,  I wish  to  state  that  the  Proetz  displace- 
ment method  fills  the  posterior  sinuses  indiscrimi- 
nately, the  sphenoids  and  the  ethmoids,  whereas 
the  very  purpose  of  this  procedure  is  to  discrimi- 
nate between  the  posterior  ethmoid  and  sphenoid  so 
as  to  prevent  entering  and  operating  a poste- 
rior ethmoid  and  thinking  we  have  operated  a 
sphenoid. 

I want  to  emphasize  one  fact  which  has  refer- 
ence to  Dr.  Brown’s  statement  that  a surgical 
procedure  must  precede  the  injection  of  lipiodol 
into  the  sphenoid.  This  is  not  at  all  true.  We 
do  not  use  the  boring  method  advocated  by  Dr. 
Dupuy,  nor  do  we  take  a burr  and  open  the  an- 
terior wall  of  the  sphenoid;  we  merely  pass  a 
cannula  through  the  natural  opening  of  the 
sphenoid,  which  can  hardly  be  termed  a surgical 
procedure.  It  is  true  that  one  does  not  always 
succeed  in  passing  the  cannula  into  the  sphenoid; 
it  sometimes  goes  into  the  posterior  ethmoid.  In 
such  cases  one  might  also  miss  the  sphenoid  in 
the  case  of  operation  and  the  information  obtained 
by  this  method  tends  to  prevent  such  an  error. 

Replying  to  Dr.  Dupuy,  I agree  with  him  that  to 
enter  the  sphenoid  through  the  natural  opening  is 
not  always  feasible,  but  in  those  cases  lipiodol  can- 
not be  introduced  without  the  boring  or  the  punc- 
ture method.  Now  I want  it  distinctly  understood 
that  we  do  not  advocate  the  puncture  of  the 
sphenoid  in  order  to  introduce  lipiodol,  but  only 
the  injection  of  lipiodol  in  those  cases  where  the 
cavity  can  be  easily  entered  with  the  cannula.  I 
am  surely  in  accord  with  the  opinion  that  a punc- 
ture or  burr  entering  into  the  sphenoid  for  the 
simple  purpose  of  injecting  lipiodol  is  not  justified 
under  ordinary  circumstances — it  is  only  in  ex- 
ceptional cases  where  such  risk  should  be  taken. 

Now  in  regard  to  Dr.  Dupuy’s  measurements  of 
the  depth  of  the  sphenoid  by  probe,  I wish  to  say 
in  the  first  place  that  though  I did  not  mention 
his  name  in  referring  to  this  method  in  my  paper, 
the  omission  was  deliberate,  as  I criticized  ad- 
versely that  method,  and  it  was  only  out  of  con- 
sideration for  Dr.  Dupuy  that  his  name  was  not 
mentioned.  At  the  same  time,  he  will  bear  me 
out  in  the  statement  that  I notified  him  personally 
that  this  matter  was  to  be  discussed  in  my  paper, 
and  requested  him  to  be  present  to  defend  this 
method  if  he  desired.  There  is  no  question  in  my 
mind,  after  seeing  the  plates  which  we  have  shown 
to-night,  that  those  cases  where  we  have  shown  the 


posterior  ethmoid  to  extend  quite  as  far  back  as 
the  sphenoid,  reaching  practically  to  the  sella 
turcia,  no  method  of  measurement,  either  external 
or  internal,  will  determine  for  us  whether  or  not 
we  are  in  the  sphenoid. 


MYOPIA  IS  ESSENTIALLY  A PATH- 
OLOGICAL CONDITION. 

T.  J.  DIMITRY,  M.  D., 

New  Orleans. 

Myopia,  an  error  of  refraction,  is  the 
commonly  adopted  heading  in  textbooks  to 
designate  a condition  in  which  the  patient 
does  not  see  objects  clearly  at  remote  dis- 
tances. The  habit  of  partially  closing  the 
lids  has  given  the  name  “Myope,”  which  is 
derived  from  the  Greek,  which  means  to 
close  or  shut  the  eyes.  Myopia  is  defined 
as  a dioptric  condition  in  which  rays  of 
light  from  a distant  object  are  brought  to 
a focus  before  they  reach  the  retina.  In 
the  normal  eye  the  focus  is  on  the  retina. 
This  displacement  from  the  correct  position 
is  occasioned  by  one  of  the  following 
changes:  First,  by  an  increase  in  the  re- 

fraction of  the  media  which  the  light  has 
to  pass  through,  and,  second,  by  an  in- 
crease of  the  diameter  of  the  eyes.  The 
myopia  of  the  first  is  quite  readily  under- 
stood for  the  change  in  the  lens,  cornea 
or  media  are  secondary  to  demonstrable 
pathological  conditions;  instances  of  an 
increase  of  curvature  of  lens  observed  in 
diabetic  cataract ; lens  changes  in  any 
form  of  incipient  or  immature  cataracts. 
The  myopia  associated  with  iritis;  the 
myopia  produced  by  increased  curvature 
of  cornea  following  inflammation  of  the 
cornea  in  which  the  cornea  has  become 
more  convex.  But  the  great  problem  need- 
ing explanation  in  the  second,  called  axial 
myopia,  in  which  the  eye  has  elongated 
antero-posteriorly.  Plempius  as  early  as 
1632  recognized  the  lengthening  of  the 
anteror-posterior  diameter  of  the  eye  in 
myopia.  Boerhave  in  1708  agreed  with  this 
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explanation  and  added  the  increased  curva- 
ture of  the  cornea.  Morgagni  in  1761  dem- 
onstrated the  length  of  the  myopic  eye. 
Heine  showed  conclusively  the  elongation  to 
be  in  the  posterior  segment  and  not  in  the 
whole  eye  as  was  thought.  It  was  a bulg- 
ing from  the  equator  backwards;  this  pos- 
terior section  of  sclera  which  is  normally 
thicker  than  the  anterior  has  thinned  out 
to  the  dimension  of  the  anterior.  Even  the 
posterior  section  may  not  be  regularly 
bulged  backwards,  the  sclera  of  the  tem- 
poral side  of  the  optic  nerve  may  have  a 
greater  distention  than  noted  on  the  nasal 
side.  This  distention  is  called  a stapholoma. 
Arlt  in  1854,  again  emphasized  these 
changes  and  this  axial  elongation  observa- 
tion received  general  recognition  as  an  ex- 
isting condition.  Myopia  is  not  a condition 
observed  in  the  infant.  Ulrich  and  Schleich 
could  not  find  a single  case  after  examining 
many  thousand  babies.  Many  authorities 
aro  quoted  as  stating  that  in  people  living 
in  the  natural  state,  that  is  uncivilized,  one 
will  not  find  a single  case  of  myopia.  It 
meets  with  common  approval  that  myopia 
increases  during  the  first  two  decades  of 
life  and  those  called  upon  to  use  the  eye 
for  near  work  are  the  greater  sufferers. 
Theories  are  numerous  reciting  an  explan- 
ation of  the  elongation  of  the  globes,  but 
the  hypotheses  are  contradictory,  no  single 
supposition  being  acceptable  to  any  great 
number  of  investigators.  Myopia  is  an 
error  of  refraction,  but  only  concurrently 
with  the  elongation  of  the  eye.  Glasses  are 
fitted  which  corrects  the  refracted  defect 
but  the  co-existing  stretching  of  the  globe 
which  undoubtedly  preceded,  is  ignored. 
The  different  proposals  in  explanation  con- 
tinue to  be  debated  and  are  not  entirely 
satisfactory  even  to  a few.  Many  of  the 
very  incipient  changes  observed  in  the 
myopic  eye  have  provoked  disappointing 
discussions  and  conclusions.  It  is  generally 
recognized  that  there  is  a choroditis  in 
myopia  but  it  is  stated  not  to  be  a path- 
ological inflammation  but  is  charged  to 
atrophy.  The  latter  atrophy  is  dependent 
on  the  stretching  of  the  eye,  so  stated,  and 


without  inflammation.  Salzmann,  Schwer- 
senski,  DeDecker  and  Masselon  state  the 
changes  are  spontaneous  and  primary,  and 
recite  concrete  example  of  Bruch’s  mem- 
brane. Why  the  eye  elongated  (the  axial 
myopia)  is  our  debatable  difficulty,  and  it 
is  the  purpose  of  this  contribution  to  have 
you  consider  with  me  this  problem.  The 
hypotheses  advanced  for  this  increased 
diameter  of  the  eye  are  based  upon  me- 
chanical laws,  thus  ruling  out  pathological 
causes  and  asserting  as  essential  factors  in 
its  cause  the  pressing  and  pulling  by  muscles 
of  the  eye.  Philippi  and  Stilling  claim  that 
the  superior  oblique  muscle  presses  and 
pulls  the  eye  during  near  work  producing 
tension  within  the  globe  with  subsequent 
enlargement  of  the  eye.  Arlt  claims  the 
pressure  alters  the  outflow  of  blood  pro- 
ducing congestion,  while  Von  Graefe 
charges  the  distortion  to  the  action  of  the 
external  and  internal  recti  muscles,  and 
goes  so  far  as  to  recommend  cutting  of 
the  muscles  to  correct  the  condition.  The 
contour  of  the  cranium  and  the  position  of 
the  orbit,  are  charged  as  exciting  cases 
for  this  mechanical  pressure  by  different 
authors.  Hasner  claims  the  optic  nerve  is 
too  short,  pulling  the  sclera  of  the  eye  to 
an  increase  in  length.  Each  of  these  me- 
chanical theories  has  its  champions  and 
other  authorities  agreeing  with  a certain 
number  of  statements. 

The  mechanical  explanation  is  made 
more  acceptable  because  of  statistics  in 
which  myopia  comes  on  during  the  time 
the  eyes  are  needed  for  excessive  near 
work.  The  statistics  prove  the  harmful- 
ness of  this  excessive  use  of  the  eyes. 
Further,  school  classes  for  myopic  children 
are  being  conducted  in  different  sections  of 
the  countries  admitting  of  this  harmful 
effect,  all  aiming  to  correct  the  excessive 
use  of  the  eyes.  Randall’s  exhausted  re- 
search on  over  two  hundred  thousand  eyes 
confirm  these  results : that  there  is  no 
myopia  before  the  school  period,  and  eleven 
and  four-tenths  per  cent  develop  in  the 
first  three  years  of  schooling  with  a slow 
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increase  in  the  following  years.  These 
studies  have  been  confirmed  by  others. 

The  writer  accepts  these  facts  which 
disapprove  the  contention  that  near  work 
is  the  cause,  for  under  the  same  condition 
of  excessive  near  work  a larger  average 
of  school  children  are  not  myopic. 
Advances  in  understanding  what  myopia 
is  have  been  held  back  because  of  such 
mechanical  explanations  with  promiscuous 
prescribing  of  glasses,  assuming  refraction 
as  the  cause  with  its  associated  near  work. 
It  appears  reasonable  to  the  writer  to  re- 
adopt and  ask  for  further  consideration 
for  the  abandoned  views  of  Von  Graefe, 
who  at  one  time  stated  that  myopia  was 
a definite  sclerico-choroditis,  admitting 
thereby  that  inflammation  and  pathologi- 
cal changes  were  the  cause.  That  these 
pathological  changes  in  explanation  of  the 
condition  should  have  been  laid  aside  by 
himself  and  his  confreres  is  in  the  writer’s 
opinion  a most  unfortunate  happening  and 
has  delayed  the  solution  even  to  this  time. 
Von  Graefe  deserted  his  original  opinion 
because  the  microscopist  was  unable  to  find 
inflammatory  changes  in  the  incipient 
myopic  eye  and  the  subsequent  changes 
were  charged  to  pulling  and  stretching 
of  the  globe  of  the  eye  by  intrinsic  or  ex- 
trinsic causes.  It  was  unfortunate  that  he 
did  not  recognize  that  we  had  not  suffi- 
cienly  progressed  in  diseased  histology  to 
be  able  to  detect  microscopically  a dis- 
eased condition,  which,  however,  is  present. 

It  is  the  purpose  of  this  contribution  to 
emphasize  that  the  eyes  are  part  of  the 
whole  body  and  bodily  ailments  do  affect 
the  eyes.  Statistics  are  of  little  value  in 
myopia  if  they  do  not  rigidly  consider  the 
bodily  condition  of  the  myopic  patient  for 
an  explanation  of  the  cause.  I have  not 
been  able  to  find  a single  example  of  a 
study  of  the  general  health  of  the  myopic 
patient.  It  is  unfortunate  that  specializa- 
tion isolates  or  separates  a part  from  the 
whole.  Few  diseases  of  the  eye  are  pri- 
mary per  se  and  myopia  is  one  in  which 
the  health  of  the  body  is  an  essential 
factor  in  its  cause.  It  would  be  unjust  to 


give  vent  to  such  emphatic  statements 
without  reciting  the  comments  of  others  in 
possible  confirmation..  Had  only  Von 
Graefe  stood  by  his  original  contention, 
his  power  and  influence  would  have  spelled 
progress  in  myopia,  while  his  retraction  of 
his  original  statement  has  delayed  a solu- 
tion on  a very  serious  ailment.  Parsons 
states  that  myopia  is  entirely  congenital, 
while  the  higher  grades  have  in  addition  a 
truly  inflammatory  factor.  He  further 
states  that  there  is  no  denying  that  inflam- 
matory changes  are  to  be  noticed  in  the 
fundus  of  the  eye.  Bonders  says  that  near 
work  cannot  be  the  sole  cause  for  it  is 
found  among  people  who  rarely  use  their 
eyes  in  this  manner.  Manthner  voices  pre- 
disposition to  a weakened  tissue.  Lange 
says  that  the  elastic  fibres  of  the  sclera 
are  deficient.  Horner  claims  the  high 
myope  to  be  ill  nourished  and  anemic. 
Stilling  made  the  same  observation.  Schon 
states  that  scleritis  is  always  accompanied 
by  choroiditis  and  it  is  not  improbable  that 
the  converse  can  occur  and  that  both  are 
due  to  an  annular  scleritis.  Bonders  in 
1866  stated  that  myopia  is  a veritable  dis- 
ease. Hirschberg  prescribes  cod-liver  oil 
for  the  recognized  anemic  patients  with 
myopia.  He  states  that  he  adopts  the  plan 
of  treating  the  body  rather  than  the  dis- 
ease. Arganorez  claims  it  is  due  to  dis- 
urbance  of  internal  secretion  and  clinical 
examination  has  revealed  the  existence  of 
heredo-syphilis.  Edridge-Green  never  has 
seen  a case  of  myopia  which  was  caused 
by  near  work.  Elsching  says  that  the  pro- 
gress of  myopia  may  be  checked  by 
improving  the  general  health  and  treating 
heredo-syphilis.  Lamare  suggests  the  nasal 
sinuses  as  a factor  in  weakening  the 
sclera  in  the  production  of  myopia-  Hirsch 
sees  a close  parallelism  substantiating  his 
theory  that  the  toxins  of  tuberculosis  give 
rise  to  myopia.  Peter  would  direct  his 
efforts  against  lowered  bodily  health  in 
myopia.  Roster  definitely  charges  the 
cause  of  all  forms  of  myopia  to  a path- 
ological condition  which  is  generally  in- 
herited chorior-retinitis. 
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These  remarks  taken  from  different 
sources  are  deserving  of  consideration  and 
are  a confirmation,  to  a degree,  of  the 
writer’s  contention  that  myopia  is  essen- 
tially a pathological  condition.  The  writer 
defines  myopia  as  a disease  of  the  eyes  re- 
sulting from  body  ailments,  such  as  the 
commonly  constitutional  diseases  and  foci 
of  infections,  and  still  further  charges  that 
dietary  deficiency  diseases  may  lower  the 
resistance  of  the  sclera,  which  may  bulge 
as  a consequence.  He  believes  that  me- 
chanical factors  are  only  contributory  and 
these  mechanical  factors  would  have  no 
effect  upon  a healthy  resisting  sclera. 

In  conclusion,  a study  of  myopia  is  the 
investigation  of  health  itself. 

The  body  harbors  the  factor  productive 
of  the  condition  and  we  should  not  be 
neglectful  of  certain  bodily  constituents 
which  give  strength  to  tissue,  and  which 
are  found  lacking  in  dietary  deficiency  dis- 
eases. It  must  be  remembered  that  the 
sclera  bulges  becauses  it  is  weak  and  has 
lost  its  power  of  elasticity. 

DISCUSSION. 

Dr.  A.  R.  Crebbin  (New  Orleans) : In  looking 

over  the  various  authorities,  one  is  impressed  by 
the  various  causes  given  for  myopia,  and  often  in 
the  next  sentence  is  contradicted.  Ball,  in  his  new 
edition,  lists,  among  others: 

H3rperinclusion  of  mesoblastic  vitreous  material 
into  the  second  optic  vesicle. 

Size  and  shape  of  the  orbit. 

Dragging  on  lamina  cribosa  at  optic  nerve 
entrance. 

Compression  of  external  rectus  (during  exces- 
sive convergence). 

Inflammation  of  the  choroid  and  sclera  at  post, 
pole,  produced  by  constant  congestion,  bending 
and  stooping. 

Duane  in  his  notes  in  Fuchs  states: 

Excessive  use  for  near,  as  main  cause,  is 
doubtful. 

Overuse  of  accommodation  and  convergence  as 
causes  unlikely. 

Then  there  is  the  question  of  hereditary  ten- 
dency. Certainly  while  it  is  not,  or  seldom  is. 


congenital,  there  is  a predisposition  or  a heredi- 
tary tendency  due  to  anatomical  peculiarities 
(slight  resistance  of  the  sclera)  which  predisposes 
to  the  development  of  myopia,  when  under  condu- 
sive  conditions  like  improper  illumination  and 
hyperopic  astigmatism  it  is  likely  to  take  place. 

So  we  are  likely  to  feel . with  the  essayist  that 
these  are  not  the  main  causes  but  contributing 
causes,  and  back  of  it  all  there  is  some  disease 
process.  Von  Graefe  suggests  some  inflammatory 
processes  in  choroid  and  sclera,  by  which  the 
sclera  is  rendered  softer. 

But  what  causes  this?  I may  not  go  so  far  as 
Dr.  Dimitry  to  say  that  it  is  syphilis,  tuberculosis, 
etc.,  but  it  may  be  any  one  of  diseased  conditions 
that  is  a basic  cause.  Or  I might  mention  the 
suggestion  lately  made,  I think  by  Dr.  Weiner, 
some  endocrine  disturbance.  He  goes  so  far  as 
to  blame  the  adrenals,  and  gives  epinephrine 
(1-1000)  one  drop  in  eyes  t.i.d.,  and  claims  that 
certain  cases  of  progressive  myopia  have  been 
arrested.  I have  been  using  this,  but  only  for 
some  months,  and  cannot  give  definite  reports. 
May  I suggest  to  you  to  try  it  and  keep  records 
as  to  the  results? 

Whatever  the  underlying  cause,  all  modern 
writers  call  myopia  a disease.  Fuchs  says: 
“Prescribing  glasses  for  near-sighted  persons  re- 
quires much  experience  and  a careful  considera- 
tion of  all  attendant  conditions.  In  no  case  should 
choice  of  the  glasses  be  left  to  the  optician.” 

Since  we  are  recognizing  it  as  a “disease,”  the 
prescribing  of  glasses  for  myopia  by  the  optician 
should  be  prohibited,  and,  ipso  facto,  if  we  stress 
its  pathological-disease  aspect  and  insist  on  it 
being  thus  recognized,  the  care  of  myopia  by  the 
optician  could  be  prevented  eventually. 

Dr.  W.  R.  Buffington  (New  Orleans):  I agree 

with  Dr.  Dimitry  in  part — myopia  is  a disease. 
Heredity  certainly  is  a predisposing  factor.  We 
must  not  forget  that  in  modern  civilized  life 
myopia  is  increasing;  that  in  a large  number  of 
individuals  it  is  progressive;  that  progressive 
myopia  becomes  a serious  condition  in  adult  life. 

When  discovered  in  an  individual,  the  prescrib- 
ing of  correct  lenses  does  not  end  our  respon- 
sibility. We  must  follow  the  child  to  his  home; 
we  must  look  into  his  entire  surroundings,  his 
health,  his  hygiene.  We  must  follow  him  into 
the  school;  we  must  look  into  the  hours  of  study, 
the  lighting  system  for  study.  If  need  be,  we 
must  limit  the  hours  of  study — then,  and  not  until 
then,  will  we  have  done  our  full  duty. 

Dr.  F.  C.  Bennett  (Monroe) : I would  like  to 

ask  Dr.  Dimitry  why  it  is  a fact  that  Germans 
and  Jews  are  so  predisposed  to  myopia? 
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Dr.  T.  J.  Dimitry  (closing) : I thank  those 

who  have  taken  part  in  the  discussion. 

The  thing  I tried  to  drive  home  is  that 
myopia  is  a disease  and  that  it  is  entirely  unjust 
for  the  optician  and  optometrist  to  prescribe 
glasses  for  this  condition. 

Answering  Dr.  Bennett,  I do  not  know  as  a fact 
that  Germans  and  Jews  have  more  myopia  than 
other  people,  or  that  this  has  been  showm  by 
statistics.  I do  not  believe  that  the  statement  of 
Hoerner  will  back  you  up;  I think  from  his  statis- 
tics you  will  find  that  this  is  quite  correct;  he 
does  not  acknowledge  any  more  myopia  in  the 
Jews  or  Germans  than  in  other  people.  However, 
I know  where  to  look  for  definite  information  on 
the  subject  and  as  soon  as  obtained,  will  be  glad 
to  give  the  doctor  an  answer,  referring  him  to  my 
authority. 


SOME  PRINCIPLES  AND  PRACTICES 
IN  CARDIOLOGY.* 

GEORGE  R.  HERRMANN,  M.  D.,t 
New  Orleans. 

A diagnosis  of  heart  disease  carries  with 
it  in  the  minds  of  most  of  the  laity  and  of 
some  physicians,  especially  those  afflicted, 
an  inevitable,  early,  rapid,  and  horrible 
death  sentence.  It  is,  therefore,  important 
that  we  pronounce  this  verdict  only  after 
the  most  searching  study  and  seasoned  de- 
liberation. The  loosely  descriptive  terms 
that  are  often  thoughtlessly  meted  out  to 
patients  are  admittedly  fear  inspiring.  A 
carelessly  dropped  expression  as,  “valve 
leakage,”  “heart  damage,”  or  “angina  pec- 
toris,” will  be  conjured  into  a most  terrible 
malady,  and  the  mental  tortures  of  the 
thusly  self-sentenced  individual  are  often 
more  demoralizing  than  are  the  actual 
concurrent  physical  suffering.  Bitter  ex- 
perience dictates  the  necessity  of  scrupulous 
caution  and  diplomacy  with  a real  indi- 
vidual insight  into  the  make-up  of  the 
patient.  In  the  discussions  of  the  findings, 
none  but  stoics  should  be  informed  uncere- 
moniously of  even  the  slightest  cardiac 
abnormalities. 

Physical  abnormalities,  such  as  mur- 
murs, changed  and  adventitious  heart 

*Read  before  the  Fifth  District  Medical  So- 
ciety at  Monroe,  La.  December  13,  1927. 

fFrom  the  Department  of  Medicine,  Tulane 
University  School  of  Medicine. 


sounds,  are  of  definite  diagnostic  and  prog- 
nostic significance.  The  signs,  we  must 
admit,  signify  only  valvular  damage,  but 
from  the  type  and  the  degree  of  valvular 
damage  we  may  fairly  accurately  infer  the 
severity  and  the  etiological  agent  of  the 
original  infection.  Especially  is  this  true 
when  the  infection  has  been,  as  it  usually 
is,  of  a streptococcic,  rheumatic  or  syphi- 
litic nature.  These  practically  never  spare 
the  myocardium,  but  damage  the  muscle  as 
well  as  the. valve.  At  the  same  time  it  must 
be  recognized  that  the  defective  mechanism 
of  the  damaged  valve  adds  a definite  bur- 
den and  this,  if  not  taken  into  account  in 
the  prevention  of  repeated  strains,  will  in 
the  course  of  time  contribute  materially  to 
heart  failure.  The  early  reliable  signs  of 
myocardial  damage  are  obscure  and  the 
functional  state  of  the  heart  muscle  is  at 
times  indeed  difficult  to  determine. 

It  should,  however,  no  longer  be  true,  as 
Austin  Flint  wrote  the  year  after  his  ex- 
periences in  Charity  Hospital,  New  Or- 
leans, that:  “Truly  fortunate  are  they 

who  keep  aloof  from  the  stethoscope  of 
the  ausculator.”  We  now  have  clearer 
conceptions  of  the  prognostic  significance, 
potentialities,  and  the  interpretation  of 
the  various  findings.  We  can  differen- 
tiate definitely  the  grave  from  the  in- 
significant lesions ; we  know  better  the 
possible  complications  and  the  usual  pro- 
gress of  the  various  lesions ; and  the 
limitations  to  be  placed  upon  an  afflicted 
individual  are  more  rationally  understood 
and  more  clearly  defined.  With  good 
psychologic  approach  w'e  can  reassuringly 
inform  a patient  of  his  condition  without 
alarming  him  unduly.  Then  we  can  direct 
his  mode  of  living  so  as  to  add  years  of 
productivity  and  comfort  to  his  life. 

HEART  DISEASE. 

It  behooves  us  to  get  clearly  in  our  own 
minds  what  we  mean  by  the  general  term, 
“heart  disease,”  and  such  other  terms  as 
we  are  prone  to  use.  It  seems  to  me  ad- 
visable to  limit  the  diagnosis  of  “heart 
disease"  to  such  cases  as  present  evidence 
from  which  we  may  fairly  accurately  infer 
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that  the  heart  muscle,  through  the  effects 
of  infection,  strain,  undernutrition  or  de- 
velopmental disturbance,  has  been  so 
damaged  that  it  accomplishes  its  task  only 
at  the  expense  or  sacrifice  of  more  or  less 
of  its  reserve.  The  state  of  the  heart 
muscle  is  such  that  the  strain  of  undue 
exertion,  the  toxic  effects  of  intercurrent 
infection  or  the  progressive  nutritional  dis- 
turbances of  aging  sooner  or  later  precipi- 
tate the  signs  of  myocardial  insufficiency: 
congestive  failure,  edema,  or  cardiac  pain. 

RELIABLE  CRITERIA. 

The  vast  majority  of  individuals  with 
heart  disease-  present,  as  has  been  pointed 
out,  one  or  more  of  the  group  of  positive 
signs,  while  individuals  with  cardiac 
neuroses,  functional  or  referred  heart 
symptoms  never  present  any  one  of  these 
pathognomonic  findings.  The  trustworthy 
evidences  are  such  that  the  presence  of 
any  one  of  the  signs  is  sufficient  basis  for 
the  diagnosis  of  heart  disease,  and  what  is 
of  equal  importance,  the  absence  of  all  of 
the  signs  is  practically  proof  positive  of 
the  absence  of  organic,  actual  or  potential 
myocardial  changes  or  congenital  malfor- 
mations which  will  sooner  or  later  produce 
symptoms. 

We  may  consider  the  ten  reliable  criteria 
perhaps  most  logically  in  the  order  in 
which  we  would  encounter  them  in  the 
systematic  routine  physical  examination. 
Inspection  might  reveal : (1)  Significant  en- 
gorgement of  the  neck  veins;  (2)  visible 
displacement  of  the  cardiac  apex  impulse; 
(3)  abnormal  pulsation  of  aneurysm.  Pal- 
pation might,  besides  verifying  the  above, 
add : (4)  Definite  thrills,  friction  fremitus, 
and  conspicuous  shocks;  (5)  absolute  ir- 
regularity or  alternation  of  the  rhythm 
and  excessively  low  or  high  rate  of  the 
apex  baet  and  the  pulse;  (6)  sclerosis  and 
tortuosity  of  all  the  peripheral  vessels. 
Percussion,  besides  corroborating  the  dis- 
placement of  the  apex,  might  reveal  its  im- 
portant relationship;  (7)  extremely  large 
abnormal  and  distorted  areas  of  great  ves- 
sel and  cardiac  dullness.  Auscultation,  be- 
sides verifying  and  clarifying  the  rhythm 


and  rate  disturbances  and  suggestive  evi- 
dence of  abnormal  aortic  sclerosis,  might 
furnish  such  absolute  signs  as:  (8)  apical 
and  basal  diastolic  murmurs,  continuous 
humming  or  pericardial  friction  sounds; 
(9)  persistent  hypertension  revealed  by  re- 
peated blood  pressure  estimations  with  the 
patient  at  rest  and,  (10)  laboratory  evi- 
dence of  chronic  nephritis.  All  these  are 
considered  reliable  criteria  of  conditions 
which  are  invariably  accompanied  by  heart 
disease. 

DISCUSSION  OF  EACH  OF  THE  PATHOGNOMONIC 
SIGNS. 

While  any  one  of  the  positive  signs  is 
sufficient  basis  for  the  diagnosis  of  heart 
disease,  nevertheless,  it  is  not  at  all  unusual 
to  have  several  of  the  cardinal  signs 
present  in  each  case. 

1.  Significant  engorgement  of  the  neck 
veins  means  persistent  overdistention  and 
prominence  of  the  jugulars  with  the  patient 
in  an  upright  position,  thus  indicating  a 
greatly  increased  venous  pressure  level  far 
above  that  of  the  right  cardiac  atrium 
or  auricle.  Generalized  stasis  and  back 
pressure  of  an  embarrassed,  overloaded 
heart  with  a definite  myocardial  insuffi- 
ciency and  a failing  of  the  propulsive 
power  is  indicated.  The  presence  of  medi- 
astinal tumors  obliterating  the  great  ves- 
sels by  pressure  must,  of  course,  be  ruled 
out  as  must,  also,  temporarily  increased  in- 
trathoracic  and  intra-abdominal  pressure 
from  abnormal  positions  of  the  diaphragm 
and  increased  thoracic  and  abdominal  mus- 
cle tension. 

2.  Visible  displacement  of  the  cardiac 
apex  impulse  is  generally  conceded  to  be 
the  most  definite  and  almost  infallible 
clinical  or  bedside  sign  of  enlargement  of 
the  heart.  The  outermost  part  of  the  cir- 
cumscribed apex  impulse  is  the  best  crite- 
rion of  the  size  of  the  heart.  This  part  corre- 
sponds to  th-e  left  border  of  the  normal  or 
moderately  enlarged  heart,  while  in  very 
large  hearts,  it  does  not  quite  indicate  the 
full  extent  of  the  left  border  to  the  left. 

An  extension  of  the  apex  impulse  beyond 
the  midclavicular  line  or  more  than  15  cen- 
timeters to  the  left  of  the  midsternal  line 
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in  the  fourth,  fifth,  or  better  still,  the  sixth 
intercostal  space  is  generally  accepted 
evidence  of  cardiac  enlargement.  Cardiac 
enlargement  is  accepted  as  positive  evi- 
dence of  heart  disease  inasmuch  as  either 
persistent  dilatation  or  hypertrophy  are 
incompatible  with  normal  function  and 
integrity  of  the  myocardium.  With  either, 
the  circulation  of  the  heart  itself  is  em- 
barrassed. Causes  of  displacement  of  the 
heart,  such  as,  contralateral  fluid  or  pneu- 
mothorax or  homolateral  collapse,  must  of 
course  be  absent.  Besides  the  physical 
signs,  fluoroscopic  study,  orthodiagrams, 
and  teleoroentgenograms  yield  absolutely 
conclusive  evidence  and  exact  measure- 
ments of  the  cardiac  shadow  of  the  en- 
larged heart,  and  thus  denote  heart  disease. 

3.  Abnormal  pulsations  of  aneurysms 
are  fairly  commonly  seen  in  the  South, 
and  one  may  infer  safely  from  the  pres- 
ence of  the  manifestation  of  vascular 
syphilis  that  the  patient  more  than  likely 
has  further  aortic  and  coronary  narrowing 
lesions  and  consequently  heart  disease. 
Even  arteriovenous  aneurysms  of  trau- 
matic origin,  if  left  unrepaired,  will  even- 
tually, because  of  the  accompanying  low 
diastolic  blood  pressure  result  in  nutri- 
tional disturbances  in  the  myocardium, 
hypertrophy,  and  failure. 

4.  Definite  thrills  and  conspicuous 
shocks,  distinct  “purrs,”  “taps,”  and  “re- 
bounds” transmitted  to  the  palpating 
hands  are  palpable  counterparts  of  mur- 
murs and  abnormal  sounds.  A diastolic 
thrill  over  the  apex  is  produced  by  the 
same  mechanism  that  gives  rise  to  the 
diastolic  rumble  of  mitral  stenosis,  while 
over  the  base  the  sign  indicates  aortic 
revgurgitation,  patent  ductus  arteriosus, 
and,  if  systolic  in  time,  aortic  stenosis,  pul- 
monary stenosis  or  interventricular  septal 
defect  or  aneurysm,  as  likely  causes.  Thus, 
it  is  evident  that  an  unmistakable  thrill  is 
a dependable  sign  in  itself,  but  it  is  always 
accompanied  by  other  corroborating  and 
significant  findings.  Vibration  of  the  chest 
wall  from  an  overactive  heart  is,  of  course, 
to  be  differentiated. 


5.  Absolutely  irregular  rhythm,  alterna- 
tion, excessive  bradycardia,  and  tachycar- 
dia indicated  in  the  apex  beat  or  the  pulse 
connote  such  significant  mechanism  dis- 
turbances as  auricular  fibrillation,  flutter, 
heart  block,  and  alternans.  These  disturb- 
ances, when  persistent,  are  always  initiated 
by  and  accompanied  by  serious  myocardial 
damage.  Clinical  means  are  sufficient  to 
establish  fairly  accurately  these  conditions 
with  the  possible  exception  of  flutter  and 
some  cases  of  block.  Electrocardiographic 
tracings  establish  absolutely  the  exact 
nature  of  rhythm  disturbances.  Blood 
pressure  studies  and  pulse  tracings,  noting 
the  alternating  higher  and  lower  levels, 
establish  and  graphically  record  this  evi- 
dence of  heart  disease. 

6.  Sclerosis  and  tortuosity  of  all  of 
the  peripheral  vessels,  that  is  generalized 
arteriosclerosis,  is  rarely  present  in  the 
accessible  vessels  only.  The  aortic  root 
and  the  orifices  of  the  coronaries  are,  as  a 
rule,  also  involved,  and  the  coronaries  may 
even  frequently  be  pathologic  in  the  pres- 
ence of  apparently  normal  peripheral 
vessels.  The  nutritional  disturbances  con- 
sequent upon  the  impaired  coronary  circu- 
lation impair  the  structure  as  well  as  the 
function  of  the  myocardium. 

7.  Extremely  large  and  abnormally  dis- 
torted areas  of  great  retromanubrial  and 
precordial  dullness  usually  merely  corrob- 
orate previously  elicited  signs  as  visible 
and  palpable  abnormal  pulsations  and  dis- 
placed apex  impulses,  thus  substantiating 
the  diagnosis  of  aneurysm  or  enlargement 
of  the  heart  or  pericardial  effusion.  These 
first  two  conditions,  as  related  above,  are 
evidences  of  heart  disease.  Pericardial 
effusion  is  the  result  usually  of  an  infec- 
tion, and  the  myocardium  is  more  or  less 
affected  simultaneously  with  the  disappear- 
ance of  the  effusion.  Adhesions  persist  and 
continue  to  embarrass  the  heart  increas- 
ingly as  time  goes  on. 

8.  Apical  and  basal  diastolic  murmurs, 
continuous  hums  or  pericardial  friction 
sounds  indicate  organic  cardiac  damage. 
The  rumbling  apical  diastolic  mumur 
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means  mitral  stenosis  which  is  the  result 
of  the  scarring  of  the  valve  leaflets  follow- 
ing infection  of  the  valves.  Rheumatic 
fever  or  streptococcic  infection  we  know, 
because  of  the  presence  of  Aschoff  Geipel 
or  Bracht  Wachter  bodies,  damage  the 
myocardium  at  the  time  of  the  acute  val- 
vulitis and  at  each  exascerbation  thereafter. 

The  basal  diastolic  murmur  is  usually 
somewhat  musical  and  is  either  due  to 
rheumatic,  streptococcic,  or  syphilitic 
aortic  regurgitation.  All  of  these  infec- 
tions, it  has  been  pointed  out,  damage 
directly  the  heart  muscle.  At  the  same 
time  the  mechanics  of  the  valve  lesion  add 
much  work  and  the  lowering  of  the  dias- 
tolic and  mean  blood  pressures  further 
accentuate  the  vicious  circle.  The  contin- 
uous humming  murmur  invariably  diag- 
nosticates a congenital  lesion ; such  as, 
patent  ductus  arteriosus  or  interauricular 
or  ventricular  septum  defect  or  arterio- 
venous aneurysm,  any  one  of  which  lesions 
always  puts  the  heart  muscle  to  such  a 
persistent  strain  that  myocardial  damage 
ensues.  Pericardial  friction  indicates  peri- 
carditis, which,  as  pointed  out  above, 
usually  also  damages  the  heart  muscle. 

9.  Persistent  hypertension,  when  not 
associated  with  the  menopause,  presents  as 
part  and  parcel  of  the  picture,  a widespread 
arteriolar  change.  The  almost  inevitable 
or  accompanying  coronary  vascular  changes 
together  with  the  increased  burden  that 
the  heart  assumes  in  maintaining  hyper- 
tension eventually  results  in  cardiac  hyper- 
trophy and  dilatation  with  myocardial 
changes.  Consistent  high  blood  pressure 
readings  of  30  mm.  or  more  of  mercury 
above  the  accepted  average  normal  for  the 
patient’s  age  and  sex  are,  therefore,  crite- 
ria upon  which  we  may  diagnose  heart 
disease. 

10.  Chronic  nephritis,  through  the 
effects  of  blood  pressure,  vascular  and 
hematologic  changes  or  through  the  circu- 
lation of  toxic,  abnormally  split,  or  re- 
tained protein  substances,  invariably 
damages  the  heart  muscle  and  produces 
great  cardiac  enlargement.  It  is  possibly 


true  that  the  myocardial  changes  are  not 
always  secondary,  but  were  initiated  by 
the  same  toxins  of  the  same  infection  that 
produced  the  acute  renal  irritation  and 
damage. 

THE  HISTORY. 

The  anamnesis,  when  carefully  deel- 
oped  chronologically  and  symptomatically, 
is  a most  important  part  of  the  clinical 
study  of  a patient  with  heart  disease.  The 
etiological  factor  and  the  functional  state 
or  cardiac  reserve  are  most  clearly  defined 
in  a good  history.  Nevertheless,  with  one 
exception,  a diagnosis  of  heart  disease 
cannot  be  made  from  the  history  alone. 
This  is  true  primarily  because  the  prin- 
cipal symptoms  of  heart  disease  may  be 
produced  by  other  conditions.  For  in- 
stance, dyspnea  and  cyanosis  may  be  the 
result  of  cerebral,  pulmonary,  or  blood 
disturbances,  and  edema  likewise  may  be 
of  renal  or  vascular  origin,  while  palpita- 
tion is  common  in  thyrotoxicosis  and  con- 
stitutionally nervous  individuals.  The 
whole  symptomatology  of  organic  myocar- 
dial insufficiency  is  complained  of  by  the 
cardiac  neurotic  and  the  effort  syndrome 
or  neurocirculatory  asthenia  case,  but  none 
of  these  present  the  pathognomic  physical 
signs  detailed  above. 

The  rare  exception  to  the  rather  dog- 
matic rules  prescribed  is  the  rare  case  pre- 
senting true  paroxysmal  cardiac  pain, 
angina  pectoris,  or  early  coronary  sclerosis 
or  aortitis  and  none  of  the  positive  criteria 
enumerated.  In  this  rare  instance  the 
characteristic  history  is  a sound  basis  for 
the  diagnosis  of  heart  disease.  Increased 
retromanubrial  dullness  and  a systolic 
murmur,  abnormally  accentuated  aortic 
second  sounds  in  the  absence  of  hyperten- 
sion are  corroborative  signs  from  which 
we  may  infer,  as  Allbutt  pointed  out,  the 
presence  of  possibly  insignificant  changes 
in  the  aortic  root  and  the  coronary  orifices. 
Blood  pressure  rises  during  the  attack  and 
electrocardiographic  abnormalities  lend 
weight  to  the  diagnosis  from  the  symp- 
tomatology. 
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SUMMARY. 

The  importance  of  handling  patients 
with  heart  disease  psychologically  is 
reiterated. 

The  necessity  for  a clear  conception  of 
what  is  and  what  is  not  heart  disease  is 
stressed. 


The  ten  groups  of  physical  signs  upon 
the  basis  of  any  one  of  which  and  in  the 
absence  of  all  of  which  one  is  justified  in 
diagnosing  the  presence  or  what  is  equally 
important,  the  absence  of  heart  disease. 

The  relative  significance  of  the  clinical 
history  is  briefly  discussed. 


CORRESPONDENCE. 

October  25,  1928. 

Dr.  John  H.  Musser,  Editor-in-Chief,  New  Orleans 
Medical  and  Surgical  Journal,  1551  Cana' 
Street,  New  Orleans,  La. 

Dear  Doctor  Musser: 

In  accordance  with  resolutions  passed  by  the 
Orleans  Parish  Medical  Society,  October  22,  I 
am  hereby  transmitting  to  you  a statement  of 
facts  with  regard  to  chiropractic  support  by  the 
New  Orleans  Daily  States  which  I presented  to 
the  Society  as  a matter  of  record: 

Some  four  weeks  ago  a full  column  editoral  ap- 
peared in  the  middle  of  the  editorial  page  of  the 
New  Orleans  Daily  States  urging  all  Orleans  to 
join  with  Dr.  Walter  Fife  and  Dr.  V.  A.  Nichols  in 
observance  of  the  “Kindness  to  Animals  Week,” 
which  incidentally  is  sponsored  by  the  Humane 
Society  and  not  the  Anti-Vivisection  Society. 
This  editorial  went  on  further  to  point  out  that 
these  men,  being  President  and  Secretary  of  the 
Anti-Vivisection  Society  respectively,  were  try- 
ing their  best  to  make  Orleanians  be  kind  to 
animals.  The  next  day  on  the  first  page  of  the 
Daily  States  appeared  an  article  describing  the 
death  of  a child  from  rabies,  who  had  been  treated 
at  Charity  Hospital  for  a dog  bite  two  months 
previously,  and  intimating  that  thorough  investiga- 
tion of  the  Pasteur  Department  of  Charity  Hos- 
pital should  be  conducted. 

In  view  of  the  fact  that  my  boy  was  also  bitten 
at  the  same  time  these  other  children  were,  and 
as  I had  been  deeply  moved  by  the  death  of  this 
little  fellow  who  was  a neighbor  of  mine,  and 
the  majority  of  the  children  having  been  bitten 
in  my  own  back  yard,  I proceeded  to  write  Colonel 
Ewing  a personal  letter  requesting  him  to  pub- 
lish same  in  his  forum  “For  Fair  Play.”  In  this 
letter  I offered  to  bet  him  a first  mortgage  note 
for  $5,000.00  on  my  property  against  his  promise 
never  to  mention  in  commendation  thereof  the 
name  of  another  chiropractor  on  his  editorial 
page,  and  further  to  initiate  a newspaper  cam- 
paign of  education  relative  to  the  merits  of 
preventive  inoculation  against  rabies  in  dogs, 
which  wager  was  predicated  on  a test  experiment 
upon  six  dogs  which  were  to  be  inoculated  with 
the  virus  of  street  rabies  by  Dr.  W.  H.  Seemann 
who  was  also  to  keep  the  dogs  under  his  obser- 
vation. Three  of  the  dogs  were  to  be  treated  by 


any  one  or  more  chiropractors  that  Colonel  Ewing 
should  select,  and  the  other  three  dogs  were  to 
be  treated  by  the  Director  of  the  Pasteur  Insti- 
tute of  Charity  Hospital;  the  winning  of  the 
wager  to  be  predicated  on  the  results  obtained  in 
the  dogs,  I wagering  that  two  out  of  three  of  the 
dogs  treated  with  Pasteur  treatment  would  sur- 
vive a reasonable  test  period,  and,  further,  that 
at  least  two  out  of  three  of  the  dogs  treated  by 
chiropractic  would  die  during  this  same  period. 

It  was  further  pointed  out  to  Colonel  Ewing 
that  there  was  no  law  against  employing  free 
chiropractic  upon  dogs  that  the  writer  knew  of; 
and  also  that  inasmuch  as  even  he  recognized  the 
prevalence  of  Texas  cattle  tick  fever  among  our 
dairy  cattle,  that  some  chiropractic  commission  be 
requested  to  submit  plans  to  Governor  Long  for 
eradicating  same. 

To  date,  now  a month,  this  letter  has  not  been 
answered  nor  published.  I submit  these  facts  to 
the  Orleans  Parish  Medical  Society  believing  that 
organized  medicine  should  be  made  aware  of  the 
refusal  of  Colonel  Ewing  to  accept  a fair  wager 
and  with  the  hope  that  possibly  they  may  dis- 
courage the  blatant  advertising  of  chiropractic  by 
Colonel  Ewing  in  the  Daily  States.  With  a fuller 
knowledge  of  the  underhand  and  subterranean 
methods  employed  by  chiropractors  it  may  be  pos- 
sible in  some  measure  to  eradicate  the  source  of 
the  flood  of  vicious  anti-vivisection  and  chiropractic 
bills  which  continually  have  to  be  met  by  solid  cash 
outlays  from  the  treasury  of  the  Louisiana  State 
Medical  Society  or  the  Orleans  Parish  Medical 
Society,  to  say  nothing  of  the  time  spent  by  mem- 
bers of  our  organization  in  numerous  trips  to  Baton 
Rouge. 

A letter  addressed  and  mailed  at  the  same  time 
to  Colonel  Ewing  asking  for  the  address  of  the 
Secretary  of  the  Anti-Vivisection  Society,  “Dr. 
V.  A.  Nichols,”  was  answered  promptly  by  the 
Editor  of  the  Daily  States,  Mr.  J.  Walker  Ross, 
stating  that  the  name  should  be  “Professor  V.  A. 
Nichols,”  with  offices  in  the  Godchaux  Building. 
A “personal”  letter  to  “Professor”  Nichols  outlin- 
ing the  love  of  the  writer  for  children  and  animals 
and  requesting  information  relative  to  qualifica- 
tions and  possibilities  of  securing  membership  in 
this  Society  has  also  remained  unanswered. 

Yours  very  truly, 

F.  M.  Johns,  M.  D. 
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RABIES,  THE  PUBLIC  AND  THE 
PROFESSION. 

Elsewhere  in  the  Journal  will  be  found 
a communication  from  Dr.  Foster  Johns 
relative  to  his  endeavors  towards  mitigat- 
ing some  of  the  undoubted  harm  done  by 
certain  publications  in  one  of  the  New 
Orleans  daily  papers.  This  letter  deserves 
editorial  comment.  From  the  facts  as  stated 
it  seems  that  the  chiropractors  first  are 
endeavoring  to  further  their  aims  under 
the  camouflage  of  a national  society  inter- 
ested in  the  prevention  of  cruelty  to 
animals,  and  secondly  that  a large  and 


prominent  newspaper  is  apparently  willing 
to  lend  assistance  to  this  deception.  The 
first  of  these  statements  needs  no  explain- 
ing to  the  medical  profession.  Under  the 
cloak  of  some  charitable  organization  or 
another,  chiropractic  mechanics  frequently 
have  endeavored  to  defeat  the  efforts  of 
medical  men  to  protect  the  public.  They 
have  done  this  before  and  it  will  be  done 
again.  That  a metropolitan  newspaper, 
run  by  men  of  intelligence  and  integrity 
should  help  in  such  deception  by  advertis- 
ing the  chiropractor,  giving  him  what  he 
is  after,  free  advertisement,  is  beyond 
comprehension.  The  only  thing  that  can 
be  said  is  that  they,  the  editors,  do  not 
understand  the  pernicious  evil  inherent  in 
any  organization  which  hopes  to  defeat 
public  health  measures. 

In  this  connection  it  might  be  said  that 
rabies  is  rife  among  the  dogs  of  New 
Orleans.  It  is  the  stray,  unwatched  animal 
that  is  potentially  dangerous  to  children 
particularly,  but  to  adults  as  well.  It  is 
this  animal  that  t)he  chiropractor  would 
protect.  As  an  example  of  unthinking  in- 
terference we  would  say  that  recently  in 
New  Orleans  considerable  notoriety  was 
attained  by  the  action  of  an  individual  who 
objected  physically  and  pugnaciously  to  the 
methods  employed  by  the  official  dog  caterer 
in  collecting  stray  animals  to  be  impounded. 
If  this  man  had  ever  seen  a child  die  in  the 
horrible  agonies  of  hydrophobia  never,  we 
are  sure,  would  he  object  to  any  measures 
to  get  rid  of  one  of  the  most  frightful  of 
diseases,  bred  in  the  curs  of  the  alleys.  He 
would  utter  words  of  thanks  that  the  au- 
thorities are  attempting  to  control  the 
source  of  the  disease.  He,  the  general 
public  and  the  press,  would  bless  the  name 
of  Pasteur,  the  greatest  of  Frenchmen  who 
made  possible  a treatment  which  will  pre- 
vent, it  is  true  in  not  every  case,  but  in  by 
far  the  great  majority  of  cases,  the  de- 
velopment of  one  of  the  most  agonizingly 
horrible  and  frightful  diseases,  rabies. 


442 


Editorials. 


LONGER  LIFE  WEEK. 

Again  this  year  the  Committee  of  the 
Orleans  Parish  Medical  Society  has  desig- 
nated the  week  beginning  December  3 as 
“Longer  Life  Week.”  Last  year  this  an- 
nual program  was  inaugurated  with  much 
success,  and  at  that  time  the  Journal  car- 
ried several  articles  emphasizing  the 
importance  of  such  a movement  and  the 
benefit  to  be  gained  from  periodic  health 
examinations. 

The  committee  has  again  arranged  to 
bring  this  important  subject  before  the 
community  by  advertisement  and  public 
talks  before  most  of  the  organizations, 
civic  bodies  and  schools  of  the  city. 

Enough  has  been  said  regarding  the 
importance  of  the  movement.  The  profes- 
sion should  co-operate  in  every  respect  to 
further  the  activities  of  the  Society  along 
this  line.  Only  by  continuous  effort  will 
the  community  realize  the  benefits  to  be 
derived. 


JANE  GREY  ROGERS;  AN  APPRE- 


CIATION. 

The  many  readers  of  the  Journal  who 
are  graduates  of  the  Medical  School  of 
Tulane  University  will  be  saddened  to  learn 


of  the  death  of  Miss  Jane  Grey  Rogers, 
which  occurred  after  a long  and  lingering 
illness  at  her  home  in  New  Orleans  on 
Saturday,  October  20th,  1928. 

For  over  twenty  years  she  presided  over 
the  Library  of  the  Medical  School  and 
during  this  period  she  not  only  discharged 
her  duties  as  librarian  with  distinguished 
ability  and  fidelity,  but  entered  into  her 
functions  with  a rare  and  altruistic  con- 
ception of  her  service;  not  merely  as  a 
dispenser  of  knowledge  and  a mentor  in 
the  use  of  books,  but  as  the  friend  of  the 
students,  solicitously  concerned  in  every 
movement  and  enterprise  that  tended  to 
their  scholastic  uplift  and  to  their  personal 
and  collective  betterment. 

To  many  of  the  Alumni  the  realization 
of  this  “dread  finale”  will  bring  the  grief 
and  deep  regret  of  parting  with  one  of  the 
strongest  links  in  the  chain  of  affection 
that  bound  them  to  their  Alma  Mater. 

It  is  due  to  her  whole-souled  devotion  to 
her  task  and  to  her  sympathy  and  ever 
ready  co-operation  with  the  students  in 
their  work,  that  the  reading  rooms  of  the 
Library  became  their  favorite  and  most 
frequented  resort.  In  this  way  she  was  a 
powerful  factor  in  developing  in  the  student 
body  a studious  habit  and  interest  in  medi- 
cal literature  such  as  had  never  been 
known  before  her  day. 

But  apart  from  her  enduring  and  far 
reaching  service  as  Librarian  of  the  Medi- 
cal School  the  passing  of  Miss  Rogers  will 
be  lamented  as  a great  loss  by  a wide  circle 
of  friends  in  and  out  of  the  profession,  who 
appreciated  and  admired  her  rare  intellec- 
tual gifts  and  superior  literary  attain- 
ments. Endowed  with  a brilliant  mind,  j 
well  trained  by  constant  application  to  the  ■ 
fundamentals  of  the  language  and  to  the 
fountain  sources  of  the  literature,  and,  : 
with  a spontaneous  ability  for  literary  ex- 
pression, she  wrote  prose  or  verse  with  , 
equal  facility.  Her  collection  of  published  ’ 
and  unpublished  verse  is,  in  itself,  a lyrical  ; 
anthology  of  a high  order  in  which  she  dis-  ; 
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plays  not  only  a complete  mastery  of 
English  prosody  but  a creative  faculty,  a 
versatility  in  form  and  a fertility  of 
imagination,  that  stands  high  above  the 
level  of  that  poetic  mediocrity  that  flour- 
ishes so  luxuriantly  in  our  current 
literature.  Over  modest  and  unpretentious, 
she  never  obtruded  her  talents  or  erudition. 
But  no  one  could  be  long  in  contact  with 
her  gifted  mind  without  quickly  recogniz- 
ing her  intellectuality  and  the  great  wealth 
of  cultural  lore  that  was  stored  within. 

A number  of  her  contributions  on  med- 
ico-literary subjects  have  appeared  at 
different  times  in  the  editorial  columns  of 
this  journal,  but  her  tendency  to  self- 
effacement  has  caused  the  authorship  to 
remain,  in  most  instances,  undisclosed. 

The  New  Orleans  Medical  and  Surgical 
Journal  counts  among  its  editors  and  col- 


DISTRIBUTION AND  EXTENSION  OF 
TUBERCULOSIS.— Gerald  B.  Webb,  Colorado 
Springs,  says  that  infection  by  the  human  tubercle 
bacillus  is  usually  by  way  of  the  air.  Infection 
by  the  bovine  bacillus  is  by  ingestion.  In  rare 
cases  the  tubercle  bacillus  may  enter  the  body 
through  the  skin,  usually  through  an  abrasion. 
The  mucous  membrane  is  the  first  line  of  defense 
against  the  tubercle  bacillus  and  penetration  of 
intact  membrane  by  bacteria  is  probably  rare, 
though  this  may  not  be  true  in  the  lung.  Primary 
tuberculosis  of  the  nasal  mucous  membrane  is 
almost  unknown  in  spite  of  the  frequency  with 
which  the  tubercle  bacillus  can  be  found  in  the 
nasal  passages  of  those  exposed  to  tuberculosis 
patients.  The  lymph  nodes  constitute  the  second 
line  of  defense,  and  while  many  kinds  of  bacteria 
which  have  succeeded  in  passing  the  first  line  are 
easily  destroyed  by  the  lymph  nodes,  it  is  prob- 
able that  they  cannot  overcome  even  a moderate 
number  of  tubercle  bacilli  which  may  be  brought 
to  them.  It  is  in  the  lymph  nodes  that  the  first 
manifestations  of  tubeculosis  are  apt  to  be  found. 
The  mucous  membranes  may  be  penetrated  by  the 
tubercle  bacillus  without  local  lesions  arising, 
and  this  is  frequently  the  case  in  children  when 
tuberculosis  of  various  lymphatic  chains  is  seen 
and  no  lesion  of  any  mucous  membrane  detected. 
Meningitis  is  part  of  a generalized  tuberculosis 
and  more  commonly  associated  with  thoracic  dis- 
ease than  with  abdominal.  It  is  a fairly  frequent 
terminal  complication  of  male  genital  tuberculosis 


laborators,  past  and  present,  many  who 
cherish  the  memory  of  this  noble  woman 
for  her  inspiring  friendship,  her  helpful- 
ness, her  unfailing  sympathy  and  encour- 
agement during  their  most  anxious  and 
struggling  student  days.  She  gave  unstint- 
ingly  and  unselfishly  of  her  best  with  no 
thought  of  material  consideration  or  of 
worldly  reward.  Her  whole  life  seemed  to 
have  been  inspired  by  the  dictates  of  a 
heart  that  harkened  to  the  spiritual  ad- 
monition: “Freely  ye  have  received,  freely 
give.”  To  the  great  host  of  the  Alumni 
who  are  dispersed  throughout  the  country 
and  in  foreign  lands,  and  who  remember 
the  gentle  Librarian  at  Tulane  as  their 
ever  willing  helper  and  friend,  the  passing 
of  Jane  Grey  Rogers  is  only  a transition 
from  the  stage  of  material  human  realties 
to  that  of  the  intangible  but  still  living 
world  of  blessed  memories. 


especially  after  surgical  intervention.  Bone  and 
joint  tuberculosis  may  originate  from  either  tho- 
racic or  abdominal  disease.  The  blood  stream 
seems  the  only  probable  route  of  metastasis  here. 
Tubercle  bacilli  may  penetrate  mucous  surfaces 
such  as  those  of  the  eye,  nose,  pharynx  and 
bronchi  without  producing  local  lesions,  and, 
wherever  the  portal  of  entrance  may  be,  tubercle 
of  the  tracheobronchial  lymph  nodes  will  result. 
It  may  occasionally  happen  that  bovine  tubercu- 
losis attacks  the  mesenteric  Imyph  nodes  while  the 
tracheobronchial  nodes  remain  normal;  but  it  is 
doubtful  whether  choroid,  tonsillar,  lingual, 
pharyngeal  or  laryngeal  tuberculosis  ever  takes 
place  without  concomitant  infection  of  the  trache- 
obronchial nodes.  Such  lesions,  however,  may 
occur  in  the  absence  of  manifest  pulmonary  tuber- 
culosis. It  is  known  that  infection  has  access  to 
all  organs  and  tissues  by  way  of  the  blood  stream. 
It  has  been  conclusively  proved  that  “bacillemia” 
without  acute  general  miliary  tuberculosis  occurs 
in  a considerable  percentage  of  cases  of  pul- 
monary tuberculosis,  and  there  is  a strong  pre- 
sumption, from  the  presence  of  tubercles  in  liver 
and  spleen,  that  it  occurs  at  some  time  in  all,  or 
nearly  all.  It  has  been  shown  that  tuberculous 
enteritis  can  be  produced  experimentally  by  actual 
inoculation  much  more  readily  than  by  simple  in- 
fection. It  therefore  seems  reasonable  to  suppose 
that  tuberculous  enteritis  and  laryngitis  do  have  a 
hematogenous  origin,  at  least  in  many  cases. — 
Jour,  A.  M.  A.,  91:  769-772,  1928. 
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CHARITY  HOSPITAL  STAFF— ORLEANS 
PARISH  MEDICAL  SOCIETY. 

JOINT  MEETING. 

A joint  meeting  of  the  Orleans  Parish  Medical 
Society  with  the  Chaidty  Hospital  Staff  was  held 
Monday,  November  12,  1928,  at  8 p.  m.,  in  the 
Miles  Amphitheatre,  Charity  Hospital,  Dr.  J. 
Birney  Guthrie  presiding. 

Dr.  G.  C.  Anderson  presented  a case  of  left 
brachial  plexus  palsy  in  a young  colored  male 
following  a fracture  of  the  left  clavicle.  An  open 
reduction  was  done  with  wiring  of  the  fragment. 
At  this  operation  it  was  determined  that  there 
was  no  damage  to  the  plexus  roots,  inasmuch  as 
they  responded  to  electrical  stimulation.  The 
])aralysis  was  thought  therefore  to  be  due  to 
pressure  upon  the  plexus.  The  arm  only  was  in- 
volved, there  being  no  involvement  of  the  shouldei- 
muscles.  Since  operation  motion  has  gradually 
been  returning  to  the  affected  limb. 

The  second  case  presented  was  that  of  a contre- 
coup  cerebral  hemorrhage  produced  by  a blow  on 
the  left  side  of  the  head  which  rendei’ed  the 
patient  unconscious.  There  was  a fracture  of  the 
skull  in  the  parieto-occipital  region  with  bleeding 
from  the  left  eye,  and  complete  paralysis  of  the 
left  side  of  the  body.  A subtemporal  decompres- 
sion and  bone  flap  operation  on  the  right  side 
failed  to  show  any  hemorrhage.  The  patient  died 
and  post  - mortem  examinations  demonstrated  a 
cerebral  hemorrhage  in  the  right  hemisphere. 

Dr.  P.  H.  Jones  presented  a very  interesting 
case  for  differential  diagnosis.  The  patient,  a 
white  male,  had  been  ill  for  the  past  9 months 
with  fever,  chills  and  weakness.  The  fever  came 
at  irregular  intervals  lasting  2 to  3 weeks  fol- 
lowed by  an  afebrile  period  of  about  10  days. 
During  the  febrile  period  the  temperatui'e  went 
to  as  high  as  101°  to  102°  and  chills  occurred 
sometimes.  The  positive  physical  findings  were 
an  anemia,  tachycardia,  enlai’ged  spleen,  moderate 
size  liver,  and  questionable  ascites.  All  the  labor- 
atory tests  had  been  negative.  The  probable 
diagnoses  of  tuberculosis,  malaria,  typhoid  fever, 
Hodgkin’s  disease,  Banti’s  disease,  and  Malta 
fever  were  considered  and  discussed.  By  a pro- 
cess of  elimination  the  diagnosis  of  Malta  or  un- 
dulant  fever  had  been  made,  though  blood  culture 
was  negative  and  also  agglutination  reactions  for 
micrococcus  melitensis. 

Dr.  Johns  discussed  the  disease,  mentioning  the 
facts  that  the  disease  occurred  in  cattle  as  well 
as  goats  and  was  endemic  in  Texas  among  other 
states. 


Dr.  Alsobrook  presented  a case  of  tubal  abor- 
tion in  which  the  symptoms  and  signs  had  been 
unusual.  A diagnosis  of  multiple  uterine  fibroids 
with  pelvic  abscess  had  been  made.  Aspiration 
of  the  fluctuating  pelvic  mass  on  the  right  side 
showed  blood.  An  exploratory  laparotomy  was 
done  and  a large  blood  clot  found  in  that  side. 

A right  salpingo-oophorectomy  was  performed,  a 
large  fimbriated  extremity  of  the  tube  being 
noted.  The  diagnosis  of  tubal  abortion  was  con- 
firmed by  pathological  examination. 

Di-.  G.  Mayer  presented  a case  which  had  had 
a Cesarian  section  performed  for  a markedly  con- 
tracted pelvis.  There  was  mai’ked  deformity  of 
the  lower  extremities,  congenital,  and  a flattened 
assymetrical  pelvis.  Roentgenograms  of  the  pel- 
vis were  shown.  The  patient  had  been  given  the 
test  of  labor  for  18  hours  before  the  low  Cesarian 
section  was  done. 

Dr.  Ficklen  spoke  on  the  indications  for  Cesa- 
rian section,  and  the  importance  of  always 
allowing  the  patient  to  have  the  test  of  labor. 

Dr.  I.  L.  Robbins  presented  a coloi’ed  male  who 
had  had  weakness,  palpitation,  and  swollen  ankles 
at  night  for  4 months.  (Several  hours  following 
an  Ewald  meal  with  removal  of  the  gastric  con- 
tents the  patient  had  a true  hematemesis.  The 
gastric  analysis  showed  free  HCL  65,  total  acidity 
85,  with  occult  blood.  Gastro-intestinal  roentgen- 
ograms showed  no  org'anic  pathology.  There  was 
hypertension,  dilatation  of  the  ascending  aorta, 
and  a slightly  enlarged  heaid.  The  blood  pres- 
sure fell  progressively  and  the  patient  showed  no 
further  discomfort.  The  case  was  regarded  as 
one  of  hypertension  causing  this  gastric  hem- 
orrhage. 

Dr.  J.  H.  Smith  mentioned  a similar  case  which 
had  occurred  under  his  observ'ation.  He  consid- 
ered the  cardiac  condition  the  cause  of  the  gastric 
hemorrhage  in  his  case,  rather  than  organic 
pathology,  and  agreed  with  Dr.  Robbin’s  impres- 
sion of  his  own  case. 

Willard  R.  Wirth,  M.  D. 

TRANSACTIONS  OF  THE  CHARITY 
HOSPITAL. 

SURGICAL  SECTION. 

The  October  meeting  of  the  section  W'as  devoted 
entirely  to  an  interesting  presentation  on  spinal 
anesthesia  by  Dr.  Earl  Garside.  In  a brief  sum- 
mary Dr.  Garside  traced  the  history  of  this  form 
of  anesthesia  to  the  present  day.  The  various 
objectionable  features  to  spinal  anethesia  were 
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considered  and  the  reason  for  their  existence 
given.  Besides,  it  was  pointed  out  that  the  various 
drugs  used  in  the  past  were  found  to  vary  in 
toxicity  so  that  the  danger  was  increased  accord- 
ing to  the  drug  used.  It  was  pointed  out  that 
novocain  was  the  least  toxic,  and  then  came  apos- 
thesin,  butyn  and  stovain — in  the  order  named. 

The  diffusion  that  takes  place  when  novocain 
is  injected  into  the  spinal  canal  was  explained  to 
be  the  most  objectionable  feature.  Dr.  Garside 
pointed  out  that  Dr.  Geo.  P.  Pitkin  of  New  Jersey 
has  been  able  to  overcome  this  by  introducing 
a new  drug  called  spinocain;  and  which  he  ex- 
plained was  “a  solution  of  novocain  in  a special 
starch  paste  and  alcohol  solvent,  each  cubic  cen- 
timeter containing  100  mg.  of  novocain.” 

Because  the  specific  gTavity  of  this  solution  is 
lighter  than  that  of  spinal  fluid  (1.006  for  spino- 
cain and  1.074  for  spinal  fluid)  it  will  float  on 
the  latter;  and  is  there'by  controlable.  The  light- 
ness necessitates  the  use  of  the  Trendelenburg 
position.  This  permits  the  solution  to  float  toward 
the  sacrum  and  away  from  the  brain.  The  height 
of  anesthesia  is  regulated  by  the  amount  of  spinal 
fluid  withdrawn  in  the  syringe  and  reinjected, 
thus  permitting  expansion,  but  not  diffusion. 
Accordingly,  a spinal  sacral  bloch  is  obtained  by 
injecting  the  spinocain  solution  as  it  is  removed 
from  the  ampule  and  without  aspiration  of  spinal 
fluid.  The  patient  is  placed  in  a fifteen  degree 
Trendelenburg  position.  Anesthesia  of  the  lower 
extremities  and  extending  to  the  iliac  crests  can 
be  obtained  by  aspiration  and  reinjection  of  4 
c.  c.  of  fluid.  Umbilical  anesthesia  by  aspiration 
of  6 c.  c.;  and  anesthesia  to  the  costal  margin  by 
aspiration  of  8 c.  c.  of  fluid. 

Dr.  Garside  explained,  also,  that  the  solution 
used  to  induce  local  analgesia  over  the  points 
through  which  the  needle  is  to  be  introduced  into 
the  spinal  canal,  contains  50  mg.  of  ephedrin 
hydrochloride;  which  is  found  to  last  longer  than 
suprarenin. 

Finally,  he  explained  that  Dr.  Pitkin  has  pre- 
pared another  similar  solution,  but  with  a higher 
specific  gravity  than  spinal  fluid;  and  which  will 
permit  the  use  of  the  reverse  Trendelenburg  posi- 
tion. 

Dr.  Garside  showed,  by  demonstration,  how  a 
pure  novocain  solution  diffused  through  a saline 
solution  of  spinal  fluid  specific  gravity;  how  the 
light  spinocain  floated  on  this  same  solution;  and 
how  heavy  spinocain  sank  to  the  bottom  of  this 
solution. 

In  the  discussion  which  followed.  Dr.  Urban 
Maes  pointed  out  that  “it  would  be  well  to  state 
the  average  duration  of  anesthesia  with  spino- 


cain.” Dr.  Garside  explained  that  the  length  of 
time  averaged  two  hours;  and  also  went  into  some 
details  explaining  how  the  various  regions  became 
anesthetized — that  is — the  order  in  which  this 
takes  place.  Frank  L.  Lobia,  M.  D. 

STAFF  MEETING  VICKSBURG  SANITARIUM 
AND  CRAWFORD  STREET  HOSPITAL. 

October  10,  1928. 

Special  Case  Reports. 

Osteomyelitis  of  the  Cranium — Dr.  A.  Street. 

A boy  of  fourteen  years,  admitted  on  August 
31,  1928,  gave  the  history  of  having  been  struck 
on  the  left  eye  by  the  fist  of  another  boy  on  July 
2,  1928.  As  a result  of  this  blow,  he  fell  and 
struck  the  back  of  his  head  on  the  floor.  There 
was  headache  and  aching  over  the  eyes  from  the 
time  of  accident.  The  region  around  the  eye  was 
swollen,  and  ten  days  later  he  had  fever  and  a 
convulsion.  He  had  been  treated  at  another  hos- 
pital for  frontal  sinus  disease,  but  did  not 
improve.  Later  an  abscess  formed  high  on  the 
forehead  and  much  pus  was  evacuated.  There 
was  considerable  improvement,  but  the  swelling 
did  not  subside  and  the  infection  over  the  abscess 
did  not  heal. 

Physical  Examination:  The  patient  was  weak 

and  pale,  but  well  nourished.  Pulse  82,  respira- 
tion 20,  temperature  99  2/5°.  There  was  a sup- 
purating wound  high  in  the  midline  over  the  fore- 
head and  another  area  of  suppuration  posterior  to 
this.  There  was  no  edema  of  the  orbital  region. 
Cervical  lymph  nodes  were  barely  palpable  and 
not  tender.  The  general  physical  examination, 
including  roentgenogram  of  the  chest,  showed 
nothing  additional.  The  right  nostril  showed  no 
evidence  of  disease,  but  the  left  contained  a puru- 
lent exudate  from  the  left  frontal  sinus.  A spinal 
puncture  was  done  previous  to  this  with  negative 
findings  and  was  repeated  at  this  time. 

The  blood  examination  shows:  Hemoglobin, 

77%;  erythrocytes,  3,176,000;  leukocytes,  9,700; 
differential  count:  small  mononuclears,  41%; 

large  mononclears,  2 % ; heutrophiles,  55  % ; 
eosinophils,  2%;  blood  Wassermann  ^est  and  Kahn 
test  were  negative.  Tissue  examination  from  the 
wounds  showed  nothing  suggestive  of  tubercu- 
losis. 

Roentgenograms  of  the  cranium  showed  exten- 
sive destruction  of  bone  from  the  region  of  the 
frontal  sinuses  back  to  and  including  part  of  the 
occipital  bone.  Extensive  areas  of  the  paietal 
bones  were  included,  but  the  temporal  bo.iOS  were 
apparently  uninvolved.  There  appeared  to  be  a 
tact  in  the  frontal  bone  leading  into  the  left 
frontal  sinus. 

J 
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Treatment:  The  radical  type  of  treatment  as 
advised  by  McKenzie  seemed  out  of  the  question 
on  account  of  the  extent  of  bone  disease.  In  an 
attempt  to  control  the  spread  of  disease  into  the 
flat  cranial  bones  alon^tudinal  incision  was  made 
from  a point  on  the  forehead  about  one-half  inch 
below  the  hair  line  backward  along  the  sagital 
suture  to  a point  which  exposed  normal  occipital 
bone. 

The  flaps  on  each  side  were  then  freed  until 
apparently  normal  bone  was  reached.  No  attempt 
was  made  to  dislodge  the  necrotic  portion  of  bone. 
Strips  of  gauze  packing  soaked  in  vaseline  were 
placed  against  the  surface  of  the  bone  and  the 
wound  left  open.  The  packing  was  not  disturbed 
for  one  week.  The  patient  was  quite  weak  for 
three  or  four  days  following  this  operation,  but 
since  that  time  has  gradually  gained  in  weight 
and  strength  and  the  temperature  has  subsided. 

On  removal  of  the  vaseline  gauze  packing, 
numerous  large  and  small  sequestra  were  easily 
picked  out  of  the  wound  and  some  sequestra  have 
been  removed  at  each  dressing  until  recently, 
when  only  granulation  tissue  is  evident  and  ap- 
parently no  further  sequestra  forming. 

The  next  step  in  treatment  will  probably  be 
exposure  of  the  frontal  sinuses  by  external  in- 
cision and  removal  of  the  anterior  walls  and  of 
such  portions  of  the  frontal  bone  as  may  seem 
necessary. 

DISCUSSION 

Fortunately  the  above  described  condition  is 
not  common.  However,  this  is  the  fourth  case 


that  has  been  treated  in  this  hospitaL  One  fol- 
lowed a prolonged  fever  that  had  been  diagnosed 
as  typhoid;  one  followed  chronic  mastoiditis;  one 
in  a baby  following  chronic  otitis  media;  and  the 
above  case  which  seemed  to  be  the  result  of 
trauma  and  frontal  sinus  disease.  Of  these  cases 
the  first  three  were  well  advanced  when  admitted. 
Two  died  of  extension  of  infection  into  the  brain, 
and  the  baby  died  with  septicemic  multiple  me- 
tastatic areas  of  suppuration. 

On  looking  up  this  subject  in  the  usual  text 
books  and  systems  of  surgery  I find  rather  i*- 
complete  information.  Tuberculosis  or  syphilis 
was  evidently  formerly  held  to  be  the  cause  of  the 
majority  of  such  cases.  Although  some  of  the 
cases  unquestionably  are  caused  by  tuberculosis 
and  by  syphilis,  the  records  of  reported  cases  do 
not  indicate  that  anything  like  a majority  of  cases 
result  from  such  causes. 

For  the  convenience  of  others  who  may  find 
it  necessary  to  review  this  subject,  references  are 
submitted. 
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DEFECTIVE  GAS-HEATING  APPLIANCES 
CONSTITUTE  SERIOUS  HEALTH  HAZARD.— 

With  cold  weather  approaching,  a warning  of  dan- 
ger to  life  or  at  least  serious  discomfort,  from 
breathing  the  fumes  produced  by  improperly  ad- 
justed or  poorly  constructed  heating  appliances, 
is  sounded  by  the  United  States  Bureau  of  Mines, 
Department  of  Commerce.  Householders  will  be 
using  more  gas  and  simultaneously  will  decrease 
ventilation  by  closing  up  their  homes  in  order  to 


maintain  comfortable  temperatures.  Many  per- 
sons suffer  discomfort  and  ill-health  in  the  form 
of  lassitude  languor,  headache,  and  nausea  with- 
out suspecting  the  cause  to  be  carbon  monoxide 
arising  from  the  improper  functioning  or  improper 
use  of  their  gas  appliances.  Cases  of  mild  to  mod- 
erate forms  of  carbon  monoxide  poisonipg  are  far 
more  numerous  than  serious  or  fatal  cases  and 
are  usually  forerunners  of  the  serious  type. — 
Bull.  Department  of  Commerce,  October  23,  1928. 
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Besides  the  regular  meeting  of  the  Board  of 
directors  the  Society  has  held  one  Joint  Clinical 
Meeting  with  the  Charity  Hospital  Staff  and  one 
•egular  Scientific  Meeting. 

At  the  Joint  Clinical  Meeting  interesting  cases 
,vere  presented  by  Drs.  H.  B.  Alsobrook,  Gilbert 
3.  Anderson,  P.  H.  Jones,  Jr.,  G.  A.  Mayer  and 
[.  L.  Robbins. 

At  the  regular  Scientific  Meeting  the  follow 
program  was  presented: 

Ihe  Diagnosis  of  Myocardial  Insufficiency:  Re- 

sults obtained  with  a Modification  of  the  Dwight- 
Frost  Cardio  Respiratory  Test. 

By Dr.  Allan  Eustis 

Discussed  by  Drs.  E.  L.  Faust  and  Upton  Giles. 

Report  of  one  thousand  cases  of  Hemorrhoids 
treated  by  Office  Methods. 

By Dr.  J.  W.  Warren. 

Discussed  by  Dr.  W.  A.  Love. 

Fractures  and  Dislocations  of  the  Cervical  Ver- 
tebra. 

By Dr.  D.  H.  Theodore  Simon 

Discussed  by  Dr.  Paul  A.  Mcllhenny. 

The  Delegates  and  Alternates  to  the  Louisiana 
State  Medical  Society  elected  at  the  regular  meet- 
ing are: 

Delegates:  Drs.  S.  M.  Blackshear,  H.  B.  Gess- 
ner,  F.  J.  Chalaron,  L.  L.  Cazenavette,  H.  W. 
Kostmayer,  E.  Denegre  Martin,  E.  L.  Irwin,  P. 
Graffagnino,  P.  A.  Mcllhenny,  B.  A.  Ledbetter, 
and  M.  J.  Lyons. 

Alternates:  Drs.  F.  M.  Johns,  H.  Theodore 
Simon,  J.  Bimey  Guthrie,  J.  F.  Dicks,  M.  J. 
Gelpi,  J.  T.  O’Farrall,  L.  A.  Fortier,  C.  J.  Bloom, 
W.  J.  Durel,  A.  Jacobs,  and  M.  Bradbum. 

The  regular  election  of  Officers  will  take  place 
Saturday,  December  8,  at  the  offices  of  the  So- 
ciety, 1551  Canal  Street.  The  voting  to  be  be- 
tween the  hours  of  10:00  A.  M.  and  12:00  noon; 
2:00  and  5:00  P.  M.  and  7:00  and  8:30  P.  M. 

The  Orator  for  the  coming  Stanford  E.  Chaille 
Memorial  Oration  to  be  held  Tuesday,  December 
4,  will  be  Dr.  Carl  J.  Wiggers,  Professor  of 
Physiology  of  the  School  of  Medicine,  Western 
Reserve  University  of  Cleveland,  Ohio.  The 
title  of  his  paper  will  be  “The  Value  and  Limita- 
tions of  Laboratory  Methods  in  Clinical  Investiga- 
tion of  Cardio-vascular  Diseases.” 

Longer  Life  Week  will  be  held  during  the 
week  of  December  3-8.  The  Chairman  of  the 


committee  of  arrangements  for  this  week  is  Dr. 
Leopold  Mitchell.  During  this  week  the  value 
of  periodic  health  examinations  will  be  broad- 
cast through  lectures  before  schools,  cooperative 
clubs,  radio,  luncheon  clubs.  Posters  will  be 
placed  in  the  department  stores,  hospitals  and 
street  cars. 

The  members  will  note  that  bills  for  dues  con- 
tain a special  assessment  of  $1.00  which  was  levied 
by  the  Louisiana  State  Medical  Society  to  defray 
the  expenses  in  Baton  Rouge  of  the  fighting  and 
defeating  the  proposed  chiropractic  laws.  Those 
who  have  not  paid  same  will  kindly  do  so  at 
once. 

The  first  quarter  insurance  for  the  year  1929 
will  be  due  on  December  5,  1928.  It  is  re- 
quested that  all  policy  holders  send  in  this 
quarterly  amount  of  $9.93  or  if  they  decide  to 
pay  for  the  year  the  premium  will  be  $39.72. 

Members  who  have  not  yet  sent  in  their  photo- 
graphs for  the  coming  edition  of  the  history  of 
the  Orleans  Parish  Medical  Society  to  be  edited 
by  Dr.  A.  E.  Fossier  are  requested  to  do  so  at 
once  as  the  manuscript  is  ready  to  be  turned 
over  to  the  publishers. 

The  following  doctors  have  been  elected  to 
membership: 

ACTIVE  MEMBERS:  Dr.  Bernard  Hoch- 

felder  and  Dr.  Seaborn  J.  Lewis. 

INTERNE  MEMBERS:  Dr.  Herbert  E.  Can- 

non and  Dr.  Jack  E.  Strange. 

TREASURER’S  REPORT. 


Actual  Book  Balance,  9/30/28 - $1,685.05 

Receipts  during  October - ..$1,669.14 

$3,354.19 

Expenditures  - $3,271.81 

Book  Balance  10/31/28 $ 82.38 


LIBRARIAN’S  REPORT. 

One  hundred  three  books  have  been  added  to 
the  Library  during  October.  Of  these  81  books 
were  received  by  gift  and  22  were  from  the  New 
Orleans  Medical  and  Surgical  Journal.  Nota- 
tion of  new  titles  of  recent  date  is  appended  here- 
with. 

Gifts  of  Journals,  books  and  reprints  have  been 
received  from  the  Cleveland  Academy  of  Medicine 
Library,  Jackson  County  Medical  Society  (Kan- 
sas City),  Emory  University  and  Tulane  Univer- 
city. 
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Miss  Marshall  while  on  vacation  in  September 
attended  the  meeting  of  the  Medical  Library  Asso- 
ciation at  the  New  York  Academy  of  Medicine. 
A full  report  of  this  meeting  will  be  given  at  a 
later  date.  The  sessions  were  largely  attended 
and  w'ere  most  instx’uctive  and  inspirational. 

NEW  BOOKS. 

Mendel — Psychiatry.  1920. 

American  College  of  Surgeons— 1.5th  yearbook. 
1928. 

Rockefeller  Foundation — Methods  and  Prob- 
lems of  Medical  Education.  1928,  v.  10. 
Royal  Society  of  Tropical  Medicine  and  Hy- 
giene. Yearbook.  1928. 

College  of  Physicians  of  Philadelphia  Transac- 
tions. 1927. 

Henderson — Gilbertus  Anglicus.  1928. 

Evans — Recent  Advances  in  Physiology.  1928. 
National  Research  Council — Bulletin.  July, 
1928. 

Carter — Bacteriology  for  Nurses.  1928. 
-\lvarez — Mechanics  of  the  Digestive  Tract. 
1928. 

Kanner — Folklore  of  the  Teeth.  1928. 

-■\udle — Calcium  Therapy.  1928. 

Wyard— Handbook  of  Diseases  of  the  Stomach. 

1927. 

Wilson — Physiological  Chemistry.  1928. 

John — Diabetic  Manual  for  Patients.  1928. 
Barnhill — Nose,  Throat  and  Ear.  1928. 

Juilly — Practical  Surgery  of  the  Abdomen.  2v. 

1928. 

Young — Urological  Roentgenology.  1928. 
Gradwohl — Blood  and  Urine  Chemistry.  1928. 
Eisendrath — Textbook  of  Urology.  1928. 
Eddy — Nutrition.  1928. 

LaVake — Clinical  Gynecology  and  Obstetrics. 
1928. 

Pearson — Recent  Advances  in  Diseases  of 
Children  1928. 

Bainton — Classification  and  Diagnosis  of  Heart 
Disease.  1928. 

Pitch — New  Pocket  Medical  Formulaiy.  1928. 
H.  THEODORE  SIMON,  M.  D., 

Secretary. 


THE  THIRD  CHAILLE  LECTURE. 

The  Third  Chaille  Lecture  will  be  delivered 
December  4,  at  8:00  p.  m.,  by  Dr.  C.  J.  Wiggers. 
Western  Reserve  University,  who  will  speak  upon 
“The  Value  and  Limitations  of  Laboratorj’ 
Methods  in  Clinical  Investigation  of  Cardiovas- 
cular Diseases.”  The  Society  is  indeed  fortunate 
to  have  a master  physician  deliver  this  lecture, 
adding  his  name  to  the  two  distinguished  names 
of  the  men  who  have  preceded  him,  Drs.  Allen 
Whipple  and  M.  G.  Seelig-. 

Dr.  Wiggers  is  one  of  the  outstanding  men  of 
medical  science  in  this  country.  He  was  born  in 
Iowa  in  1883,  and  graduated  from  the  University 
of  Michigan  Medical  School  in  1906.  In  1911  he' 
was  appointed  Assistant  Professor  *f  Physiology- ; 
of  Cornell  University  Medical  School,  and  since 
1918  has  been  Professor  of  Physiology  of  Western 
Reserve  Univei’sity  Medical  School.  Dr.  Wiggers. 
as  a physiologist,  has  been  interested  primarily 
in  the  development  and  adaptations  of  optical 
methods  of  registration  to  a study  of  normal  and 
abnormal  conditions  of  the  circulation.  As  a re- 
sult of  special  studies  in  the  field  of  work  that 
he  has  cultivated  so  successfully,  some  98  articles 
have  appeared  in  the  more  prominent  journals 
of  physiolog'y  and  medicine  published  in  this 
country.  Dr.  Wiggers  is  also  the  author  of  three 
books,  a “Brief  Text  of  Physiology”,  “Circulation 
in  Health  and  Disease”,  “Pressure  Pulses  in  the 
Cardiovascular  System,”  while  a fourth  book,  “The 
Principles  and  Practice  of  Electrocardiography”  at 
present  time  is  in  press.  The  Chaille  lecturer  for 
1928  is  a member  of  many  scientific  societies  and  ; 
organizations. 

The  medical  profession  in  the  City  of  New 
Orleans  and  their  friends  who  are  interested  in  i 
medical  subjects  are  cordially  invited  to  hear  this  , 
lecture.  Because  the  lecture  is  given  under  the 
auspices  of  the  Orleans  Parish  Medical  Society ' 
must  not  be  felt  that  only  members  of  the  Parish 
Society  are  welcome.  It  is  earnestly  hoped  that  i 
many  of  the  medical  men  from  the  surrounding 
parishes  will  attend  this  most  valuable  and  in- 
.structive  presentation. 


HOW  TO  KILL  A MEDICAL  SOCIETY. — 

Don’t  come  to  the  meetings.  If  you  come,  come 
late.  If  the  weather  doesn’t  suit  you,  don’t  think 
of  coming.  If  you  do  attend  a meeting,  find  fault 
with  the  work  of  the  officers  and  other  members. 
Never  accept  office,  as  it  is  easier  to  criticize  than 
to  do  things.  Nevertheless,  get  sore  if  you  are 
not  appointed  to  a committee;  but  if  you  are,  do 
not  attend  the  committee  meetings. 

If  asked  by  the  chairman  to  give  your  opinion 
regarding  some  important  matter,  tell  him  you 


have  nothing  to  say.  ’.\fter  the  meeting,  tell  j 
everyone  how  things  ought  to  be  done.  Do  noth-  , 
ing  more  than  is  absolutely  necessary,  but  when  i 
other  members  roll  up  their  sleeves  and  willingly  i 
and  unselfishly  use  their  ability  to  help  matters  ■ 
along,  howl  that  the  organization  is  being  run  by  ■ 
a clique.  Hold  back  your  dues  as  long  as  possible,  ! 
or  don’t  pay  them  at  all.  Don’t  bother  about  get-  | 
ting  new  members. — The  Aesculapian.  ' 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


IMPORTANT  NOTICE! 

On  May  31,  1928,  we  had  the  occasion  to 
iddress  you  a communication  in  regard  to  the 
aroposed  history  of  the  Louisiana  State  Medical 
Society,  which  is  presently  being  prepared  by 
Professor  Rudolph  Matas,  with  the  support  of 
;he  House  of  Delegates. 

We  did  not  hear  from  you  as  to  your  wishes 
in  regard  to  subscribing  to  this  valuable  book, 
and  felt  that  probably  the  letter  may  have  been 
misplaced  or  inadvertently  overlooked  by  you.  We 
would,  therefore,  again  call  your  attention  to  this 
appeal  made  by  the  Louisiana  State  Medical  So- 
ciety for  the  purpose  of  securing  subscriptions  in 
order  that  a satisfactory  budget  for  the  prepara- 
tion and  publication  of  same  may  be  arranged. 

We  would  ask  that  you  kindly  execute  and  re- 
turn at  once  the  post  card  sent  you.  It  is  im- 
possible for  the  Committee  to  know  the  number  of 
copies  of  the  history  to  prepare  without  having 
available  information  as  to  the  wishes  of  each 
member.  The  Executive  Committee  has  favored 
this  means  of  indication  rather  than  the  imposi- 
tion of  a special  assessment,  which  would  be 
needed  if  not  sufficient  subscriptions  are  received. 
We  therefore  respectfully  ask  that  you  give  this 
your  prompt  attention,  and  let  us  hear  from  you 
at  once. 

P.  T.  Talbot, 
Secretary-Treasurer. 


Dr.  H.  Daspit,  Dean,  and  Professor  of  Psychi- 
atry, Graduate  School  of  Medicine  of  the  Tulane 
University  of  Louisiana,  addressed  the  Sixth 
District  Medical  Society  meeting  at  the  East 
Louisiana  State  Hospital,  Jackson,  La.,  Wednes- 
day, November  14,  1928,  on  The  Psychiatric  As- 
pects of  Chronic  Epidemic  Encephalitis. 


MEETING  OF  THE  ST.  TAMMANY  PARISH 
MEDICAL  SOCIETY. 

The  Society  met  in  Slidell  Friday  night  at 
8 P.  M.  on  November  14.  The  following  members 
were  present:  A.  G.  Maylie  and  R.  B.  Paine  of 

Mandeville,  J.  K.  Griffith,  F.  R.  Singleton  and 
J.  F.  Polk  of  Slidell,  H.  D.  Bulloch,  J.  F.  Buquoi, 
L.  Roland  Young  and  J.  F.  Young  of  Covington, 
and  A.  H.  Herrin  of  Bush  P.  O.,  la.  Dr.  Lau- 
rence Young  attended  as  a guest  and  Drs.  Carroll 
Allen,  O’Ferrall  and  Potts  of  New  Orleans  were 
present.  Dr.  Allen  was  the  specially  invited  essay- 
ist of  the  evening,  who  in  his  goodness  had  Drs. 
Potts  and  O’Ferrall  to  join  him  and  motor  over 
into  St.  Tammany  and  help  make  our  meeting  a 
bigger  success. 


The  President,  Dr.  F.  F.  Young,  and  Secre- 
tary-Treasurer, L.  Roland  Young,  were  at  their 
respective  posts  and  after  the  regular  order  of 
business,  etc..  Dr.  Allen’s  paper,  the  title  of  which 
was  The  Diseased  Gall  Bladder,  was  read  and 
created  a lot  of  discussion,  particularly  questions. 
Drs.  Potts  and  O’Ferrall  joined  in  this  and  they 
were  listened  to  with  a great  deal  of  interest  as 
was  that  most  unusual  paper  crammed  with  the 
latest  information  on  the  gall  bladder.  These 
New  Orleans  M.  D.’s  were  given  a rising  vote  of 
thanks.  On  adjournment  all  retired  to  the  Golden 
Goose  Cafe  were  all  enjoyed  a nice  cold  luncheon 
and  hot  coffee. 

L.  Roland  Young,  M.  D., 
Sec-Treas. 


NEWS  ITEM. 

Members  of  the  faculty  and  teaching  staff  of 
the  Graduate  School  of  Medicine  of  the  Tulane 
University  of  Louisiana  who  attended,  and  those 
who  presented  papers  at  the  meeting  of  the 
Southern  Medical  Association,  Asheville,  N.  C., 
Novmber  12  to  November  15,  1928,  are  as  follows: 

Drs.  R.  C.  Lynch,  Urban  Maes,  W.  H.  Harris, 
P.  J.  Carter,  A.  L.  Levin  (officiated  as  Secretary 
of  the  Section  on  Gastro-enterology),  T.  B.  Sellers 
(officiated  as  Secretary  of  the  Section  on  Gyne- 
cology), 

Dr.  H.  W.  Kostmayer,  In  Hysterectomy  for  Be- 
nign Diseases,  Should  the  Cervix  Always  Be 
Removed  ? 

Dr.  Isidore  Cohn.  The  Surgeon,  the  Anesthetist  and 
Their  Patient; 

Dr.  Sidney  K.  Simon  and  Dr.  D.  C.  Browne,  The 
Medical  Aspect  of  Chronic  Duodenal  Stagna- 
tion; 

Dr.  P.  J.  Kahle,  Pre-Operative  and  Post-Operative 
Care  of  Prostatics; 

Dr.  Maurice  J.  Gelpi,  Post-Operative  Mortality 
and  Morbidity  in  Gall  Bladder  Operations; 
and  Considerations  of  the  Anesthetic  Factor; 
Dr.  E.  C.  Samuel,  Chairman  of  the  Section  of 
Radiology,  Roentgen  Therapy  of  Pertussis; 

Dr.  W.  F.  Henderson,  Dilated  Duodenum,  Roent- 
genologically  Considered ; 

Dr.  D.  N.  Silverman  and  Dr.  Herbert  Weinberger, 
Recent  Advances  in  Gall  Bladder  Psysiology; 
Dr.  Muir  Bradburn  and  Dr.  W.  P.  Bradburn, 
X-ray  as  Related  to  Industrial  Surgery; 

Dr.  W.  A.  Wagner,  The  Similarity  of  Symptoms 
and  Signs  of  Sphenoiditis  to  Intracranial 
Lesions  and  Their  Differential  Diagnosis. 
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ALVARENGA  PRIZE. 

The  College  of  Physicians  of  Philadelphia  an- 
nounces that  the  next  award  of  the  Alvarenga 
Prize,  being  the  income  for  one  year  of  the  bequest 
of  the  late  Senor  Alvarenga,  and  amounting  to 
about  Three  Hundred  Dollars,  will  be  made  on 
July  14,  1929,  provided  that  an  essay  deemed  by 
the  Committee  of  Award  to  be  worthy  of  the 
Prize  shall  have  been  offered. 

For  further  details  of  the  competition,  apply 
to  John  H.  Girvin,  Secretary,  19  South  22d  Street, 
Philadelphia,  Pa. 


BABY’S  TRAVEL  KITCHENETTE. 

When  you  expect  to  travel  with  your  baby,  you 
would  be  lucky  if  you  had  the  little  folder  pub- 
lished by  the  division  of  maternity,  infancy,  and 
child  hygiene  of  the  New  York  State  Department 
of  Health,  which  describes  the  equipment  of  a 
baby’s  travel  kitchenette  and  gives  directions  as 
to  how  to  make  the  baby’s  journey  safe  and  com- 
fortable. The  equipment  is  that  needed  for  a 
jurney  of  a week  or  10  days  with  a baby  from 
9 months  to  a year  old,  and  dii'ections  are  given 
for  the  preparation  and  modification  of  the  stand- 
ard diet  for  a child  of  that  age  in  order  to  provide 
proper  food  that  can  be  readily  obtained  and 
easily  transported.  The  New  York  State  Depart- 
ment of  Health  is,  of  course,  located  at  Albany. 


U.  iS.  PUBLIC  HEALTH  SERVICE  ORDERS. 

Senior  Surgeon  L.  L.  Lumsden.  Directed  to 
proceed  on  Nov.  7,  1928,  from  Washington,  D.  C., 
to  St.  Louis,  Mo.,  and  such  other  places  in  the 
States  of  Missouri,  Arkansas,  Tennessee,  Geor- 
gia, Alabama  and  Louisiana  as  may  be  necessary, 
and  return,  in  connection  with  rural  sanitation 
studies. 

A.  A.  Surgeon  R.  E.  Bodet.  Relieved  from  duty 
about  Nov.  10,  at  U.  S.  Quarantine  Station,  New 
Orleans,  La.,  and  assigned  to  duty  at  U.  S.  Quar- 
antine Station,  Mobile,  Ala. 


AMERICAN  COLLEGE  OF  SURGEONS. 

The  next  annual  Clinical  Congress  of  the  Amer- 
ican College  of  Surgeons  will  be  held  in  Chicago, 
Illinois,  October  14  to  18,  1929. 


EIGHT  LEPERS  RELEASED  AS 
APPARENTLY  CURED. 

The  Public  Health  Service  has  recently  author- 
ized the  probational  release  of  eight  lepers  from 
the  National  Leprosarium  at  Carville,  La.,  as  no 
longer  a menace  to  the  public  health.  These  eight 
lepers  have  been  under  treatment  at  the  National 
Leper  Home  for  varying  lengths  of  time,  ranging 


from  two  years  to  seven  years.  It  is  of  interest 
to  know  that  leprosy,  the  dread  disease  of  the  i 
centuries,  is  beginning  to  be  conquered  by  im-  ■ 
proved  modern  scientific  medical  treatment. 

The  National  Leprosarium  at  Caiwille,  La.,  has 
been  operated  by  the  U.  S.  Public  Health  Service 
for  a little  more  than  seven  years.  During  that  ' 
time  37  lepers  have  been  released  or  paroled  as 
being  no  longer  dangerous  to  the  public  health. 
Only  one  of  these  lepers  has  suffered  a relapse 
and  has  had  to  resume  treatment.  More  than  i 
300  lepers  are  now  under  treatment  at  this 
institution. 


COMMISSION  ON  MEDICAL  EDUCATION. 

New  Haven,  Conn. 
October  18,  1928. 

New  Orleans  Med.  & Surg.  Jour., 

1551  Canal  Street, 

New  Orleans,  La. 

My  Dear  Sir: 

Under  separate  cover  we  are  sending  you  a copy 
of  our  Third  Report.  We  shall  be  glad  to  supply 
any  of  your  subscribers  with  additional  copies 
gratis. 

Yours  truly, 

W.  C.  Rappleye,  M.  D. 


MEDICAL  PROFESSION  OF  WESTERN 
HEMISPHERE  TO  CONGRESS 
IN  HAVANA. 

The  next  congress  of  the  Pan-American  Medical 
Association  will  be  held  in  Havana,  Cuba,  from 
December  29,  1928,  to  January  3,  1929.  The  pro- 
gram, which  is  being  arranged  by  the  President, 
Dr.  Fred  H.  Albee  of  New  York  City,  Avill  be  a 
strong  one,  and  will  include  four  orations,  upon 
the  subjects  of  surgery,  medicine,  pediatrics,  and 
tropical  medicine. 

Dr.  William  J.  Mayo  will  give  the  Oration  on 
Surgery,  and  Dr.  Lewellys  Barker  of  Johns  Hop- 
kins University  the  Oration  on  Medicine.  Papers 
will  be  read  in  both  Spanish  and  English. 

This  congress  will  be  representative  of  the- 
medical  profession  of  the  entire  Western  Hemis- 
phere. Chapters  of  the  Association  have  been  and 
are  being  organized  in  various  centers  of  North 
America  and  Central  America,  as  well  as  in  the 
Antilles,  all  of  which  will  be  represented  at  the 
Congress. 

One  of  the  recent  accomplishments  of  the  Pan- ' 
American  Medical  Association  is  the  establish 
ment  of  the  Pan-American  Hospital  in  New  Yorl 
City  for  the  benefit  of  the  Latin-speaking  people 

A large  attendance  is  solicited. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 

J.  S.  Ullman,  M.  D.,  Associate  Editor. 


The  South  Mississippi  Medical  Society  will  meet 
n Laurel,  Mississippi,  on  December  13.  Their 
Droirram  will  be  as  follows: 

1.  Tumor  of  the  Brain — Dr.  W.  A.  Dearman, 
julfport. 

2.  Eczema — Dr.  R.  W.  Hall,  Jackson. 

3.  Artifical  Feeding  of  Babies — ^Dr.  C.  G. 
SVright,  Hattiesburg. 

4.  A Paper — ^Dr.  C.  H.  Holbrook,  New  Orleans. 

5.  Pellagra — Dr.  J.  S.  Gatlin,  Laurel. 

G.  A Paper — Dr.  C.  M.  Davis,  Laurel. 

At  this  meeting  officers  for  the  year,  1929,  will 
)e  elected. 


Dr.  C.  J.  Lewis,  Assistant  Superintendent  of 
he  South  Mississippi  Charity  Hospital,  Laurel, 
las  resigned  to  enter  private  practice  in  Meridian. 


Dr.  Thos.  R.  Beech,  Ellisville,  Mississippi,  has 
>een  appointed  Assistant  Superintendent  of  the 
louth  Mississippi  Charity  Hospital  in  Laurel  to 
■eplace  Dr.  C.  J.  Lewis. 

The  Issaquena-Sharkey-Warren  Counties  Medi- 
;al  Society  held  its  regular  monthly  meeting  in 
Vicksburg  on  November  13th.  The  'following 
)rogram  was  presented: 

1.  Bismuth  Salts  in  the  Treatment  of  Syphilis 
—Dr.  W.  C.  Pool,  Cary. 

2.  Intestinal  Obstruction — Dr.  H.  H.  Johnston. 

3.  Dental  Surgery  and  the  Medical  Profession 
—Dr.  A.  G.  Tillman,  Jr. 


The  Issaquena-Sharkey-Warren  Counties  Medi- 
:al  Society  wdll  hold  its  annual  meeting  on  Decem- 
)er  11,  at  which  time  Dr.  J.  H.  Musser,  New  Or- 
eans.  Professor  of  Medicine  at  Tulane;  Dr.  Guy 
Haldwell,  Shreveport,  Orthopedic  Surgeon,  and 
)ne  other  equally  authority,  will  be  the  speakers, 
rhe  officers  of  the  Mississippi  State  Medical  As- 
lociation  and  of  the  Louisiana  State  Medical  As- 
;ociation  have  been  invited  and  many  of  them  have 
ilready  accepted. 

The  Staff  of  the  Vicksburg  Sanitarium  and 
Irawford  Street  Hospital  held  its  monthly  meet- 
ng  on  November  10th,  with  the  following  pro- 
gram: 

1.  Tubercular  Peritonitis — Dr.  J.  A.  K. 
lirchett,  Jr. 

2.  Post-operative  Cardiac  Decompensations — 
)r.  L.  J.  Clark. 


3.  Carcinoma  of  the  Cervix  Uteri — Dr.  W.  H. 
Parsons. 

4.  Gangrene  of  the  Testicle — Dr.  S.  W 
Johnston. 

5.  Demonstration  of  Radiographic  Studies: 

(1)  Osteomyelitis  of  knee  joint,  injected  with 
bismuth  paste. 

(2)  Carcinoma  of  stomach. 

(3)  Osteo-sarcoma  of  shoulder. 

(4)  Bone  cyst  of  mandible. 

(5)  Cholelithiasis. 

(6)  Tumor  of  mediastium. 

(7)  Ureteral  Calculus. 

(8)  Renal  Calculus. 

6.  Demonstration  of  Pathological  Specimens: 

(1)  Adeno-carcinoma  of  stomach. 

(2)  Papillary  cancer  of  ovary. 

(3)  Adeno-carcinoma  of  mammary  gland. 

(4)  Hypertrophy  of  prostate  (2). 


The  Central  Medical  Society  and  the  Issaquena- 
Sharkey-Warren  Counties  Medical  Society  have 
arranged  for  two  joint  meetings  to  be  held  early 
next  year.  At  the  January  meeting  the  Central 
Medical  Society  will  be  the  host  and  in  February 
the  joint  meeting  will  be  held  in  Vicksburg.  The 
dates  of  these  meetings  have  not  been  announced 
as  yet. 


Miss  Lelia  Clements,  dental  hygienist  of  the 
Laurel  school,  reports  that  the  white  children  show 
a total  average  of  72  per  cent  gold  teeth  while  at 
the  negro  schools  an  average  of  57  per  cent  was 
found  on  first  examination. 


SHEELY-FLOURNOY. 

On  November  8th  Miss  Regina  Hariston  Flour- 
noy and  Dr.  Wallace  Polk  Sheely,  of  Gulfport, 
were  married  at  the  home  of  the  bride’s  father, 
Mr.  J.  D.  Flournoy,  of  Columbus.  Dr.  and  Mrs. 
Sheely  are  spending  their  honeymoon  in  Cuba. 

The  Journal  takes  this  oportunity  to  offer  its 
sincere  good  wishes  to  them. 


Laurel  and  Jones  County  nurses  announce  the 
establishment  of  a Central  Registry  for  nurses 
at  Laurel. 


The  Board  of  Aldermen  of  Aberdeen  have  recently 
appointed  a committee  to  select  a site  for  a com- 
munity hospital,  to  cost  $50,000.  Press  reports 
state  that  Senator  M.  C.  Young  introduced  a bill 
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in  the  Mississippi  Legislature  by  which  the  state 
will  assist  the  town  and  county  in  providing  for 
the  maintenance  of  chazity  wards  in  the  new 
institution. 


The  Holmes  County  Community  Hospital  at 
Lexington  announces  a campaign  to  raise  $50,000 
for  the  erection  of  a modern  hospital  building. 


On  October  1,  Dr.  H.  C.  Ricks  assumed  his 
duties  as  Director  of  the  Bureau  of  Communicable 
Diseases,  Mississippi  State  Board  of  Health,  to 
succeed  Dr.  Hays. 

Dr.  Ricks  was  born  in  Georgia  in  1892.  His 
preliminai-y  education  was  obtained  in  the  pub- 
lic schools  of  Early,  County,  Georgia;  Locust 
Grove  Institute,  Locust  Grove,  Georgia;  and  Cyrene 
Institute,  Cyrene,  Georgia.  He  was  graduated  in 
medicine  from  Emory  University  in  1916,  and 
served  his  internesship  at  the  St.  Louis  South  West- 
ern Railway  Hospital,  Texai’kana,  Ark. 

He  was  a member  of  the  U.  S.  Army  Medical 
Corps  from  August,  1917  to  September,  1919, 
serving  sixteen  months  in  France  with  the  Third 
Division.  After  the  war,  he  spent  four  years  in 
private  practice  in  Dui’ant,  Oklahoma. 

In  May,  1924,  he  was  graduated  from  the  U. 
S.  Army  Medical  Field  Service  School,  Carlisle, 
Pennsylvania,  after  which  he  served  as  Director 
of  Laboratories  of  Oklahoma  State  Department 
of  Health  from  1924  until  taking  up  his  work 
in  Mississippi.  He  was  also  graduated  from 
Johns  Hopkins  University  in  June,  1927,  receiving 
the  Certificate  of  Public  Health.  His  field  train- 
ing was  obtained  with  the  International  Health 
Board,  Malaria  Section,  Leesburg,  Georgia;  State 
Boards  of  Health  of  North  Carolina,  Georgia  and 
Alabama. 

Dr.  Ricks  is  a member  of  the  Oklahoma  State 
Medical  Society  and  American  Medical  Associa- 
tion. 

It  is  to  be  hoped  that  the  profession  of  the 
State  will  aid  Dr.  Ricks  in  the  conduct  of  his 
bureau  by  reporting  promptly  all  communicable 
diseases. 


Dr.  R.  C.  Johnston,  of  Laurel,  was  severely  in- 
jured in  a recent  automobile  wreck.  Last  reports 
state  that  he  is  convalescing. 


The  annual  convention  of  the  Mississippi  State 
Graduate  Nurses  Association  is  to  meet  in  Laurel 
in  1929. 


The  Delta  Counties  Medical  Society  held  its 
semi-annual  meeting  in  Rosedale  on  October  17th, 
v/ith  Dr.  R.  M.  Donald  in  the  chair.  Papers  were 


presented  by  Drs.  Owens,  Janney,  Mecklin,  Den- 
man, McIntosh,  Speed  and  Paul  Gamble. 

The  following  officers  were  elected  for  the  en- 
suing term: 

President — Dr.  G.  M.  Barnes,  Belzoni. 

Secretary — Dr.  R.  C.  Finaly,  Greenville. 

Vice-presidents: 

Washington  County — Dr.  Lewis,  Greenville. 

Humphrey  County — Dr.  Higdon,  Belozni. 

Sunflower  County — ^Dr.  Mancill,  Indianola. 

Bolivar  County — Dr.  Noble,  Rosedale. 

Leflore  County — Dr.  Brister,  Greenwood. 

The  next  meeting  will  be  held  in  Drew,  Missis- 
sippi. 


The  training  station  at  Indianola  reports  that 
its  activities  were  somewhat  reduced  during  Sep- 
tember as  a result  of  the  postponement  of  ad- 
mission made  necessary  by  certain  changes  in  the 
staff.  Those  changes  were  as  follows: 

Dr.  M.  C.  Balfour  was  transferred  to  the  New 
York  office  on  September  1st  and  was  relieved 
by  Dr.  J.  H.  Janney. 

On  September  13,  Miss  Mary  I.  Mastin,  super- 
vising nurse,  left  Indianola  to  take  up  post- 
graduate work  at  Columbia  University.  Her  suc- 
cessor, Miss  Lucy  Massey  reported  for  duty  on 
September  24. 

The  following  is  a list  of  those  in  training  dur- 
ing September: 

J.  Nitzulescu,  R.  F.  Fellow,  Roumania. 

M.  Bustamente,  R.  F.  Fellow,  Mexico. 

A.  R.  Balcarcel,  San.  Engineer,  Guatemala. 

H.  H.  Puckett,  Health  Officer,  W.  Virginia. 

R.  R.  King,  Health  Officer,  Arkansas. 

J.  W.  Wallace,  Health  Officer,  Georgia. 

R.  Fletcher,  San.  Inspector,  Mississippi. 

G.  C.  Hamilton,  San.  Inspector,  Mississippi. 

H.  Harper,  San.  Inspector,  Mississippi. 

Beryl  Boggs,  San.  Inspector,  Kentucky. 

M.  F.  Harnett,  Nurse,  Kentucky. 

J.  Kidd,  Nurse,  Mississippi. 

P.  Hargon,  Nurse,  Arkansas. 

L.  Landwehr,  Nurse,  Kentucky. 

M.  McNeil,  Nurse,  Mississippi. 

Following  is  a list  of  visitors  to  the  training 
station  in  the  course  of  the  month: 

Mr.  A.  W.  Fuchs,  Sanitary  Engineer,  Mi.ssis- 
sippi  State  Board  of  Health. 
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Mr.  Geo.  Parker,  Supervisor  of  Malaria  Con- 
trol Work  in  Mississippi. 

Mr.  H.  A.  Kroeze,  State  Sanitary  Engineer, 
Mississippi. 

Dr.  C.  C.  Applewhite,  Director  of  County 
Health  Work  in  Mississippi. 

Dr.  0.  C.  Wenger,  U.  S.  P.  H.  S.  Venereal 
Disease  Clinic  at  Hot  Springs,  Ark. 

Dr.  F.  J.  Underwod,  State  Health  Officer. 

Dr.  L.  B.  Austin,  Member  of  Mississippi  State 
Board  of  Health. 

Mr.  N.  H.  Rector,  Sanitary  Engineer,  Division 
of  Malaira  Control,  State  Board  of  Health,  Missis- 
sippi. 

Dr.  W.  Leland  Mitchell,  member  of  the  Field 
Staff  of  the  Rockefeller  Foundation. 

Dr.  John  Kendrick,  Member  of  the  Field  Staff 
of  the  Rockefeller  Foundation. 

Col.  G.  G.  Jolly,  Acting  Director  of  Public 
Health,  Burma. 

Dr.  P.  S.  Carley,  county  health  officer,  Belzoni, 
Mississippi,  was  in  the  office  on  several  occasions. 

Lectures  by  staff  members  and  station  visitors 
were  made  to  trainess  on  the  following  subjects: 

The  Milk  Sanitation  Program  of  a County  Health 
Department — Fucsh. 

The  Duties  of  a Sanitaiy  Inspector’ — Janney. 

Organization  and  Administration  of  State 
Health  Department — Janney. 

Venex’eal  Disease  Control — Wenger. 

Necessary  Statistical  Records  of  a County 
Health  Department — Janney. 

Experience  in  the  Belgium  Congo — Dr.  King, 
trainee,  former  medical  missionary. 

An  Insight  into  the  Social,  Economic  and  Pub- 
lic Health  Conditions  of  Burma — Col.  Jolly. 

SOME  ADVANTAGES  IN  DEALING  WITH  THE 
PRESCHOOL  CHILD. 

The  preschool  child  is  as  much  a problem  for 
our  consideration  as  is  the  school  child. 

The  five-year-old  reschool  of  1928  is  the  school 
child  of  1929.  Why  wait  until  he  is  in  school  to 
deal  with  him?  His  physical  defects  are  not  as 
far  advanced;  the  correction  will  be  easier.  He 
has  no  assigned  duties  to  prevent  his  complete 
corrections  and  unintei’rupted  recovery.  The  eco- 
nomic waste  is  minimized.  The  expected  achieve- 
ments of  this  child  in  school  are  most  exaggerated 
in  the  minds  of  the  parents.  They  desire  that  he 
be  given  every  advantage  possible.  He  cannot 
get  on  in  his  school  work  handicapped  by  physical 
defects. 

A preschool  child’s  time  has  no  computed  value, 
but  the  school  child’s  first  year  has  a computed 
value.  If  he  loses  a year  because  of  physical 
handicaps  his  earning  capacity  throughout  his  en- 
tire life  has  been  lessoned  by  one  year  of  school- 


ing. He  has  lost  one  year  of  life.  We  often  see 
children  in  their  rst  year  at  school  lose  much 
time  from  communicable  disease  which  could 
easily  have  been  prevented  by  vaccination  or  im- 
munization during  the  preschool  years.  Then, 
too,  time  is  lost  for  a tonsillectomy  and  adenoidec- 
tomy,  circumcision,  toothache,  pyelitis,  and  many 
other  diseases  and  conditions  that  could  so  easily 
have  been  detected  on  physical  examination  by 
the  family  physician,  specialist,  or  health  officer 
and  promptly  corrected  before  the  child  entered 
school. 

An  adequate  preschool  health  program  is  more 
important  and  has  possibilities  of  doing  much 
more  for  the  child  and  the  school  than  a school 
program. 


ANENT  THE  USE  OF  DRIED  BREWERS 
YEAST. 

We  are  now  able  to  secure  debittered  brewers 
yeast  which  is  quite  tasty  and  this  yeast  is  high 
in  B Vitamins  and  salts  which  the  yeast  gathers 
from  the  whole  grain. 

The  price  varies  from  thirty  to  forty  cents  per 
pound  and  is  cheaper  at  that  price  than  lean  meat 
at  fifteen  cents  per  pound.  The  Germans  are 
eating  more  yeast  and  les  meat,  which  is  a great 
advantage  from  a health  standpoint. 

The  debittered  yeast  may  be  used  in  soups, 
stews,  vegetables;  it  gives  a good  flavor  to  corn 
and  wheat  bread  where  it  can  be  used  up  to  six 
or  eight  per  cent.  It  is  very  tasty  as  a spread 
for  bread  made  possible  by  moistening  and  then 
adding  to  butter  or  other  fats.  It  blends  well 
with  fresh,  canned  or  powdered  milk.  It  can  be 
sprinkled  into  corn  meal  mush,  oatmeal  or  other 
cereals. 

One  eating  an  ounce  of  brewers  yeast  per  day 
gets  fifteen  grams  of  balanced  proteins  contain- 
ing enough  of  the  complete  chain  of  proteins  to 
balance  the  proteins  of  bread. 

Before  a great  while  all  of  the  people  of  Missis- 
sippi will  be  taking  brewers  yeast  as  a part  of  their 
daily  diet.  As  soon  as  we  can,  we  should  get 
away  from  buying  this  in  bottles,  bags  and  bar- 
rells,  but  should  do  as  the  Germans  do — make 
our  own  yeast  at  a cost  which  is  negligible. 

FELIX  J.  UNDERWOOD,  M.  D., 

' State  Health  Officer. 


Dr.  May  Fairhold  Jones  of  Sanatorium,  Missis- 
sippi, attended  the  Southern  Medical  Association 
meeting  in  Asheville,  North  Carolina  on  Novem- 
ber 12-15. 


Dr.  W.  J.  C.  Wiemers,  of  Columbus,  Mississippi, 
is  now  a member  of  the  Medical  Staff  at  the 
Sanatorium  in  Magee. 
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Addresses  on  Surgical  Subjects:  By  Sir  Berke- 

ley Moynihan,  Bart.  Philadelphia,  W.  B. 
Saunders  Company.  1928.  348  pp. 

The  author  has  collected  his  essays  and  put 
them  into  a small  volume  in  a very  presentable 
form.  As  all  his  writings  this  volume  is  also 
quite  interesting.  In  his  usual  easy  style  he  is 
holding  your  attention-during  one  address-trac- 
ing the  history  of  medicine  and  surgery,  and  con- 
necting this  with  our  present  knowledge;  whilst 
in  the  next  essay  he  is  giving  a vivid  description 
of  some  disease,  as  duodenal  or  stomach  ulcers, 
pancreatitis,  etc. 

The  first  addresses  are  commemorative  of  men 
who  have  been  pioneers  in  the  great  strides  made 
by  surgery.  He  gives  an  interesting  study  of 
Hunter,  Harvey,  Lister,  and  J.  B.  Murphy.  The 
everlasting  contributions  of  these  men  have  been 
thoroughly  brought  out,  and  their  influence  on 
present  day  medicine  shown. 

Finally,  in  the  last  addresses  he  gives  a com- 
plete clinical  study  of  certain  diseases  in  the 
upper  abdomen — chief  among  which  are  those 
affecting  the  stomach,  gall-gladder,  and  pancreas. 

Frank  L.  Loria,  M.  D. 


Elementary  Text-Book  of  General  Microbology : 
By  Ward  Giltner.  Philadelphia,  P.  Blakiston’s 
Son  & Company.  1928.  471  pp. 

This  is  a text-book  of  an  elementary  nature 
intended  for  use  in  a general  college  course  and 
will  serve  as  an  excellent  introduction  to  the 
sciences  of  Bacteriology,  Photo-Zoology  and 
Mycology.  It  would  be  hard  to  find  a book  bet- 
ter suited  to  the  needs  of  the  pre-medical  stu- 
dent since  it  would  bridge  the  gap  between  general 
biology  and  strictly  medical  microscopic  studies. 
The  author  covers  in  a readable,  instructive  though 
somewhat  brief  manner  the  whole  field  of  micro- 
scopic organisms.  Besides  the  fundamentals  cov- 
ering micro-organisms  in  disease  there  are  inter- 
esting accounts  of  the  bacteriology  of  milk,  water, 
soil,  sewerage  and  industrial  processes.  The 
author  follows  Bergey’s  Manual  of  Determinative 
Bacteriology. 

S.  J.  Lewis,  M.  D. 

Hughes'  Practice  of  Medicine,  Fourteenth  Edition: 
By  R.  J.  E.  Scott,  M.  A.,  B.  C.  L.,  M.  D. 
Philadelphia,  P.  Blakiston’s  Son  & Company. 
1928.  839  pp. 

This  edition  of  a well-known  synopsis  of  general 
medicine  has  been  brought  up  to  date  without  be- 
ing made  more  bulky  in  the  process.  The  author 
is  to  be  congratulated  in  the  assembling  of  so 


much  information  in  as  clear  and  concise  a man- 
ner as  possible.  Little  space  is  given  to  anything 
other  than  accepted  and  tried  methods  in  medicine. 
The  charts  and  tables  included  are  many  and  will 
be  welcomed.  Emphasis  is  given  to  essential 
diagnostic  features.  The  treatment  is  full  for 
this  type  of  book  and  includes  a good  many  de- 
tails of  nursing  management  and  symptomatic  re- 
lief as  well  as  specific  measures.  The  book  will 
appeal  more  to  the  general  practitioner  and  under- 
graduate. 

Certain  undesirable  features  should  be  men- 
tioned. The  author  does  not  adopt  the  newer 
classification  of  cardio-vascular  disease  or  of  renal 
disease.  The  section  on  blood  dyscrasias  is  in- 
adequate as  to  diagnosis  and  treatment  in  some 
respects,  as  is  the  section  on  thyroid  disease.  No 
mention  is  made  of  the  use  of  oil  of  chenopodium 
in  the  treatment  of  hookworm  infestation.  The 
standard  treatment  of  malaria  is  not  followed. 
The  treatment  of  pellagra  is  not  properly  nor 
correctly  outlined. 

The  reviewer  feels  that  in  spite  of  these  obvious 
shortcomings  the  book  is  well  worth  having  at 
hand. 

S.  J.  Lewis,  M.  D. 


Surgical  Diagnosis  in  Tabular  Outline  for  Students 
and  Physicians:  By  A.  J.  Cemach,  M.  D.; 

with  an  introd.  note  by  John  B.  Deaver,  M.  D. 
Philadelphia.  F.  A.  Davis  Company.  1928. 
Not  paged. 

After  a careful  review  of  this  book,  I can  well 
understand  the  success  that  it  has  met  in  the 
past,  and  think  that  its  translation  into  English 
with  its  editions  will  make  its  fourth  edition  even 
more  popular.  A book,  so  well  arranged  as  to 
diagrams  and  illustrations,  covering  so  many  sub- 
jects in  such  a short  and  concise  manner,  making 
it  a book  for  ready  reference,  cannot  help  but 
meet  with  success. 

All  subjects  are  classified  so  carefully  and 
minutely  that  it  would  be  very  difficult  to  select 
any  one  to  exemplify.  The  text  with  its  refer- 
ences, though  only  intended  as  a desk  reference 
book,  can  be  recommended  most  highly. 

Emile  Bloch,  M.  D. 


The  Determination  of  Hydrogen  Ions:  By  W. 

Mansfield  Clark,  M.  A.,  Ph.  D.,  3rd  Ed.  Bal- 
timore, Williams  and  Wilkins.  1928.  701  pp. 

The  majority  of  workers  in  the  field  of  physi- 
ology have  some  sort  of  an  acquaintance  with  this 
book.  The  first  edition  appeared  in  September, 
1920,  the  second  in  September,  1922,  and  there 
have  been  four  reprintings. 
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The  essential  facts  of  electrolytic  dissociation 
are  facts  common  to  several  sciences  and  leading 
in  many  different  directions.  The  hydrogen-ion 
occupies  an  unique  place  in  the  esteem  of  stu- 
dents of  ionization.  It  is  a dissociation  product 
of  the  great  majority  of  compounds  of  physiologi- 
cal importance  and  it  is  the  ion  for  which  methods 
of  determination  have  been  best  developed.  Its 
importance  and  its  mensurability  has  conspired  to 
make  it  a center  of  interest. 

Today  we  find  new  indicators  or  improved 
hydrogen  electrode  methods  in  the  physiological 
laboratory,  in  the  media  room  of  the  bacteriolog- 
ist and  so  on.  There  is  a vast  field  of  usefulness 
for  methods  of  determining  the  hydrogen-ion.  With- 
in the  past  twenty  years  methods  of  determining 
hydrion  concentration  have  served  well  in  the  ex- 
ploration of  many  and  diverse  subjects.  But  the 
period  of  general  exploration  is  drawing  to  a 
close  and  long  ago  there  were  begtin  exact  studies 
of  equilibria,  or  of  kinetic  events,  in  which 
hydrions  participate.  Refinement  of  technique, 
variety  of  method  and  elegance  of  formulation  are 
in  greater  demand.  Accordingly  there  have  been 
added  in  this  edition  chapters  or  sections  bear- 
ing upon  each  of  these  aspects  and  the  old  text 
has  been  almost  entirely  rewritten  to  conform  to 
the  revised  presentation.  As  the  author  says, 
however,  the  requirements  of  a new  age  have  far 
outrun  the  range  of  subject  and  the  depth  of 
treatment  encompassed  with  adherence  to  the 
chosen  style  of  presentation  and  consequently  this 
enlarged  edition  remains  more  elementary  in  re- 
lation to  the  needs  of  today  than  was  the  first 
edition  in  relation  to  the  needs  of  its  period. 

No  one  even  superficially  interested  in  the 
determination  of  hydrogen-ions  can  advisedly  be 
without  this  book  to  guide  him  in  his  search  for 
further  information. 

Henry  Laurens,  Ph.D. 


The  Opium  Problem:  By  Charles  E.  Terry,  M.  D. 

and  Mildred  Pellens.  New  York,  The  Bureau 
of  Social  Hyg'iene,  Inc.  1928.  1042  pp. 

An  extremely  complete  compilation  of  value  to 
the  physician,  the  public  health  workers,  the  so- 
cial worker  and  to  the  legislatoi’.  The  book  dis- 
cusses in  detail  the  extent  and  development  of 
the  opium  problem,  the  medical  feature  of  the 
condition,  and  the  various  attempts  to  control 
the  use  of  opium  by  international,  national,  state 
and  municipal  regulations.  The  book  will  be  of 
great  value  to  certain  individuals,  but  for  general 
practitioners  it  affords  nothing  except  a very  com- 
plete survey  of  the  use  of  opium.  The  names  of 
the  Committee  under  whose  direction  the  book 
has  been  prepared  vouch  for  the  authoritativeness 
of  the  material. 

J.  H.  Musser,  M.  D. 


hiternational  Medical  Annual:  New  York,  Wil- 
liam Wood  and  Company.  1928.  574  pp. 

This  annual  is  edited  by  a number  of  English 
contributors.  For  that  reason  it  is  of  considerable 
value  to  the  American  reader,  because  it  reflects 
the  ideas  and  the  thoughts  of  a group  of  medical 
men  who  are  totally  separated  from  medical 
affairs  in  this  country.  The  volume  takes  up 
alphabetically  various  diseases  as  well  as  different 
types  of  treatment,  operative  procedure  and  so 
on.  Each  article  necessarily  is  brief,  but  covers 
fairly  well  the  important  literature  of  the  year, 
for  example,  cancer  of  the  stomach  occupies  about 
a page  of  printed  matter  which  represents  the  ab- 
stract of  six  articles  from  American,  German  and 
French  literature.  Angina  pectoris  is  a much 
longer  article,  nearly  four  pages  with  some  eight- 
een references  almost  all  of  which  are  from 
American  literature. 

The  book  affords  an  opportunity  to  the  physi- 
cian of  scanning  briefly  the  very  much  abbreviated 
abstracts  of  the  important  contributions  to  medi- 
cine during  the  year  from  the  viewpoint  of  English 
editors. 

J.  H.  Musser,  M.  D. 


Practical  Surgery  of  the  Abdomen:  By  George  H. 

Juilly,  M.  D.  Philadelphia,  F.  A.  Davis  Com- 
pany. 1928.  20  pp. 

This  very  practical  volume  dealing  with  the. 
diagnosis  and  the  operative  treatment  of  the 
surgical  diseases  of  the  abdomen  gives  in  minute 
and  simple  details  the  important  points  in  surgi- 
cal anatomy  (surface  and  topographical)  and  the 
successive  steps  of  the  classical  operation  for  the 
common  and  even  rare  conditions.  This  is  ac- 
complished by  means  of  short,  concise  notatoins 
and  numerous  half-tone  and  line  engravings,  some 
in  colors.  To  add  to  the  practical  value  of  this 
book,  special  emphasis  has  been  laid  upon  diag- 
nosis— sometimes  sadly  neglected — which,  as  the 
author  justly  says,  “should  always  be  as  perfect 
as  possible  or  at  least  attempted.”  The  vicious 
habit  of  an  exploratory  section  to  make  a diag- 
nosis should  be  the  exception,  not  the  rule. 

Another  important  and  very  pertinent  thought 
that  prevails  throughout  the  text  is  the  great  dis- 
tinction between  “operators  or  brilliant  tech- 
nicans”  and  “surgeons”;  the  former  need  the  in- 
ternist to  make  a diagnosis  and  proclaim  them- 
selves simply  “intelligent  maneuvers  who  do — 
and  often  cleverly — what  they  are  told  to  do  re- 
gardless of  the  consequences”;  the  latter  also 
know  the  art  of  surgical  technic  which  can  be 
taught  and  learned;  however,  this  should  not  be 
the  sum  total  of  a surgeon’s  knowledge  for  be- 
sides being  a good  operator  he  should  have  a large 
clinical  experience  and  “have  honestly  tried  by 
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all  means  at  his  command  and  by  close  observa- 
tion of  the  masters  of  the  profession  to  reach 
the  highest  achievement  of  our  art;  the  making 
of  a correct  diagnosis  and  by  the  exercise  of  sound 
judgment  apply  the  treatment”. 

Repetitions  are  rather  frequent  but  instead  of 
being  tedious  and  annoying  as  they  usually  are, 
they  add  smoothness  to  the  descriptive  operative 
details,  thereby  keeping  the  trend  of  thought  un- 
broken. 

A comprehensive  bibliogiaphy  of  very  recent 
literature-monographs,  journal-articles  and  texts 
on  special  subjects — is  an  important  addenda. 

This  work,  though  not  of  value  to  the  medical 
student,  is  a worthy  companion  to  the  many  good 
books  on  surgery  and,  no  doubt,  will  soon  take 
its  place  among  them  in  the  surgeon’s  library. 

Paul  G.  Lacroix,  M.  D. 


Handbook  of  Clinical  Gynecology  and  Obstetrics: 
By  Rae  Thornton,  LaVake,  A.  B.,  M.  D.,  F.  A. 
C.  iS.  St.  Louis,  C.  V.  Mosby  Company. 
1928.  281  pp. 

Though  one  may  learn  from  any  text,  it  is  not 
often  that  a clear  understanding  is  given  the  im- 
portant facts  valuable  particularly  to  a very  busily 
engaged  practitioner  who  is  in  need  of  quick  ref- 
ei’ence. 

LaVake’s’  Clinical  Gynecology  and  Obstetrics 
contains  in  a concrete  clear  manner  the  every- 
day important  spots  embraced  in  these  two  allied 
subjects. 

On  the  subject  of  toxemia  pregnancy.  Dr. 
LaVake  apologizes  for  the  constant  harping  con- 
cerning focal  infections.  I should  think  that  no 
matter  how  often  we  repeat,  enough  emphasis 
can  be  made  of  the  importance  of  eradication  of 
focal  infections. 

If  I may  be  permitted  I woud  suggest  to  the 
author  that  in  a repeated  edition  he  might  ex- 
pain some  eponymic  terms  for  the  benefit  of  those 
who  are  not  familiar  with  them. 

Adolph  Jacobs,  M.  D. 


International  Clinics:  September,  1928.  Phila- 

delphia. J.  B.  Lippincott  Company.  1928. 
,310  pp. 

This  volume  is  up  to  the  usual  standard  of  good 
medical  literature.  The  number  contains  several 
articles  of  great  importance  to  the  physician.  The 
articles  on  Endocrinology,  Liver  and  Gall-Blad- 
der disease,  and  Mongolian  Idiocy  are  but  a few 
excellent  examples  of  a book  replete  with  valuable 
data.  It  cannot  be  commended  too  highly. 

I.  L.  Robbins,  M.  D. 


Medical  Formulary:  By  William  E.  Fitch,  M.  D. 
Philadelphia,  F.  A.  Davis  Company.  1928. 
pp.  501. 

A prescription  for  everything,  and  everything 
prescribed  for  in  350  pages  of  small  size. 

J.  H.  Musser,  M.  D. 

Recent  Advances  in  Diseases  of  Children:  By  W. 

J.  Pearson,  D.  S.  0.,  M.  C.,  D.  M.,  F.  R.  C.  P. 
and  W.  G.  Wyllie,  M.  D.,  M.  R.  C.  P.  Phila- 
delphia, P.  Blakiston’s  Son’s  Company.  1928. 
593  pp. 

The  authors  present  the  ailments  of  the  young 
in  the  form  and  manner  in  which  they  are  met 
in  every-day  practice.  The  aim  of  the  work  is 
to  formulate  principles  for  solving  problems  of 
disease  rather  than  merely  to  collect  and  record 
the  w'ork  of  others.  The  book  includes  many  of 
the  recent  advances  in  scientific  knowledge  that 
have  a bearing  on  the  clinical  study  of  disease  in 
childhood. 

Diseases  and  their  symptoms  are  grouped  ac- 
cording to  regional  anatomy.  In  the  chapter  on 
Clinical  Methods  is  a workable  classification  of 
the  two  main  abnormal  types  of  children,  viz.,  the 
lymphatic  or  alkaline  type  and  the  hypercalcic  or 
acid  type. 

The  w'ork  suffers  from  the  therapeutic  view 
point.  In  general,  it  is  hard  to  see  what  need 
this  book  fills  either  for  the  general  practitioner 
or  the  specialist  in  pediatrics. 

L.  VON  Meysenbug,  M.  D. 


Calcium  Therapy:  By  John  Audle,  M.  D.  Pri- 

vately printed.  1928.  pp.  420. 

A book  so  unscientific,  so  nonsensical  and  so 
illogical  that  it  does  not  merit  space  in  any  medical 
library. 

J.  H.  Musser,  M.  D. 
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TOXEMIAS  OF  PREGNANCY* 

JOHN  OSBORN  POLAK,  M.  D., 
Brooklyn. 

When  we  consider  that  29  per  cent  of  our 
stillbirths  and  macerates  are  the  result  of 
toxemia  and  that  27  per  cent  or  more  of  the 
women  who  die  during  pregnancy  or  in 
childbed  die  from  toxemia,  convulsions  or 
their  sequella;  it  is  evident  that  there  is 
no  uniform  teaching  on  this  subject,  and 
that  too  much  surgery  is  being  done  on  a 
m,edically  sick  patient.  It  is,  therefore,  my 
purpose  to  consider  the  known  clinical  facts 
in  hyperemesis,  pre-eclampsia  in  contra 
distinction  to  pregnancy  occurring  in  the 
nephritic  woman  and  eclampsia  with  its 
convulsive  explosions,  in  order  that  the 
practitioner  may  better  understand  the 
present  status  of  this  baffling  subject.  It 
may  be  said  that  pregnancy  is  the  great 
efficiency  test  of  the  workings  of  the  ma- 
ternal organism ; for  the  fetus  and  the 
uterus  in  their  growth  call  for  such  adapta- 
tive  changes  in  all  the  important  organs  of 
the  mother,  that  unless  there  is  perfect  and 
harmonious  efficiency  on  the  part  of  all  of 
the  organs  called  upon  in  the  development, 
the  load  cannot  be  carried.  The  pituitary, 
thyroid  and  parathyroids  become  activated, 
ovulation  ceases  and  more  work  is  demanded 
by  the  liver,  kidneys,  lungs  and  heart. 
Therefore,  it  is  easy  to  deduce  that  incom- 
petence on  the  part  of  any  organ  must  shift 
the  load  to  the  others  with  resulting  defect 
in  the  body  metabolism. 

*Read  before  the  Orleans  Parish  Medical  Society, 
February  15,  1928. 


No.  7 

The  toxemias  of  pregnancy  present  the 
most  striking  examples  of  maternal  mal- 
adaptation  to  the  needs  of  the  fetus  and 
fetal  growth.  The  very  fact  that  nausea 
and  vomiting  of  greater  or  less  degree  occur 
in  more  than  50  per  cent  of  pregnant  women 
may  be  considered  as  an  inevitable  evidence 
that  there  is  a temporary  disturbance  of  the 
physiologic  balance.  This  has  been  ac- 
counted for  by  the  relative  carbohydrate 
deficiency  due  to  the  unexpected  demand 
for  glycogen  on  the  part  of  the  fetus,  and 
to  the  actual  deficiency  occasioned  by  the 
nausea,  vomiting  and  the  consequent  less- 
ened intake. 

With  these  facts  demonstrated  it  takes 
but  little  imagination  to  appreciate  that  by 
lack  of  care,  marital  indiscretions,  improper 
hygiene  and  dietetics,  this  vomiting  which 
is  so  common  in  the  early  months  may  be 
aggravated  to  a degree  which  will  take 
large  quantities  of  fluid  out  of  the  body 
tissues  resulting  in  dehydration.  The  ac- 
tual fluid  loss  from  emesis  in  patients  who 
have  had  no  fluid  intake  by  os,  varies  be- 
tween 1000  and  2000  cc.  per  diem.  Such  a 
fluid  loss  repeated  day  after  day,  quickly 
dehydrates  the  woman  and  produces  the 
clinical  picture  of  dehydration  which  is  so 
familiar  to  you  all.  The  rapid  emaciation, 
the  dry  coated  tongue,  dry  cracked  lips,  in- 
creasing pulse  rate,  diminished  urinary  out- 
put and  lowered  blood  pressure.  Rapid 
emaciation  is  farther  augmented  by  starva- 
tion, and  we  find  the  following  clinical 
phenomena  result:  The  blood  pressure  is 

lowered,  the  pulse  gradually  increases  in 
rapidity,  the  urinary  output  is  diminished; 
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while  there  is  a concentration  of  the  body 
fluids  and  an  increase  in  the  carbohydrate 
deficiency  as  more  and  more  glycogen  is  ab- 
stracted from  the  liver,  in  order  to  carry  on 
life.  Together  with  these  signs  the  leuko- 
cyte count  is  usually  diminished  and  an 
icteric  hue  tinges  the  conjunctiva. 

It  may,  therefore,  be  deduced  that  the 
pathology  found  in  the  liver  and  kidneys  is  a 
result  of  a retention  of  toxic  products  conse- 
quent upon  the  dehydration  and  the  gly- 
cogen deficiency.  Certainly  the  final  path- 
ology in  the  liver  is  identical  with  that  found 
in  patients  dying  from  starvation.  This 
deduction  is  supported  by  the  fact  of  the 
rapid  subsidence  of  hepatic  and  i-enal  symp- 
toms when  the  uterus  is  emptied  or  when 
diuresis  is  produced. 

Mundell  studied  the  blood  in  a series  of 
52  normal  pregnant  women  at  the  different 
months  of  pregnancy  beginning  with  the 
second  and  ending  with  the  ninth.  This 
study  shows  conclusively  that  there  is  very 
little  actual  change  in  the  blood  chemistry 
except  in  the  nonprotein  nitrogen  and  uric 
acid  contents.  The  normal  blood  seldom 
contains  more  than  3 mg.  of  uric  acid  to 
100  cubic  cc ; while  the  nonprotein  nitrogen 
rarely  exceeds  30  mg.  In  excessive  vomit- 
ing dehydration  and  rapid  emaciation,  the 
uric  acid  reaction  is  always  slightly  in- 
creased. Another  significant  point  is,  that 
the  blood  sugar  maintains  its  normal  ratio 
in  the  pregnant  woman  until  about  the  end 
of  the  third  month  or  about  the  time  when 
placentation  takes  place,  at  which  period 
we  note  a sharp  drop  in  the  sugar  content ; 
while  toward  the  end  of  the  fourth  month 
and  the  beginning  of  the  fifth  the  ratio  seems 
to  be  re-established  on  a normal  basis.  This 
points  to  the  disturbance  in  the  carbohy- 
drate fat  ratio  as  the  basic  factor  in  this 
disease.  It  is  on  the  acceptance  of  these 
facts  that  the  adoption  of  the  suggestions 
of  Hardne  and  Titus  have  proved  their  clin- 
ical value.  The  intravenous  use  of  large 
quantities  of  a properly  prepared  glucose 
solution  replaces  the  sugar  deficiency  and 


allows  the  proper  functioning  of  the  liver 
to  carry  on. 

Roger,  Davis  and  Whipple  have  shown 
that  starved  animals  are  especially  suscep- 
tible to  liver  injury;  while  by  increasing 
the  carbohydrate  intake  the  liver  resistance 
is  increased. 

At  the  research  laboratory  of  the  Uni- 
versity of  Minnesota,  liver  tolerance  has 
been  most  exhaustively  studied.  It  has 
been  found  that  it  is  possible  to  remove 
four  of  the  seven  lobes  of  a dog’s  liver,  and 
by  giving  such  an  animal  daily  injections 
of  a glucose  solution  his  health  will  be  in  no 
way  impaired.  On  the  other  hand,  if  no 
glucose  is  given,  his  susceptibility  to  injury, 
dietary  indiscretions  or  exertion  are  very 
manifest. 

In  mild  cases  of  early  vomiting  the 
patient  should  be  impressed  with  the  neces- 
sity of  revamping  her  mode  of  life ; her 
dietetics  and  her  hygiene.  Perhaps  the 
most  important  of  these  is  her  sex  hygiene 
— it  is  imperative  that  marital  abstinence 
be  insisted  upon;  that  malpositions  of  the 
pelvic  organs  be  corrected;  that  the  con- 
stipation be  relieved — and  in  addition  to 
these  fundamentals,  that  the  amount  of 
carbohydrate  as  well  as  fluid  intake  be  in- 
creased to  the  point  of  greatest  tolerance. 
The  copious  ingestion  of  water  should  be 
encouraged — usually  in  the  form  of  a bland 
or  alkaline  water  (Poland,  Kalax  or  Celestin 
vichy.jaf  least  two  quarts  of  water  daily 
must  be  taker.  To  meet  the  carbohydrate 
deficiency  we  insist  upon  an  increase  in- 
take of  carbohydrates  in  the  form  of  cereals, 
fruit,  fruit  juices  with  sugar,  puddings, 
chocolate  or  candy. 

These  general  principles  should  be  sup- 
plemented by  rest  in  bed  after  meals,  and 
the  internal  administration  of  small  doses 
of  thyroid  extract.  Should  the  vomiting 
persist  and  the  patient  lose  weight,  rest  in 
bed  ^vith  absolute  isolation  is  to  be  insisted 
on;  and  the  fluid  loss  made  up  by  the  hy- 
podermoclysis,  enteroclysis  and  the  intra- 
venous injection  of  glucose  solutions 


PoLAK — Toxemias  of  Pregnancy 


459 


amounting  to  1000  cc.  daily  of  10  per  cent 
solution  until  diuresis  is  produced. 

In  1924  and  1925,  Thalhimer  extended 
his  treatment  of  post-operative  nondiabetic 
acidosis  to  include  cases  of  toxic  vomiting 
of  pregnancy.  Briefly,  the  method  con- 
sisted in  the  intravenous  administration  of 
about  1000  cc.  of  warm  10  per  cent  glucose 
solution  at  the  rate  of  from  200  to  300  cc. 
an  hour.  In  addition,  fifteen  minutes  after 
the  injection  has  been  begun,  10  insulin 
units  are  given  hypodermically.  More  in- 
sulin is  given  at  intervals  of  an  hour,  until 
30  units  to  the  thousand  cubic  centimeters 
of  glucose  solution  has  been  given. 

Although  Thalhimer  gave  due  credit  to 
Titus,  Hoffman  and  Givens,  and  to  Duncan 
and  Harding,  who  had  administrated  glu- 
cose alone  in  cases  of  this  sort,  his  method 
of  combining  insulin  with  glucose  has  not 
given  better  results  than  did  glucose  alone. 
If  this  treatment  is  successful;  the  pulse 
will  become  slower  and  fuller,  the  blood 
pressure  will  rise,  the  urinary  output  will 
be  increased,  and  the  vomiting  will  dimin- 
ish or  cease  altogether. 

When  glucose  alone  or  in  combination 
with  insulin  fails  to  produce  this  improve- 
ment, I have  employed  transfusions  of  300 
cc.  human  blood  by  the  direct  method  to 
which  is  added  500  cc.  of  physiologic  sodium 
chloride  solution.  The  success  of  these  pro- 
cedures has  been  so  satisfactory  that  I 
have  not  had  to  empty  the  uterus  for  vomit- 
ing in  a period  of  nearly  seven  years.  It 
must,  however,  be  impressed  on  the  atten- 
dant that  if,  under  this  plan  of  treatment 
properly  carried  out  for  a period  of  a week, 
diuresis  is  not  produced  and  the  vomiting 
continues,  the  uterus  should  be  emptied.  As 
soon  as  vomiting  ceases,  the  patient  should 
be  given  solid  food  with  a high  carbohy- 
drate content.  Should  no  improvement 
take  place  after  transfusion,  the  uterus 
should  be  emptied  under  morphine-scopola- 
mine narcosis. 


PRE-ECLAMPTIC  TOXEMIAS. 

The  situation  in  pre-eclamptic  toxemias 
is  not  the  same  as  in  pernicious  vomiting, 
except  that  they  both  occur  in  pregnant 
women,  and  that  in  fatal  cases  the  liver  is 
always  seriously  involved. 

In  the  study  by  Herrick  at  the  Sloan  Hos- 
pital, where  every  toxemia  of  the  latter 
months  is  studied  by  the  internist  as  well 
as  by  the  biochemist  and  the  obstetrician, 
they  have  come  to  the  conclusion  that  the 
woman  who  develops  a pre-eclamptic  tox- 
emia or  an  eclampsia  is  the  woman  who 
starts  on  her  pregnancy  with  defective 
emunctories  or  an  unbalanced  endocrine 
system.  It  is  the  result  of  a dysfunction 
and  improper  correlation  of  the  eliminative 
system  and  endocrine  control  in  the  indi- 
vidual woman.  My  own  study  tends  to  con- 
firm this  theory,  which  has  a definite  clini- 
cal backing.  Therefore,  the  real  clinical 
questions  in  toxemia  are  what  physical  type 
of  woman  breaks  down  under  the  strain  of 
pregnancy.  What  pathological  changes 
does  she  show  before  and  during  pregnancy, 
and  what  pathology  remains  after  so-called 
recovery?  Women  with  persistent  systolic 
pressures  of  150  and  diastolic  pressures 
above  100  at  the  beginning  of  pregnancy  are 
not  likely  to  go  through  pregnancy  suc- 
cessfully. A pressure  of  140  may  be  r;on- 
sidered  hypertension  in  pregnancy,  for  the 
normal  pregnant  women  has  a characteristic 
arterial  hypotension.  The  late  toxemias  of 
pregnancy  represent  failure  of  a defective 
maternal  cardiovascular  renal  system  to 
adapt  itself  to  the  strain  of  child  bearing. 
This  is  subsequently  shown  by  cardio-vas- 
cular  renal  changes  evidenced  by  album- 
inuria, nitrogen  (non-protein)  retention. 

I feel  certain  that  eclampsia  is  not  due  to 
any  specialized  toxin  or  toxins  elaborated  by 
the  growing  fetus  or  its  appendages  com- 
bined with  the  failure  on  the  part  of  the 
mother  to  develop  an  antitoxin,  but  rather 
to  the  overload  suddenly  placed  on  the  ma- 
ternal organism;  for  the  pregnant  woman 
shows  a condition  of  rapid  growth  and  a 
rapid  increase  in  weight  superimposed  on 
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an  adult  organism  that  has  ceased  to  grow. 
It  is  only  natural,  therefore,  that  metabolic 
strains  are  set  up  in  the  mother  to  meet  the 
demands  of  the  fetus.  This  results  in  a dis- 
turbance of  the  metabolic  balance,  which  in 
turn  affects  hepatic  and  kidney  function; 
for  it  is  well  known  that  eclamptic  distur- 
bances which  characterize  the  latter  half  of 
pregnancy  occur  at  a period  of  rapid  fetal 
growth  which  needs  an  increased  quantity 
of  glucose  to  maintain  it.  This  in  a way 
confirms  the  low  sugar  content  of  the  blood 
in  pregnant  women,  as  well  as  the  increase 
in  the  uric  acid  content  of  the  latter  weeks. 

Repeated  studies  of  the  blood  chemistry 
in  pre-eclamptic  toxemias  show  nothing 
that  is  significant  or  characteristic  except 
that  when  the  blood  is  found  to  have  a de- 
cided nitrogen  retention,  either  in  the  form 
of  nonprotein  nitrogen  or  in  uric  acid — it 
may  be  assumed  that  nephritis  is  the  pre- 
dominating factor  in  the  particular  toxemia. 

I had  expected  to  find  that  the  basal  me- 
tabolism rate  would  be  materially  changed 
in  the  pregnant  woman,  and  be  available  as 
a diagnositic  sign  of  some  value  in  the  pre- 
eclamptic toxemias ; but  studies  of  the  read- 
ings at  different  periods  of  pregnancy  has 
proved  that  the  woman  who  is  functionally 
fully  equipped  and  healthly  in  the  early 
months  has  practically  no  change  in  her  me- 
tabolic readings,  and  that  there  is  slight 
though  definite  elevation  of  the  basal  rate 
in  the  latter  half,  returning  to  the  normal 
after  a few  days  of  the  puerperium. 

In  the  pre-eclamptic  state  the  readings 
are  slightly  higher  than  normal ; this,  how- 
evr,  is  demonstrated  only  in  the  severe  con- 
ditions. There  is  little  or  no  difference  in 
the  patients  with  and  without  a pre-exist- 
ing kidney  lesion,  so  that  antepartum  dif- 
ferentiation cannot  be  made  by  this  test. 
However,  in  the  nephritic  type  the  read- 
ing is  apt  to  remain  higher  for  some  time 
after  delivery;  which  in  a way  coincides 
with  the  blood  pressure  readings;  there- 
fore it  may  be  concluded  that  neither  blood 
chemistry  nor  metabolic  rate  throws  much 


light  on  the  etiology  or  prognosis.  Fur- 
thermore, the  clinical  manifestations,  those 
that  may  observe  by  any  keen  practitioner, 
are  of  greater  significance. 

DIAGNOSIS. 

The  pre-eclamptic  toxemias  are  usually 
considered  under: 

1.  The  hepatic  type,  which  is  commonly 
of  sudden  development  with  a nephrosis, 
as  the  kidney  lesion  without  any  pre-exist- 
ing history  of  renal  disease. 

2.  The  renal  type,  in  which  nephritis  is 
a contributing  etiologic  factor.  The  clini- 
cal distinction  between  these  two  types  in 
antepartum  toxemia  is  difficult  to  make, 
though  in  the  former  there  is  a previous 
history  of  renal  disease,  while  in  the  latter 
there  is  always  some  clinical  evidence  of 
pre-existing  kidney  lesion.  However,  after 
the  labor  is  terminated,  the  hepatic  type  is 
shown  by  the  relatively  quick  return  of  the 
blood  pressure  and  kidney  function  to  nor- 
mal; while  in  the  renal  type  it  may  take 
months  to  clear  the  urine  of  albumin  and 
casts,  and  the  blood  pressure  never  ranges 
below  140. 

The  earliest  evidences  of  toxemia  are: 

1.  A rise  in  the  systolic  blood  pressure. 

2.  The  appearance  of  an  albuminuria 
coincident  with  or  appearing  soon  after  the 
occurrence  of  hypertension. 

3.  Diminished  urinary  output  — the 
quantity  of  urine  eliminated  falling  below 
1000  cc. 

4.  An  increase  in  the  body  weight  be- 
yond the  normal  25  pounds  (11  kg.). 

5.  The  appearance  of  edema  in  the  face, 
hands  and  feet. 

6.  Constipation  associated  with  “heart- 
burn” and  epigastric  distress. 

7.  Frontal  headache. 

8.  Eye  symptoms,  ranging  from  spots 
before  the  eyes  to  amaurosis. 
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BLOOD  PRESSURE. 

The  pregnant  woman  whose  kidneys  are 
healthy  at  the  time  of  conception  carries  a 
hypotension  seldom  rising  above  120. 
Progressive  readings  above  this  point  de- 
mand watching.  Increasing  hypertension 
during  the  course  of  pregnancy  at  any  age 
points  toward  the  onset  of  toxic  symptoms. 
Rise  in  pressure  usually  precedes  the  ap- 
pearance of  albumin  by  days  or  weeks,  un- 
less there  is  a pre-existing  kidney  lesion. 
Coincident  with  the  occurrence  of  albu- 
min there  may  be  a diminution  in  the  urin- 
ary output  with  or  without  increased  con- 
centration. 

WEIGHT. 

The  pregnant  woman  normally  increases 
her  weight  by  about  20  to  25  pounds  (9  to 
11  kg.)  in  the  course  of  pregnancy.  The 
greater  part  of  this  increase  takes  place 
during  the  last  four  months.  Rapid  in- 
crease is  always  dangerous — less  so  when 
associated  with  edema,  for  edema  seems  to 
be  a salutary  and  conservative  process 
which  takes  the  toxins  out  of  the  blood  and 
deposits  them  in  the  tissues.  Eclamptic 
explosions  are  less  liable  to  occur  when 
there  is  edema,  especially  when  the  edema 
forms  slowly,  than  when  it  is  of  rapid  ap- 
pearance. 

HEADACHES. 

Frontal  headache  is  one  of  the  later 
manifestations  of  toxemia,  sometimes  the 
earliest  forerunner  of  a convulsion.  Head- 
aches should  always  be  inquired  into.  They 
are  more  common  in  the  nephritic  type. 
Gastric  acidity  with  pain  or  burning  of  the 
epigastrium  is  another  evidence  of  tox- 
emina  which  gives  warning  of  impending 
danger. 

EYE. 

Eye  symptoms  are  common  in  the  ne- 
phritic type,  the  fundal  and  retinal  changes 
having  the  same  appearance  as  are  found 
in  glomerular  nephritis.  They  are  usually 
absent  in  the  fulminating  type  except  for 
increased  tortuosity,  high  arterial  light  re- 
flex and  increased  spasticity.  Occasion- 
ally exudate  may  be  present. 


The  treatment  of  the  pre-eclamptic  state 
and  of  eclampsia  is  essentially  medical. 
The  obstetric  problem  comes  in  for  consid- 
eration only  when  labor  is  established  by 
the  convulsive  siezures.  Notwithstanding 
the  fact  that  convulsions  cease  in  52  per 
cent  of  the  cases  when  the  uterus  is  empty, 
we  are  not  justified  by  the  results  in  any 
extensive  series  of  clinical  observations  in 
making  delivery  the  first  consideration  in 
view  of  the  poor  surgical  risk.  Naturally, 
the  treatment  of  the  latter  month  tox- 
emias resolves  itself  into: 

1.  Prevention.  One  of  the  greatest 
strides  in  preventive  medicine  has  been  the 
antepartum  care  given  to  the  pregnant 
woman.  It  has  resulted,  in  many  clinics, 
in  the  passing  of  eclampsia. 

2.  The  control  of  the  convulsion. 

3.  The  management  of  labor  in  the  pres- 
ence of  convulsions  when  labor  has  started. 

The  pre-eclamptic  toxic  patient  should 
be  in  bed.  She  should  have  her  nitrogen- 
ous intake  limited  to  just  enough  to  sustain 
life;  milk  and  fruit  juices  with  sugar  make 
up  the  foundation  of  her  diet.  Stimulation 
of  her  emunctories  should  be  done  by  pro- 
ducing diuresis.  This  may  be  done  with 
water  and  the  intravenous  use  of  glucose 
solutions,  except  in  the  cases  of  edema, 
when  the  intake  of  fluids  should  be  re- 
stricted and  diuresis  stimulated  by  lumbar 
cupping,  ammonium  chloride  and  calcium 
chloride.  The  skin  must  always  be  kept 
active.  This  effect  may  be  secured  by  hav- 
ing the  woman  rest  between  blankets  or 
with  the  electric  baker.  To  favor  surface 
relaxation  the  nitrates  will  add  to  its  ef- 
ficiency. When  no  improvement  is  shown, 
pregnancy  must  be  terminated  by  the  ex- 
isting obstetric  condition,  always  keeping 
in  mind  that  the  toxic  patient  is  a poor 
surgical  risk,  bearing  anesthesia  poorly, 
liable  to  shock,  and  more  susceptible  to  in- 
fection than  her  better  equipped  sister. 
Haste  and  trauma  must  be  avoided.  In 
the  presence  of  convulsions  the  indications 
are  never  surgical.  With  the  appearance 
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of  the  first  convulsion,  the  woman  should 
be  given  (hypodermically)  one-fourth 
grain  (16  mg.)  of  morphine  sulphate; 
placed  in  bed  in  the  Trendelenburg  posture, 
and  turned  on  the  side  to  allow  the  mucus 
to  drool  from  the  mouth.  The  tongue  must 
be  protected  by  a “gag”;  the  bladder  is 
emptied  by  catheterization.  If  the  pres- 
sure is  150  or  more,  lOOO  cc.  of  blood  should 
be  withdrawn.  This  may  be  replaced  by 
500  cc.  of  a 10  per  cent  glucose  solution. 
The  morphine  is  repeated  in  an  hour — and 
nothing  else  is  done. 

Unless  the  convulsions  recur  and  the 
supervening  coma  increases  to  a degree 
that  the  patient  remains  comatose  between 
convulsions,  this  condition  is  an  indication 
for  the  intravenous  use  of  magnesium  sul- 
phate in  quantities  of  100  cc.  of  a 25  per 
cent  solution  which  has  had  a most  kindly 
effect,  diminishing  the  cerebral  edema  and 
controlling  the  occurrence  of  subsequent 
convulsions. 

The  management  of  labor  in  the  presence 
of  eclamptic  convulsions  is  based  on  the 
three  principles  of:  (1)  Avoiding  trauma; 
(2)  preventing  infection,  and  (3)  dimin- 
ishing the  shock — for  the  eclamptic  patient 
is  a very  poor  surgical  risk. 

My  plan  has  been  to  disregard  the  labor 
until  complete  dilatation  of  the  cervix  is 
obtained  when,  if  the  head  is  engaged  and 
at  the  spines,  delivery  may  be  expedited  by 
the  use  of  low  forceps  under  light  oxygen- 
ether  narcosis  added  to  the  morphin  an- 
algesia. 

Section  has  been  limited  to  those  cases  in 
which  there  was  a definite  obstetric  in- 
dication and  not  employed  as  a routine  for 
rapid  delivery.  My  experience  shows  that 
prevention  is  the  keynote  of  success;  the 
toxic  patient  needs  active  treatment  with 
the  first  appearance  of  hypertension;  con- 
vulsions may  be  prevented  by  induction  of 
labor  when  medical  means  fail  to  reduce 
tension  and  produce  diuresis,  and  the  treat- 
ment of  eclampsia  is  essentially  medical, 
and  surgical  delivery  has  only  a limited 
field. 


DISCUSSION. 

Dr.  George  Gray  Ward  (New  York  City) : I 

do  not  rise  to  discuss  “The  Toxemias  of  Preg- 
nancy”, so  fully  and  interestingly  covered  hy  Dr. 
Polak,  but  to  voice  my  appreciation  and  great 
pleasure  in  having  had  the  privilege  of  listening 
to  his  discourse  on  this  complicated  subject. 
Those  who  have  listened  to  him  tonight  must  have 
been  impressed,  as  I was,  with  the  fact  that  in 
obstetrical  work  systematic  training  and  a vast 
amount  of  knowledge  are  required  to  do  the  best 
for  this  type  of  patient. 

I thank  Dr.  Polak. 

Dr.  E.  L.  King:  Particularly  appropriate  at 

this  time  is  that  very  trite  remark  with  which 
you  are  all  familiar,  that  “the  subject  has  been 
so  fully  covered  that  I can  add  but  little  to  what 
has  already  been  said.” 

In  the  work  that  we  have  been  doing  at  Charity 
Hospital  where  we  get  a great  many  of  these  tox- 
emias, we  have  been  working  along  the  same 
general  lines  as  outlined  by  Dr.  Polak  and  our 
results  have  been  somewhat  conformable  to  his. 
We  have  long  reached  the  conclusion,  that  par- 
ticularly in  eclampsia,  there  is  no  surgical  in- 
dication, but  that  it  is  a medical  condition. 

I employ  Stroganoff’s  method  which  consists 
essentially  in  the  use  of  morphin  and  chloral,  and 
in  controlling  the  convulsions  with  chloroform; 
this  as  a rule  is  not  followed  by  others  because 
chloroform  damages  the  liver  and  there  is  al- 
ready liver  damage  present.  The  use  of  oxygen 
and  gas  certainly  seems  to  be  preferred.  Dr. 
Polak  did  not  mention  ether.  Personally  I do  not 
believe  that  ether  would  be  indicated,  particular- 
ly in  view  of  a disastrous  experience  I had  re- 
cently. Because  she  was  having  convulsions  my 
patient  was  given  ether.  Thirty-six  hours  later 
she  died  of  edema  of  the  lungs.  Now  she  might 
have  developed  this  condition  afterwards  with- 
out the  ether,  but  under  the  circumstances  it 
was  hard  to  dissociate  the  ether  from  the  sub- 
sequent acute  edema  of  the  lungs,  the  cause  of 
death. 

I can  only  second  Dr.  Polak’s  statement  that 
after  a patient  recovers  from  a convulsion  she 
should  be  delivered.  Stroganoff  has  reported 
some  cases  where  he  carried  them  over  for  weeks 
after  the  convulsions  had  been  controlled  and  they 
have  gone  on  through  to  normal  delivery.  But  the 
toxemia  persists,  the  cause  is  there  and  we  are  sub- 
jecting that  patient,  first  to  the  recurrence  of 
eclampsia,  second  to  the  risk  of  permanent  renal 
damage,  and  third  we  are  running  the  hazard  of 
intrauterine  death  of  her  baby  from  toxemia,  so 
there  is  little  to  gain  by  carrying  on  this  preg- 
nancy, but  a great  deal  to  lose. 
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Another  point  about  toxemias  in  general, 
brought  out  by  several  studies,  is  that  a con- 
siderable amount  of  renal  damage  often  attaches 
to  the  woman  who  is  purely  a pre-eclamptic,  as 
well  as  to  the  eclamptic.  In  fact,  when  pre- 
eclamptics  are  allowed  to  drag  along  because  their 
condition  has  improved  slightly,  just  enough  to 
make  us  feel  a little  easy  and  we  carry  these 
pregnancies  on  for  weeks,  it  has  been  found  an 
investigation  a year  or  two  latei",  that  these 
patients  have  a pretty  high  percentage  of  pre- 
manent  renal  damage.  The  percentage  in  this 
class  is  much  higher  than  where  the  pregnancy  is 
interrupted  promptly;  it  is  still  higher  than  in 
cases  of  frank  eclampsia,  but  even  in  cases  of 
frank  eclampsia  it  is  found  renal  damage  is  much 
more  frequent  than  we  formerly  thought.  I be- 
lieve that  in  pre-eclamptic  toxemia  if  we  do  not 
get  prompt  and  marked  improvement  there  is 
nothing  to  be  gained  by  carrying  on  the  preg- 
nancy. In  nephritic  toxemia  we  can  be  more  con- 
servative because  we  are  not  running  so  great  a 
risk  of  eclampsia.  The  treatment  of  eclampsia  is 
medical  first  and  then  emptying  the  uterus  24 
to  36  hours  after  the  convulsion  is  controlled. 

Dr.  John  0.  Polak  (Closing)  : The  point 

brought  out  by  Dr.  King  is  something  that  should 
be  emphasized.  We  had  always  supposed  that 
in  cases  of  pre-eclampsia  that  the  kidney  lesion 
was  a nephrosis  and  that  there  was  little  or  no 
permanent  kidney  damage.  In  following  up 
these  cases  (as  we  are  all  trying  to  follow  them 
up),  it  is  rather  remarkable  to  find  that  after 
two  and  three  years  so  many  of  them  have  de- 
fective kidneys.  While  they  are  not  liable  to 
to  have  a recurrence  of  the  eclampsia  should 
they  again  become  pregnant,  yet  the  kidney  func- 
tion is  always  somewhat  imparled  if  we  let  them 
carry  the  pegnancy  along  in  the  interest  of  the 
child.  We  have  to  do  this  sort  of  thing,  yet  I 
warn  you  again  trying  to  carry  these  patients 
too  far  along  with  a pre-eclamptic  toxemia. 
Another  thing,  there  is  no  surgical  treatment  to 
eclampsia  until  after  the  convulsion  has  been 
absolutely  controlled  and  the  patient  is  well. 

Now,  with  regard  to  anesthetics.  They  stand 
all  sorts  of  anesthetics  badly  and  this  is  the  place 
for  local,  spinal,  and  morphin. 

It  does  not  take  a man  very  long  to  learn 
how  to  use  these  methods;  they  are  safe  and  do 
not  change  the  carbon  dioxide  combining  point 
nor  sugar  content  of  the  blood,  and  all  anesthetics 
have  that  effect  when  given  by  inhalation.  Chloro- 
form is  the  most  dangerous,  gas  perhaps  the  least 
dangerous,  but  gas  is  not  safe  in  these  cases. 


ACUTE  CONDITIONS  IN  THE  LOWER 
ABDOMEN  OF  THE  FEMALE.* 

W.  W.  CHIPMAN, 

Montreal. 

1.  The  genital  tract  in  the  female  is  a 
hollow  cylinder,  bifurcate  above,  which 
communicates  directly  between  the  skin 
surface  and  the  peritoneal  cavity.  A direct 
channel,  or  avenue  of  communication  be- 
tween a contaminated  skin  surface  and  this 
mesothellial  space! — Victor  Bonny. 

And  this  genital  tract  is  subject  to  many 
vicissitudes.  There  are  the  traumata  of 
menstruation,  of  child-birth,  and  abortion; 
and  the  dangers  associate  with  venereal 
disease.  It  is  an  imperfect  world.  Hence 
in  the  female  the  frequency  of  acute  infec- 
tions of  the  lower  abdomen. 

2.  The  peritoneal  cavity  is  one  of  the 
three  large  enclosed  chambers  of  the  body 
— it  is  the  largest  of  the  three,  the  largest 
lymphatic  space.  Its  absorptive  surface  is 
immense,  compared  either  with  the  pleura 
or  the  sub-dural  space.  Hence  the  danger 
of  an  acute  infection  of  this  large  space. 
The  peritoneal  cavity — an  organismal  Val- 
halla— a perfect  incubation  chamber. 

These  acute  conditions  are  sometimes 
grouped  together  under  the  term,  “The 
Acute  Abdomen,”  “The  Emergency  Abdo- 
men.” The  point  of  the  emergency  con- 
cerns both  the  patient  and  the  surgeon,  and 
any  given  individual  has  only  one  abdomen. 
To  open  or  not  to  open — that  is  the  ques- 
tion, a decision  often-times  of  very  grave 
importance. 

I need  not  tell  you  that  the  opening  of 
the  abdomen  should  never  be  lightly  or 
carelessly  undertaken.  I object  to  the  term 
of  “giving  the  patient  the  benefit  of  an  ex- 
ploratory.” For  if  too  often  done  this  may 
be  interpreted,  “condemning  the  patient 
to  an  added  injury.”  In  surgery  we  must 
remember  the  three  “Cs” — caution,  care, 
as  well  as  cutting.  You  also  will  agree  that 


*Read  before  the  Orleans  Parish  Medical  So- 
ciety, February  15,  1928. 
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before  any  abdominal  operation  is  under- 
taken, a vaginal  examination,  a rectal  ex- 
amination, or  both,  should  invariably  be 
made.  Plea  for  mid-line  incision  in  inter- 
val cases. 

In  general  terms,  these  acute  conditions 
may  be  grouped  as  follows: 

(1)  Hemorrhage,  a concealed  hemor- 
rage. 

(2)  Acute  infections,  usually  of  the 
uterus,  the  Fallopian  tubes  or  the  appendix. 

(3)  Perforation  of  the  bowel  or  other 
hollow  viscus — perforation  or  rupture. 

(4)  An  acute  bowel  obstruction. 

(5)  Strangulation  of  any  organ  or  neo- 
plasm. 

(6)  The  passage  of  an  ureteral  stone. 

(7)  A uterine  abortion,  spasmodic  dys- 
menorrhea, or  even  a bladder  retention. 

For  the  gynecologist  the  most  common  of 
these  are,  a ruptured  ectopic  pregnancy,  an 
acute  appendicitis,  or  salpingitis,  a uterine 
infection,  strangulation,  an  ovarian  cyst  or 
uterine  fibroid. 

Speaking  in  a general  way  for  all  these 
conditions,  some  of  them  are  at  once  recog- 
nizable— he  who  runs  may  read ; while 
others  require  a most  painstaking  differen- 
tiation. 

May  I first  make  two  pleas  of  a prelim- 
inary character.  The  first  concerns  the 
wisdom  of  a careful  case-history,  for  in 
many  of  these  conditions  the  previous  his- 
tory, or  the  story  of  the  onset,  may  afford 
the  clue.  Sir  James  Mackenzie  pointed  out 
that  in  difficult  cases,  the  diagnosis  fre- 
quently depends  more  upon  an  exact  his- 
tory than  even  upon  a careful,  exact  exam- 
ination. My  second  plea  is  always  to  pass 
a catheter,  and  to  examine  the  resulting 
urine. 

I shall  now  discuss  in  a general  way  the 
various  signs  and  symptoms  of  these  acute 
conditions. 


Pain  is  always  the  outstanding  symptom. 
— It  may  well  be  defined  as  Nature’s  expos- 
tulation to  an  injury,  and  its  function  is  a 
protective  one.  La  Rochefoucauld  has  told 
us  that  pain  is  the  greatest  liar  in  the 
world,  but  it  is  wise  not  always  to  believe 
this.  At  times  it  is  a liar,  and  so  for  the 
matter  of  that  are  all  men,  and  a few 
women,  but  I believe  it  is  wise  to  take  the 
following  advice.  “Never  open  the  abdo- 
men for  pain  only,”  for  pain  only  and  with 
no  accompanying  signs  or  symptoms. 

The  most  important  sign,  perhaps,  is  the 
face — the  abdominal  face — the  facial  ex- 
pression, and  this  never  lies.  So  often  it  is 
the  anxious  peritoneal  face,  apprehensive. 
In  hemorrhage  it  is  pallid  ,often  waxy,  and 
the  muco-cutaneoLis  line  of  the  lip  is  unduly 
sharp  and  pronounced.  There  is  the  grey 
ashen  face  of  shock,  and  the  flushed,  or 
cyanotic  face,  of  a severe  toxemia.  The 
severity  of  the  lesion  can  often  in  this  way 
be  immediately  adjudged. 

And  there  is  the  attitude  of  the  patient, 
her  decubitis,  and  her  mobility. 

If  the  lesion  be  acute,  and  intra-perito- 
neal,  the  patient  lies  invariably  upon  her 
back,  and  with  her  knees  flexed.  Any 
movement  is  a torture.  On  the  other  hand, 
if  the  patient  moves  readily,  and  turns 
easily  on  her  side,  there  is  no  grave  lesion 
within  the  abdomen.  I have  often  found 
this  test  of  asking  the  patient  to  turn  over 
on  her  side  of  great  service. 

So  far  you  will  observe  I have  not  men- 
tioned either  the  temperature  or  the  pulse- 
rate.  I shall  refer  to  them  later  in  their 
special  place. 

Let  us  now  consider  the  three  commonest 
of  these  lower  abdominal  conditions.  These 
are,  you  remember,  hemorrhage,  acute  in- 
fection of  appendix,  or  Fallopian  tube,  and 
a strangulation  or  thrombosis  of  a pelvic 
organ  or  neoplasm. 

(1)  The  first  of  these  is  hemorrhage. 
The  common  site,  of  course,  is  a ruptured 
tubal  pregnancy.  A severe  hemorrhage 
may  arise,  however,  from  other  situations; 
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for  example,  from  a ruptured  Graefian  fol- 
licle. (Three  years  ago,  Primrose,  of 
Toronto,  reported  six  such  cases.  I have 
met  one  in  my  own  practice  and  there  was 
a large  loss  of  blood.)  Again,  a varicocele 
may  rupture,  and  a uterus  ruptured  during 
labour,  or  perforated  even  by  a sound  or  a 
curette,  may  lead  to  a severe  intra-perito- 
neal  hemorrhage.  The  history  here  is  all 
important. 

But  the  usual  cases  are  the  ectopics.  As 
you  know,  the  history  of  the  pregnancy, 
the  amenorrhea  is  often  indefinite.  Rup- 
ture usually  between  the  7th  and  the  12th 
weeks,  and  this  rupture  may  be  large  or 
small.  The  dangerous  situations  are  the 
isthmus  and  the  cornu  of  the  uterus.  If 
large,  the  hemorrhage  is  usually  severe,  the 
cataclysmic  case  with  the  pallor,  sub-nor- 
mal temperature,  the  rapid  and  thready 
pulse,  air-hunger,  cold  and  clammy  extremi- 
ties. The  abdomen  is  tumid  and  tender, 
frequently  tympanitic,  for  the  bowel  floats 
(blood  has  a high  specific  gravity.)  The 
pouch  of  Douglas  may  be  full  and  depressed, 
and  a feeling  of  crepitation  as  the  finger 
breaks  the  blood-clot  may  be  present. 
There  is  frequently  the  history  of  the  dag- 
ger-like thrust  of  pain,  with  immediate 
faintness  or  collapse.  A uterine  trickle  of 
blood  is  often  manifest,  together  with  rec- 
tal tenesmus,  and  some  bladder  strangury. 
In  these  severe  cases,  the  diagnosis  is  easy, 
and  does  not  require  the  taking  of  a hemo- 
globin index.  Open  the  abdomen  at  once 
and  give  a venous  transfusion — citrated 
blood  or  a glucose  saline. 

It  is  well  to  remember  that  if  such  a case 
survive  and  be  not  seen  till  the  4th  or  5th 
day  the  patient  may  present  all  the  signs 
and  symptoms  of  a widespread  peritonitis, 
namely,  fever,  a rapid  pulse,  a distended 
abdomen  with  paralytic  ileus,  a regurgitant 
vomiting  with  a marked  leukocytosis — the 
picture  of  late  bowel  obstruction. 

In  a so-called  chronic  case — the  “leakers” 
— while  the  diagnosis  is  less  urgent,  it  is 
sometimes  more  difficult  to  make. 


There  is  the  history — repeated  attacks  of 
sharp,  lancinating  pain  in  the  lower  abdo- 
men, an  interval  of  24,  48  hours,  or  even 
some  days  between  them ; slight  uterine 
hemorrhage,  no  marked  fever,  or  great  dis- 
turbance of  pulse-rate;  a lateral  mass  on 
one  or  other  side  of  the  uterus,  increasing 
rapidly  in  size.  Mark  such  a case. 

If  a decidual  cast  is  shed  from  the  uterus 
— this  occurs  in  only  about  20  per  cent  of 
the  cases — the  diagnosis  is  clear. 

There  is  in  these  cases  a degree  of 
anemia;  there  is  often  a marked  leukocy- 
tosis (De  Quervain  contends  that  a leukocy- 
tosis of  twenty-thousand,  where  signs  are 
slight,  points  to  a hemorrhage  rather  than 
to  an  inflammation.) 

A hemoglobin  index  is  of  small  value,  you 
remember.  Two  years  ago  the  hope  was 
expressed  that  a low  and  falling  index 
would  reveal  a concealed  hemorrhage.  Un- 
fortunately this  is  not  so. 

We  rely  in  these  cases  upon  the  history 
— the  recurrent  attacks  of  pain — the  uter- 
ine bleeding  and  mass,  at  first  lateral  to  the 
uterus,  which  increases  rapidly  in  size. 

It  is  always  well  to  bear  in  mind,  that — 
if  in  doubt,  an  exploratory  colpotomy  is  the 
indication,  and  at  once  settles  the  matter. 
If  blood  is  found,  open  the  abdomen  from 
above  and  remove  the  tubal  sac. 

(2)  The  second  common  condition  is  an 
acute  infection — an  infection  of  either  the 
vermiform  appendix,  or  the  Fallopian  tube. 
The  distinction  between  these  two  infec- 
tions is  an  all-important  one  to  make,  for 
an  inflamed  appendix  should  be  at  once  re- 
moved, certainly  within  the  first  24  hours, 
while  to  open  the  abdomen  for  an  acute 
salpingitis  is  nothing  short  of  disaster. 

The  inflamed  appendix  we  all  know,  with 
its  more  or  less  definite  syndrome,  outlined 
first  by  Reginald  Fitz,  and  its  surgical 
treatment  indicated  by  McBurney  of  New 
York.  Professor  Wilkie  of  Edinburgh  em- 
phasizes an  important  pathological  and 
clinical  distinction.  He  says  “there  are  two 
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main  types  of  acute  appendicitis.”  (a)  the 
one  infective,  an  organismal  invasion  of  the 
lymphoid  tissue,  the  inflammatory  type. 
Here  there  is  pain,  more  or  less  continuous, 
but  not  severe,  fever,  increased  pulse-rate, 
localized  tenderness  and  a marked  leuko- 
cytosis; and  (b)  the  obstructive  type, 
fecal  concertions,  often  present,  blocking 
of  the  circulation,  and  sudden  gangrene,  and 
perforation.  Here  the  pain  is  intense  and 
spasmodic,  the  fever  is  slight,  the  pulse  is 
often  rapid,  the  abdominal  facies,  and  no 
great  increase  in  leukocyte  count.” 

These  are  his  two  main  divisions,  and  I 
think  they  are  well  founded. 

The  common  infection  of  the  Fallopian 
tube  we  are  all  familiar  with.  It  is  really 
a mixed  infection,  an  acute  exacerbation  of 
a chronic  condition.  The  chronic  infection 
is  a gonorrhoeal  one,  rarely  tuberculosis, 
and  the  acute  maleficent  synurgism  is  fre- 
quently due  to  the  colon  bacillus. 

It  is  the  distinction  between  these  two 
acute  conditions,  the  one  of  the  vermiform 
appendix,  and  the  other  of  the  Fallopian 
tube,  that  sometimes  taxes  to  the  utmost 
our  clinical  acumen. 

How  shall  we  proceed  to  such  a distinc- 
tion? It  is,  I admit,  an  old  story,  but  one 
that  in  our  daily  practice  is  ever  new. 

In  a general  way  it  may  be  said  that  in 
acute  salpingitis  the  patient  does  not  ap- 
pear so  ill;  the  temperature  is  often  high, 
it  is  true,  usually  higher  than  an  appendi- 
citis, but  the  pulse-rate  is  not  correspond- 
ingly disturbed.  The  face  is  often  flushed, 
but  not  to  the  same  degree  anxious  or  ap- 
prehensive. The  function  is  not  so  greatly 
disturbed,  nausea  and  vomiting  are  not  a 
feature,  though  there  may  be  considerable 
distention.  Abdominal  tenderness  and 
rigidity  more  diffuse  and  wide-spread. 

All  this  in  a general  way,  the  general 
rule,  if  you  like,  where  there  are  bound  to 
be  exceptions. 

The  history  of  the  case,  the  history  of  an 
onset,  or  of  previous  attacks,  a previous 


complicated  puerperium,  a one-child  ster- 
ility, with  depraved  menstrual  habit,  may 
afford  a clue. 

And  then  in  our  examination  we  always 
look  for  signs  of  a gonorrhoeal  infection. 
As  I have  said,  it  is  an  imperfect  world. 
First,  the  signs  at  the  vulva-vaginal  outlet ; 
the  chronic  urethritis,  with  the  pouting  and 
edematous  tubulus  of  Skene.  The  gonor- 
rhoeica  maculae,  these  sinister  patches  at 
the  opening  of  the  Bartholinian  duct; — 
these  are  all  signs  that  a gonorrhoeal  infec- 
tion has  passed  that  way. 

If  the  infection  be  a Noeggerath’s  infec- 
tion— a chronic  gleet  in  the  male — there 
will  only  be  the  chronic  cervical  catarrh, 
and  the  immobility  of  the  uterus — the 
uterus  fixed  in  starch,  as  it  were,  and  often 
with  no  definite  appendage  mass.  Yet,  at 
this  time,  the  appendages  are  slightly  en- 
larged, and  very  sensitive;  and  the  mere 
movement  of  the  cervix  uteri  elicits  severe 
pain. 

With  such  a finding,  the  diagnosis  is,  an 
acute  exacerbation  of  a chronic  salpingitis, 
with  a spreading  peritonitis,  and  the  indi- 
cation is — Above  All  Things,  Do  Not 
Operate. 

The  situation  in  these  cases  was  well 
summed  up  some  years  ago  by  one  of  our 
able  Southern  surgeons,  when  he  said:  “In 
a gonorrhoeal  salpingitis,  never  operate  in 
the  acute  stage ; wait  till  the  cold  stage,  and 
clear  them  out.”  Never  operate  till  you  are 
compelled. 

In  contradistinction  to  this  clinical  pic- 
ture I think  it  wise  for  us  to  keep  in  mind  a i 
typical  attack  of  appendicitis.  The  history  / 
helps  us  here.  There  may  have  been  pre-  i 
vious  attacks,  but — | 

The  pain  is  first  felt  about  the  umbilicus  | 
or  in  the  epigastric  region;  but  soon  deter- 
mines itself  in  the  right  lower  quadrant. 

There  is  anorexia,  or  nausea,  or  even  i 
vomiting.  There  is  tenderness  over  Me-  \ 
Burney’s  point,  which  we  remember  is  the 
base  of  the  mesentery  of  the  appendix — a 
lymphangitis. 
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Some  muscular  spasm  or  rigidity  of  the 
right  rectus  or  oblique  muscles. 

Fever  or  quickened  pulse-rate,  often  not 
specially  pronounced, 

A moderate  leukocytosis — ten  to  twelve 
thousand,  with  polymorphs  predominating. 
If  the  inflamed  appendix  be  near  the  brim 
of  the  pelvis,  a vaginal  or  a rectal  examina- 
tion shows  a marked  tenderness  in  the 
neighborhood  of  the  right  sacro-iliac  joint. 

Such  is  a typical  clinical  picture  of  a 
catarrhal  appendicitis.  We  can  see  at  once 
how  it  differs  from  an  acute  salpingitis.  In 
doubt  between  the  two — watch  and  wait — 
hour  by  hour — not  day  by  day. 

(3)  A thrombosis  in  organ  or  neoplasm. 
Here  the  lesion  is  a definite  thrombosis,  or 
a twist  in  a pedicle.  The  common  neo- 
plasms that  suffer  this  pathology  are  ova- 
rian cysts  of  medium  size,  or  a fibromyo- 
mata,  of  the  uterus,  pediculated  or  intra- 
mural. 

Frequently  the  patient  has  been  aware  of 
the  presence  of  the  neoplasm. 

The  pain  is  severe  and  colic-like,  short  in 
duration,  and  the  tenderness  is  at  first  local- 
ised to  the  tumor-surface;  there  is  small 
disturbance  of  temperature  or  pulse-rate. 

A careful  examination  discovers  the 
neoplasm.  If  the  thrombosis  be  extensive, 
or  the  strangulation  severe,  and  the  patient 
be  seen  late,  there  are  all  the  signs  of  a 
super-added  peritonitis,  the  result  of  a 
colon  infection. 

These  three  conditions  mark  the  common 
acute  lesions  of  the  lower  abdomen. 

May  I add  here  a word  of  warning  in  re- 
spect of  pneumonia,  A pneumococcic  infec- 
tion, which  may  spread  below  the  dia- 
phragm, and  simulate  even  an  appendicitis. 

My  warning  consists  in  this — a careful 
history  of  the  onset.  If  a rigor  has  oc- 
curred, a chill,  it  is  probably  not  appendi- 
citis. In  a series  of  85  cases  of  appendicitis, 
in  a service  in  the  Royal  Victorian  Hospital, 
a chill  was  recorded  but  three  times ; so,  if 


there  is  a chill  at  the  onset,  watch  the  alae 
nasi  (count  the  respirations),  think  of 
pneumonia,  and  make  a leukocyte  count.  If 
the  leukocyte  be  over  15,000  in  the  first  24 
hours,  it  is  likely  to  be  pneumonia  and  not 
appendicitis. 

Pneumococcic  peritonitis : first  menstrua- 
tion ; history  must  help  us  here  and  a wide- 
spread lesion  from  the  first — and  drainage 
was  in  two  cases  the  salvation. 

A word  or  two  concerning  bowel  obstruc- 
tion— an  obstruction  of  the  lower  bowel.  I 
need  not  remind  you  to  examine  all  hernial 
orifices.  An  intussusception  is  common 
only  in  the  young  or  adolescent,  and  soon 
gives  rise  to  a typical  ilio-caecal  tumor,  and 
the  characteristic  bloody  mucus  bowel  dis- 
charge. 

A volvulus  occurs  rather  in  the  old,  a 
rare  left-sided  lesion,  which  can  usually  be 
felt  by  bi-manual  examination. 

These  obstruction-cases  occasio-n  colic, 
with  quiet  intervals;  ladder-pattern  consti- 
pation of  course,  and  later,  the  anti-peris- 
talsis may  result  in  vomiting. 

A diverticulitis  occurs  usually  in  the  pel- 
vic or  iliac  colon,  and  a diarrhea  is  a fre- 
quent concomitant — diarrhea  and  fever. 

A stone  in  the  ureter,  or  in  the  pelvis  of 
the  kidney  may  cause  abdominal  distention 
and  vomiting,  and  not  a few  abdomens  have 
been  mistakenly  violated. 

The  onset  of  the  pain,  its  distribution 
unto  the  urethra  or  down  the  leg,  a frequent 
micturition,  and  blood  in  the  urine  may  pos- 
sibly identify  it.  If  in  doubt,  a roentgeno- 
gram picture  should  at  once  be  taken. 

A good  surgeon  must  first  be  a good  phy- 
sician. A mind  broadly  trained  and  the 
hand  narrowly. 

The  function  of  the  good  surgeon  is  to 
diminish  surgery  in  the  world  today. 

DISCUSSION. 

Dr.  Hermann  Boldt  (New  York  City) ; Dr. 
Chipman,  in  his  inimitable  and  learned  language 
has  fully  covered  his  subject  and  it  is  indeed  with 
great  pleasure  that  I have  listened  to  his  remarks. 
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There  are  a few  points  to  which  I would  like  to 
call  attention.  One  is  in  connection  with  tubal 
gestation,  or  tubal  rupture,  and  that  is  the  sensi- 
tiveness and  tenderness  experienced  by  the 
patient  upon  moving  the  vaginal  portion  of  the 
cervix  anteriorly  and  posteriorly.  Since  my  at- 
tention was  called  before  operations  many  years 
ago  to  pain  in  that  location  when  doing  that,  I 
have  not  found  a single  instance  where  it  was 
present  without  tubal  pregnancy,  other  symptoms 
of  faulty  impregnation  also  being  present. 

The  next  feature  which  I lay  emphasis  upon  is 
cai’e  to  avoid  operating  in  instances  of  acute  sal- 
pingitis. This  lesson  I learned  more  than  forty 
years  ago,  having  operated  on  a patient  and  lost 
her.  Since  that  time  I have  stopped  it  and  I can 
only  reiterate  what  Professor  Chipman  has  said : 
“Be  careful — do  not  operate  on  these  cases.” 

Another  feature  I would  stress  in  tubal  disease 
is,  that  is  if  the  patients  will  hold  out  long  enough 
on  the  rest  plan  of  treatment,  providing  the  in- 
fection is  due  to  the  gonococcus,  the  majority  will 
get  well.  But  we  must  remember  that  there  are 
women  who  cannot  undergo  that  long,  tedious 
waiting.  They  have  to  earn  a livelihood  for 
themselves  and  in  that  class  of  patient  an  excep- 
tion should  be  made  if  they  do  not  get  better,  or 
if  there  is  constant  recurrence.  But  I do  say: 
never  operate  during  the  acute  stage — always 
wait  for  subsidence. 

These  are  the  features  to  which  I would  like  to 
call  attention.  I thank  you. 

Dr.  C.  Jeff  Miller  (New  Orleans)  : The  whole 
point  of  Dr.  Chipman’s  paper  is  that  diagnosis  is 
a matter  of  the  clinical  picture  rather  than  of 
laboratory  findings.  The  tendency  today  is  to 
make  them  the  basis  of  diagnosis,  and  it  is  a dan- 
gerous and  a wrong  tendency.  The  patient  is 
more  important  than  the  blood  count,  the  history, 
properly  interpreted,  plus  the  physical  examina- 
tion, is  the  key  to  the  condition,  and  the  emphasis 
should  be  put  where  it  belongs. 

I am  particularly  interested  in  Dr.  Chipman’s 
remarks  on  acute  salpingitis,  for  they  echo  my 
own  opinion,  an  opinion  upon  which  my  entire 
practice  in  this  disease  has  been  based  since  Frank 
Simpson,  twenty  years  ago,  delivered  his 
memorable  address  on  the  treatment  of  pelvic  in- 
fections. These  patients  ought  to  be  let  alone, 
they  do  not  die  under  expectant  treatment, 
though  many  do  die  if  immediate  surgery  is  done. 
The  idea  that  the  condition  is  a surgical  emer- 
gency is  all  wrong.  Pus  tubes  do  not  rupture. 
In  many  years  of  practice  I have  seen  that  con- 
tingency occur  only  twice.  Sporadically,  here 
and  there,  we  find  men  arguing  in  favor  of  imme- 
diate operation,  but  in  the  leading  clinics  of  the 


world  we  find  that  acute  salpingitis  was  long  ago 
taken  out  of  the  realm  of  surgical  emergencies. 
This  is  particularly  true  in  those  clinics  where  a 
follow-up  service  is  properly  organized  and  the 
real  results  of  expectant  treatment  may  be  seen. 
Thus  in  Holtz’  clinic  in  Scandinavia,  where  the 
follow-up  system  is  perhaps  the  best  in  the  world, 
a recent  report  of  more  than  a thousand  cases 
treated  expectantly  shows  82  per  cent  of  clinical 
and  12  per  cent  of  functional  cures,  and  only  2 
per  cent  of  total  failures.  No  clinic  where  imme- 
diate surgery  is  the  rule  can  show  such  results  as 
this. 

Tubal  infections  promptly  subside  under  rest 
treatment  and  auto-sterilization  takes  place.  This 
is  especially  true  of  specific  infections.  Mixed  in- 
fections, on  the  other  hand,  are  prone  to  be  long 
drawn  out  affairs,  and  the  rest  which  is  essential 
tries  both  patient  and  physician.  It  is  important 
to  remember,  too,  that  a patient  who  is  running  a 
temperature  of  99.5°  or  even  99°  is  not  a thor- 
oughly cooled  patient;  her  rest  must  be  prolonged 
until  even  this  slight  fever  has  disappeared  for 
two  or  three  weeks  and  preferably  longer.  The 
patient,  given  time,  will  always  develop  her  own 
immunity,  and  when  operation  is  necessary,  if  it 
ever  is,  it  will  be  a simpler  and  safer  affair  than 
if  it  had  been  done  in  the  presence  of  active 
bacteria  and  inflamed  structures. 

Another  point  which  should  be  , specially 
stressed  is  the  prophylactic  measure  of  rest  in 
bed  after  there  has  been  an  infection  of  the 
lower  genital  tract.  This  is  particularly  impor- 
tant during  the  menstrual  period,  when  exten- 
sion upward  is  the  rule  if  the  patient  is  at  all 
active.  The  proper  utilization  of  this  simple 
pneasure  would  prevent  many  trying  cases  of 
salpingitis. 

Finally,  colpotomy,  as  Dr.  Chipman  has  prop- 
erly emphasized,  is  a decidedly  valuable  measure 
in  evacuating  localized  pus  collections  which  point 
in  the  cul-de-sac.  Except  for  this,  however, 
acute  pelvic  conditions  should  be  let  severely 
alone,  not  for  days,  but  for  weeks  and  months. 
Operation  during  the  acute  stage  may  be  a bril- 
liant surgical  feat,  the  technique  may  be  excel- 
lent and  the  immediate  results  all  that  is  desired, 
but  the  end  results  are  what  our  book-keeping 
must  be  based  on,  and  the  last  state  of  that 
patient  is  often  worse  than  her  first. 

Dr.  R.  Matas:  I did  not  expect  to  be  called 

^ipon  to  take  part  in  this  evening’s  discussions, 
but  I am  glad  of  the  opportunity  afforded  by  the 
courtesy  of  the  Chair  to  at  least  say  how  much 
I have  enjoyed  the  addresses  delivered  by  the 
distinguished  speakers  of  the  evening.  Limiting 
myself  to  Dr.  Chipman’s  address,  since  the  ■'is- 
cussion  of  Dr.  Polak’s  paper  has  been  closed, 
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I will  state  that  this  is  not  the  first  time  that  I 
have  had  occasion  to  express  my  appreciation  of 
Dr.  Chipman’s  merits.  It  was  my  good  fortune 
to  have  been  associated  with  him  on  the  Board 
of  Regents  of  the  American  Colleges  of  Surgeons 
for  a number  of  years  and  later  as  my  successor 
in  the  Presidency  of  the  College  at  Montreal,  in 
1926.  Throughout  these  relations  I have  had 
ample  opportunities  to  admire  his  personal 
qualities  as  a leader  in  the  profession  and  as  pub- 
lic speaker,  which  we  have  enjoyed  so  much  to- 
night. Dr.  Chipman  is  as  much  a part  of  the 
profession  of  the  United  States  as  he  is  of  Canada 
and  no  one  is  better  fitted  to  symbolize  through 
his  genial  personality  the  cordiality  of  the  rela- 
tions and  the  unity  of  purpose  that  bind  us  to 
our  Canadian  brethern.  The  ties  that  bind  the 
people  of  this  country  to  Canada  are  particular- 
ly strong  in  Louisiana  where  the  very  foundation 
of  its  history  were  laid  in  Canada  and  the  recol- 
lection of  these  historic  associations  gives  added 
zest  to  the  pleasure  of  Dr.  Chipman’s  visit. 

In  his  discussion  of  the  acute  conditions  that 
affect  the  female  pelvis.  Dr.  Chipman  has  covered 
a large  field  bristling  with  problems  that  often 
tax  the  diagnostic  skill  and  the  best  judgment  of 
the  practitioner.  Throughout  the  discussion  he 
has  revealed  himself  not  only  a most  experienced 
and  expert  clinician  but  a wise  and  discriminating 
surgeon  who  knows  how  to  subordinate  his  oper- 
ative skill  to  his  knowledge  of  the  proper  moment 
for  its  application. 

The  great  superiority  of  the  clinical  evidence 
over  the  pure  laboratory  findings  in  the  differ- 
ential diagnosis  of  pelvic  pathology  cannot  be  ex- 
aggerated. Without  in  the  least  decrying  the 
value  of  the  laboratory  as  an  aid  to  the  clinician, 
we  must  never  forget  that  it  is  the  man  at  the 
bedside  who  is  looking  at  the  patient  and  who  ’S 
responsible  for  his  welfare,  who  is  the  real  diag- 
nostician and  it  is  he  who  alone  should  interpiet 
and  give  proper  valuation  to  the  laboratory  find- 
ings. 

I am  quite  sure  that  we  are  all  in  perfect  agree- 
ment with  Dr.  Chipman’s  teachings  in  regard  to 
conservative  treatment  to  pelvic  infections.  Para- 
doxical as  it  may  seem,  he  expresses  the  sentiment 
of  every  conscientious  surgeon  when  he  intimates 
that  the  ideal  of  surgery  would  be  the  suppres- 
sion of  causes  of  surgical  diseases  that  now  re- 
quire surgery. 

While  this  dream  of  bloodless  and  knifeless 
therapeutics  is  as  futile  as  it  is  Utopian,  it  is  none 
the  less  true  that  the  more  experienced  and  skill- 
ful the  surgeon  the  better  he  knows  how  to  ap- 
praise the  limitations  as  well  as  the  possibilities 
of  his  Art.  How  tempestuous  and  dangerous 
may  be  the  untimely  interventions  of  the  operat- 


ing and  inexperienced  gynecologist  in  dealing 
with  the  acute  infections  of  the  uterus  and 
adnexa,  and  how  much  safer  and  less  mutilating 
is  the  practice  of  watchful  waiting  for  the  acute 
virulence  of  the  infection  to  subside,  is  well 
demonstrated  by  Dr.  Chipman’s  abundant  ex- 
perience and  observation.  To  know  when  to  and 
%vhen  not  to  operate  is  one  of  the  finest  tests  of  the 
surgeon’s  judgment.  It  is  an  attribute  of  the 
mind  which  can  be  acquired  only  by  long,  patient 
observation  and  scrutiny  of  the  patient  at  the 
bedside.  How  the  laboratory  can  aid  the  clini- 
cian in  his  judgments  has  been  well  shown  by  Dr. 
Polak  in  his  treatment  of  the  toxemias  of  preg- 
nancy. 

The  two  essays  that  we  have  heard  tonight 
are  most  impressive  from  the  point  of  view  of  the 
greater  precision  with  which  the  indications  and 
contraindications  for  operative  interference  are 
defined  in  modern  practice  and  the  singularly 
lucid  and  instructive  way  in  which  the  advances 
of  contemporary  practice  have  been  exhibited, 
are  most  gratifying  and  will  be  remembered  long 
after  tonight. 

ACTINOMYCOSIS  IN  LOUISIANA.=» 

HERMANN  B.  GESSNER,  M.  D., 

New  Orleans. 

It  is  customary  in  schools  of  medicine  to 
teach  the  diseases  frequently  met  with.  In 
medical  societies  most  papers  deal  with 
common  conditions.  This  is  as  it  should 
be.  However,  the  unusual  will  occur  and 
when  it  does  the  patient  needs  recognition 
and  cure  for  his  disease.  Therefore,  con- 
ditions like  actinomycosis  are  entitled  to  a 
certain  amount  of  attention  from  us. 

Having  recently  dealt  with  a case  which 
was  recognized  early,  and  having  con- 
tributed to  the  making  of  a late  diagnosis 
in  a case  that  originally  had  failed  of 
recognition  by  me  and  others,  I have  in- 
vestigated the  incidence  of  this  disease 
among  animals  in  our  section.  (Actino- 
mycosis in  cattle  is  known  as  lumpy  jaw 
or  wooden  tongue.)  An  inquiry  directed 
to  the  Louisiana  Live  Stock  Sanitary  Board 
in  October  last  brought  from  Dr.  E. 
Pegram  Flower,  Sec.  and  Exec.-Officer, 
this  reply : "Only  occasionally  is  a case  re- 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 
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ported  or  a condition  of  this  kind  brought 
to  our  attention.  During  the  last  ten  years 
we  have  seen  but  five  cases  of  this  trouble.” 
An  investigation  was  then  made  of  the 
incidence  of  actinomycosis  in  humans  in 
New  Orleans.  In  Charity  Hospital  there 
have  been  recorded  during  the  year  1906  to 
1927  two  cases  confirmed  microscopically, 
besides  two  not  so  confirmed.  In  Touro 
Infirmary  during  the  years  1921  to  1927, 
five  cases  were  recorded,  all  microscopi- 
cally confirmed.  These  cases  include  among 
the  microscopically  confirmed  two  of  the 
jaw,  two  of  the  lung,  one  of  the  pelvis,  one 
of  the  arm  and  one  of  the  foot. 

Following  is  a detailed  account  of  a case 
recently  seen  and  early  recognized  through 
microscopic  examination. 

0.  J.  H.,  a white  male,  aged  40  years,  came  to 
the  clinic  of  the  Tulane  School  of  Dentistry  about 
August  1,  1927.  He  complained  of  a painful 
swelling  over  the  gums  of  the  left  half  of  the 
mandible,  corresponding  to  the  incisors  and  the 
cuspid.  Examination  of  the  teeth  failed  to  ex- 
plain the  swelling;  a roentgenogram  was  negative. 
When  he  was  sent  to  me  I found  a swelling  at 
the  site  above  mentioned.  My  recommendation 
was  that  suppuration  should  be  hastened  by  the 
use  of  a poultice  and  the  lesion  incised.  A few 
days  later  I learned  that  an  abscess  had  been 
opened  which  showed  no  tendency  to  heal.  Sus- 
pecting some  unusual  infection  I suggested  a 
microscopic  examination.  This  was  made  by  Dr. 
H.  W.  Butler,  Instructor  in  the  Laboratory  of 
Medicine  of  the  Tulane  School  of  Medicine,  who 
found  actinomyces  (group  streptothriciae)  in 
smears  and  succeeded  in  making  anaerobic  cul- 
tures. By  this  time  an  area  of  induration  with 
purplish  discoloration  had  appeared  in  the  skin 
over  the  mandibular  lesion.  On  August  22  the 
patient  was  admitted  to  Touro  Infirmary,  where, 
under  general  anesthesia,  the  involved  parts, 
from  skin  to  periosteum  inclusive,  were  excised. 
The  bone  was  found  soft  and  was  curetted  away; 
the  loose  incisors  and  cuspids  were  removed. 
Examination  of  the  tissues  by  Dr.  John  A.  Lan- 
ford,  Pathologist  at  Touro,  confirmed  the  previous 
finding  of  actinomyces.  A roentenogram  of  the 
lungs  showed  no  involvement.  The  patient  was 
discharged  from  Touro  Sept.  2,  1927,  improved. 
The  skin  wound  healed;  the  mucous  membrane 
healed  but  soon  reopened,  discharging  pus  in 
which  actinomyces  were  found  by  Dr.  Foster  M. 
Johns.  At  this  time  the  case  was  brought  to  the 
attention  of  Dr.  Alton  Ochsner,  Professor  of  Sur- 


gery in  the  Tulane  School  of  Medicine,  who 
recommended  treatment  with  radium  and  massive 
doses  of  potassium  iodid.  The  iodid  was  given  in 
increasing  doses  until  a maximum  of  615  drops 
was  given  three  times  daily;  this  dose  was  kept 
up  for  three  or  four  days.  Dr.  M.  Van  Studdi- 
ford  of  the  Charity  Hospital  Staff  provided  the 
treatment  with  radium  which  consisted  in  the 
administration  of  3600  milli-curie  hours  September 
30,  and  3600  on  October  28.  Complete  healing 
took  place  by  December  1.  On  April  5 the 
patient  reported  himself  fully  healed  and  in  ex- 
cellent health.  Efforts  were  made  to  determine 
the  source  of  infection  in  this  case  without  suc- 
cess. This  was  a man  who  had  had  no  relation 
to  the  animal  industry,  but  had  lived  in  the  city 
all  of  his  life,  had  not  contracted  the  habit  of 
chewing  grass,  straw  or  grain  of  any  kind. 

The  patient  (G.  M.)  referred  to  above  in  whom 
the  diagnosis  was  made  tardily,  was  operated  on 
by  me  for  an  abscess  behind  the  symphysis  menti; 
no  culture  was  made.  Subsequently  with  the  re- 
currence of  the  infection  he  went  to  a colleague 
who  made  two  successive  incisions;  finally  he 
went  to  another  colleague  who  asked  me  for  in- 
formation about  the  first  abscess.  I suggested 
microscopic  examination  which  was  made  by 
Dr.  Foster  M.  Johns  with  the  result  that  actino- 
myces were  found. 

Comment:  The  clinical  diagnosis  of  ac- 
tinomycosis is  not  readily  made  unless 
sulphur  granules  are  seen.  Chronic  sin- 
uses, skin  ulcers  with  induration  resem- 
bling broken  down  gummata,  suggest  the 
disease  especially  about  the  face  and  jaws. 
These  cases  would  be  recognized  more 
regularly  and  earlier  if  microscopic  inves- 
tigations were  made  of  all  abscesses  open- 
ed, especially  those  preentsing  unusual 
characteristics.  Sulphur  granules  should 
be  looked  for  in  all  suspecious  lesions. 

It  should  be  borne  in  mind  that  actino- 
mycosis treated  early  when  it  is  only 
peripheral  has  a recovery  rate  of  about  90 
per  cent.  Later,  when  the  internal  organs 
(lungs,  brain,  ileo-cecal  regions)  are  in- 
volved, the  prognosis  is  far  less  good,  with 
under  20  per  cent  of  recoveries. 

Dr.  Hermann  B.  Gessner  (closing) ; I have 
been  looking  for  actinomycosis  for  many  years 
and  these  two  cases  are  the  only  ones,  so  far  as 
I know,  with  which  I have  had  direct  contact. 
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I think  the  difficulty  about  this  diagnosis  is  the 
expense  of  getting  the  pus  found  in  these  abscesses 
examined.  At  Touro  and  some  of  the  other  hos- 
pitals there  is  an  arrangement  made  for  indoor 
patients  whereby  a common  charge  covers  all 
laboratory  work  done.  However,  there  is  no  such 
provision  for  the  patient  who  comes  in  for  treat- 
ment room  work.  It  is  possible  that  at  some 
future  time  we  may  be  able  to  arrange  for  this 
also.  At  present  if  we  bring  them  in  to  the 
treatment  room  and  they  pay  the  hospital  $3.00- 
$5.00  to  have  an  abscess  opened,  a separate 
charge  of  $5.00  or  $10.00  for  a laboratory  ex- 
amination of  the  pus  is,  I think,  rather  high.  I 
believe  this  to  be  the  reason  why  cases  of  actino- 
mycosis and  other  unusual  infections  are  so  rarely 
made.  The  doctor  does  not  feel  justified  in  having 
his  patient  pay  $5.00  or  $10.00  to  find  out  that 
he  is  dealing  with  staphylococcus  pyogenes  aureus, 
which  is  the  usual  infecting  organism. 

CONSERVATISM  IN  SURGERY* 

J.  F.  ARMSTRONG,  M.  D., 

Jackson,  Miss. 

In  presenting  this  short,  rambling  paper, 
I do  not  hope  to  bring  to  your  attention  any- 
thing new  and  startling,  but  if  I succeed 
in  getting  any  comment,  probably  the  dis- 
cussion will  be  mutually  helpful. 

A paper  of  this  title,  “Conservatism  in 
Surgery”,  naturally  embraces  a very  large 
field,  therefore  I shall  attempt  only  to  touch 
the  high  spots.  It  is  far  better  to  have  a 
live,  although  physically  indisposed  patient, 
than  a dead  one.  Oftentimes  in  our  eager- 
ness to  make  our  patient  100  per  cent  ef- 
ficient we  take  too  great  a risk.  Each 
patient  has  a certain  vital  resistance,  the 
resistance  which  gives  him  the  stamina  to 
withstand  a certain  amount  of  shock  either 
surgical  or  otherwise.  As  these  patients 
come  in  to  us  their  vital  resistance  is 
necessarily  lowered  due  to  the  ravages  of 
the  condition  which  we  are  asked  to  relieve. 

Should  we  not  therefore  treat  these 
patients  as  individuals  and  operate  for  the 
condition  as  we  find  it  rather  than  attempt 
to  perform  an  operation  which  we  might 
call  standardized?  Should  we  make  it  a 


*Read  before  the  Mississippi  State  Medical  As- 
sociation, Meridian,  Miss.,  May  8-10,  1928. 


habit  to  invaginate  in  all  cases  of  appendi- 
citis, regardless  of  the  condition  of  the 
stump  we  are  about  to  bury  or  should  we 
look  the  situation  over  and  proceed  with 
regard  to  the  welfare  of  our  patient  and 
not  with  the  idea  of  performing  a certain 
routine?  Every  surgeon  feels  that  when  a 
patient  has  consulted  him  and  consents  to 
an  operation  that  that  patient  has  placed 
his  life  in  the  surgeon’s  hands  and  that  the 
responsibility  rests  entirely  with  him. 
Consequently  that  surgeon  will  do  every- 
thing in  his  power  to  send  his  patient  home 
completely  cured.  Any  mediative  or  par- 
tial cure  can  not  give  the  satisfaction  that 
a complete  and  lasting  cure  can  give.  No 
surgeon  is  capable  of  putting  a valuation 
on  the  life  of  any  person,  whether  that 
person  may  be  physically  perfect  or  an  in- 
valid. Some  of  the  greatest  achievements 
of  our  nation  have  been  made  by  people, 
who  from  a physical  standpoint,  are  worth- 
less. Consequently  we  must  never  over- 
step our  limitations  or  the  physical  limita- 
tions of  our  patients  in  trying  to  over- 
operate. 

Take,  for  instance,  our  cases  of  appen- 
dicitis with  abscess.  Some  of  these  cases 
have  been  ill  for  many  days,  their  vital 
resistance  is  lowered  and  as  a rule  they  are 
poor  surgical  risks.  Nature  has  done  her 
best  to  protect  the  patient  from  a general 
infection  by  throwing  up  a barrier  and 
localizing  the  infection.  We  feel  that  the 
lives  of  these  patients  may  be  saved  if  the 
pus  is  quickly  evacuated  and  the  cavity 
drained.  The  abdomen  is  opened  and 
quantaties  of  thick  pus  containing  pieces  of 
debris  which  are  probably  part  of  the  ne- 
crotic appendix,  is  liberated.  We  find,  on 
careful  digital  examination,  a well  defined 
wall  of  adhesions  surrounding  the  abscess 
cavity.  Should  we  prolong  this  operation 
a sufficient  length  of  time,  in  view  of  the 
patient’s  condition,  to  separate  and  remove 
the  remaining  stump  of  the  appendix, 
thereby  subjecting  our  patient  to  the  ad- 
ditional shock  and  possible  spreading  of 
the  infection,  or  should  we  simply  drain  the 
abscess,  leaving  the  appendix  alone,  not  dis- 


472 


Armstrong — Conservatism  in  Surgery 


turbing  the  adhesions?  My  opinion  is  that 
the  less  manipulating  done  in  an  acute 
peritonitis  abdomen  the  better  chance  the 
patient  has  for  recovery.  It  is  a fact  that 
some  of  these  patients  will  return  at  a fu- 
ture time  with  symptoms  similar  to  the  in- 
itial attack  and  that  another  operation  will 
be  necessary  to  relieve  him  completely  of 
his  symptoms.  However,  the  chances  are 
that  he  will  be  far  more  able  to  undergo 
an  operation  at  this  time  than  before,  even 
though  he  may  see  fit  to  go  to  another  sur- 
geon for  his  second  operation,  which  he 
will  very  likely  do. 

Acute  intestinal  obstruction  frequently 
gives  a surgeon  a chance  to  over-opei’ate. 
The  patient  is  badly  shocked,  pulse  weak 
and  thready,  a history  of  total  obstruction 
for  many  hours  or  even  days.  Is  it  not 
better  to  do  a rapid  enterostomy  under, 
possibly,  a local  anaesthetic,  than  a com- 
plete exploratory  operation,  subjecting 
your  patient  to  additional  shock  and  danger 
of  death?  Frequently  we  see  these  patients 
relieved  entirely  of  their  obstruction  with- 
out a secondary  operation,  due  to  the  re- 
lease of  pressure.  Even  though  a sec- 
ondary operation  is  necessary  we  will  have 
a patient  much  more  able  to  undergo  it. 

The  gallbladder  is  probably  the  most  over- 
operated upon  organ  in  the  body.  Unam- 
inity  as  to  the  surgical  technique  in- 
volved in  the  removal  of  the  gallbladder  has 
been  very  much  more  definitely  reached 
than  has  unaminity  of  judgment  as  to  the 
relative  merits  of  cholecystotomy  and 
cholecystectomy.  The  relative  risk  in- 
volved, however,  is  a matter  of  common 
sense.  It  may  be  said  that  in  America,  at 
the  present  time,  there  is  a tendency  to  en- 
tirely remove  the  gallbladder  whenever 
there  is  occasion  to  operate  on  the  biliary 
tract  at  all.  While  there  is  no  hard  and 
fast  rule  to  determine  which  cases  shall  be 
subjected  to  the  former  and  which  to  the 
latter,  it  seems  possible  that  many  are 
sacrificed  without  full  warrenty,  which 
under  incision  and  drainage  should  remain 
useful  organs.  There  is  a human  tend- 


ency to  treat  lightly  an  organ  whose  pres- 
ence seems  not  to  be  imperatively  necessary 
in  the  physical  economy,  even  though  un- 
fortunate errors  have  been  made  in  the  past 
in  regard  to  the  total  removal  of  the  struc- 
tures then  considered  unnecessary.  Abroad 
the  gallbladder  appears  not  to  be  so  sweep- 
ingly  removed  as  in  our  own  country.  Be- 
sides the  removal  of  the  gallbladder  does 
not  prevent,  absolutely,  the  formation  of 
gallstones  and  infection.  They  may  sub- 
sequently occur  in  the  common  duct.  Mayo 
Robson  questions  whether  the  common  duct 
does  not  subsequently  dilate  and  become, 
practically  a gall  resevoir,  a secdndary 
gallbladder,  as  he  and  others  have  en- 
countered in  some  cases.  He  further  states 
that:  “At  best,  it  is  merely  an  expression 
of  ignorance  to  say  that  the  gallbladder  has 
no  useful  purpose  to  serve.”  Surgical 
knowledge,  at  best,  is  very  limited,  indeed, 
exceedingly  limited,  and  greater  modesty 
of  judgment  as  to  what  is  and  what  is  not 
necessary,  might  serve  both  patient  and 
surgeon  more  substantially  than  the  total 
sacrifice  of  any  structure  without  very  good 
and  incontestible  reason  for  its  loss.  It  is 
of  course  necessary,  at  times,  totally  to  re- 
move the  gallbladder,  but  the  routine  re- 
moval of  this  organ  can  only  be  condemned. 

Certainly,  it  takes  more  nerve  on  the  part 
of  the  surgeon  to  leave  a part  of  a sloughing 
appendix  or  an  obstructed  intestine,  for  he 
will  have  to  face  the  patient’s  relatives  and 
admit  that  the  operation  has  not  been  com- 
pleted in  detail  and  that  a secondary  opera- 
tion may  be  necessary.  But  I believe  that 
the  average  surgeon  will  be  more  than  re- 
paid for  pursuing  the  conservative  course 
by  a decided  lowering  of  his  mortality. 

Conservatism  in  surgery  is  becoming 
more  and  more  universal  every  day.  The 
many  stage  operations  are  more  common 
than  ever  before.  Patients  are  given  bet- 
ter attention  prior  to  the  operative  proced- 
ure. It  is  not  rare  to  witness  a many  stage 
thyreoidectomy,  cholecystotomies  and  en- 
terostomies are  frequent.  Cancer  of  the 
sigmoid  and  rectum  are  not  removed  in  one 
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stage  operations  any  longer.  Many  stage 
operations  are  the  methods  of  choice. 

It  is  the  custom  of  some  men  to  remove 
the  appendix  routinely  but  if  this  is  done 
consistently  it  can  lead  to  nothing  but  harm 
for  the  patient.  After  a prolonged  opera- 
tion for  pus  tubes,  uterine  fibroma  or 
operations  on  the  upper  abdomen  the  added 
time  and  shock,  even  though  it  may  seem 
negligible,  may  lead  to  a prolonged  con- 
valescence or  even  death  of  the  patient. 
Every  surgeon  will  go  far  to  preserve 
ovarian  tissue  for  the  function  of  the 
ovarian  tissue  is  well  understood  and  is 
known  to  be  so  necessary  to  the  welfare  of 
the  patient.  He  always  feels  a sense  of 
keen  disappointment  when  he  finds  it  nec- 
essary to  remove  any  particle  of  ovarian 
tissue. 

Just  a word  to  incisions.  Every  one  will 
admit  that  small  incisions  are  very  neat 
and  altogether  pleasing  to  the  patient,  but 
are  they  as  efficient  as  the  larger  ones 
where  it  is  possible  to  explore  more  easily 
with  less  traumatism  to  the  tissues  and 
with  more  thoroughness?  Many  incipient 
pelvic  lesions  can  be  corrected  very  easily, 
hereby,  probably  saving  the  patient  much 
discomfort  and  maybe  another  operation. 
The  larger  incisions  will  heal  just  as  rapid- 
ly and  with  practically  as  little  pain  and 
will  certainly  give  the  surgeon  a better 
chance  to  do  a thorough  operation. 

I do  not  wish  it  to  be  understood,  by 
what  I ha^ve  said,  that  by  conservatism  I 
mean  doing  as  little  as  possible  in  an  oper- 
ative way,  but  merely  to  limit  the  operative 
manipulation  in  our  patients  who  come  to 
us  in  critical  conditions.  On  the  other 
hand  it  may  be  necessary  to  do  a far  more 
radical  operation  than  may  seem  necessary, 
in  order  to  be  conservative  in  some  cases. 
Malignant  tumors  of  the  extremeties  can 
be  taken  as  an  example.  It  is  not  conserv- 
ative to  remove  as  little  as  possible  of  the 
member  in  order  to  save  as  much  apparent- 
ly normal  tissue  as  necessary  in  order  to  be 
sure  that  all  of  the  offending  growth  has 
been  eradicated. 


Dr.  S.  W.  Johnston  (Vicksburg)  : Dr.  Arm- 

strong’s paper  emphasizes  my  views  exactly  in 
conservative  surgery.  There  is  one  thing,  how- 
ever, he  did  not  mention — that  is  conservation  in 
pelvic  surgery.  I think  most  conditions  of  the 
tubes  will  clear  up  without  any  surgery  whatever. 
I believe  in  gonorrheal  salpingitis,  the  diathermatic 
treatment  combined  with  hot  douches  and  absolute 
rest  in  bed  vdll  in  a vast  majority  of  cases  give 
gratifying  results.  As  to  intestinal  obstruction 
he  is  absolutely  right.  In  cases  seen  after  24 
hours  an  enterostomy  is  the  only  surgical  inter- 
ference that  should  ever  be  attempted.  A large 
number  of  cases  will  recover  without  any  fur- 
ther surgery,  but  of  course  there  are  some  in 
which  a second  operation  would  have  to  be  done. 
To  hunt  around  in  the  abdomen  looking  for  an 
obstruction  with  a patient  shocked  and  dying 
from  toxic  absorption  is  not  the  work  of  a true 
surgeon.  Restore  the  loss  of  your  blood  chlorides 
with  intravenous  saline  injections,  stimulate  your 
patient  and  give  them  absolute  rest.  A local  anes- 
thetic should  always  be  used  when  possible,  this 
itself  lowers  your  mortality.  I enjoyed  the  paper 
very  much. 

Dr.  J.  A.  Crisler  (Memphis)  : I think  all  sur- 

geons will  agree  with  Dr.  Armstrong.  Let’s  not 
merely  call  it  conservative  surgery,  but  good  sur- 
gery. There  is  one  point  that  I would  like  to 
emphasize,  that  I believe  is  conservative  surgery 
in  cases  of  acute  intestinal  obstruction.  The 
reason  we  have  deaths  fi’om  intestinal  obstruc- 
tions is  first,  that  we  have  dammed  up  behind 
the  obstruction  a fecal  current  which  becomes 
intensely  toxic  and  beyond  you  have  a ribbon 
shaped  gut  that  is  hungry  and  dry.  When  you 
overcome  the  obstruction  and ' let  this  current 
full  of  intensely  toxic  material  pour  down  into 
your  really  healthy  ribbon  gut,  that  is  flat  and 
hungry,  you  get  an  acute  absorption  that  will  kill 
your  patient  sometimes  in  twenty-four  hours. 

Now  here  is  one  little  trick  that  we  have 
adopted  in  relation  to  that.  We  will  say  we  have 
an  enormously  distended  intestine  above  the  ob- 
struction and  below  you  have  a flat,  ribbon-like 
gut.  You  generally  find  your  obstruction  quicker 
by  following  this  ribbon  gut  here  to  the  point 
of  obstruction  than  any  other  way.  Now,  it  is 
a calamity  if  that  obstruction  has  remained  in- 
tact for  a period  of  twenty-four  or  thirty-six 
hours,  to  release  the  obstruction.  Pull  this  dis- 
tended gut  over  and  empty  it.  It  is  best  then  to 
take  a needle  and  fill  this  hungi-y  gut  full  of  saline 
solution.  You  have  then  fed  this  hungry  gut  so 
that  when  these  remaining  poisonous  elements 
go  down  it,  the  absorption  has  already  taken 
place  and  they  find  that  hungry  gut  already 
filled. 
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Dr.  H.  A.  Gamble  (Greenville):  Dr.  Arm- 

strong has  voiced  a reference  to  the  conservative 
treatment  of  all  the  conditions  enumerated,  and 
particularly  so  of  intestinal  obstruction.  While 
I feel  that  beyond  the  fact  that  operating  for 
intestinal  obstruction  is  simply  to  put  a tube  in 
and  get  out  the  pus,  yet  it  depends  upon  what 
kind  of  obstruction  you  are  dealing  with.  If 
you  are  dealing  with  adhesions  that  is  all  that  is 
necessary.  If  you  are  dealing  with  cancer,  your 
patient  dies.  Sometimes  you  have  to  do  a resec- 
tion. If  you  are  dealing  with  an  intussusception, 
you  have  to,  as  a general  rule,  not  overlook  the 
fact  that  you  have  this  dammed  back  poisoned 
material.  We  usually  when  we  are  dealing  with 
cases  of  that  type,  put  a large  tube  in  the  bowel, 
invert  it  and  push  it  up  and  it  occludes  the  bowel 
at  that  point  temporarily,  and  that  intestine  will 
drain  out  in  the  first  four  or  five  hours.  In  the 
course  of  a few  days  the  tube  will  loosen  up 
and  the  intestinal  tract  is  open  and  you  get  a 
natural  reaction.  If  you  do  not  adopt  more 
active  measures  than  simply  draining  the  bowel, 
the  patient  would  certainly  succumb  to  the  path- 
ology. 

RADIUM  IN  THE  TREATMENT  OF 
UTERINE  DISEASE.* 

WALTER  W.  CRAWFORD,  M.  D., 
Hattiesburg,  Miss. 

In  view  of  the  fact  that  Dr.  Holmes  will 
also  read  a paper  on  the  above  subject,  my 
discussion  will  be  very  brief.  Three  forms 
of  pathology  will  be  considered: 

Uterine  bleeding — Benign. 

Fibromyomata. 

Carcinoma  of  cervix  and  fundus. 

UTERINE  BLEEDING— BENIGN. 

After  eliminating  the  cases  of  uterine 
bleeding  due  to  incomplete  abortions  and 
granular  endometritis,  there  is  left  a rather 
large  group  of  patients  in  whom  the  curet, 
ergot  and  pituitrin  utterly  fail  to  bring  re- 
lief. This  last  group  ranges  from  young 
girls  to  women  above  fifty  years  of  age. 
Some  of  these  give  the  history  of  almost  a 
continuous  menstruation  lasting,  as  in  one 
of  our  cases,  five  years.  Others  bleed  so  ex- 
cessively at  their  regular  time  that  it  is  not 
possible  to  manufacture  an  adequate  supply 

*Read  before  the  Mississippi  State  Medical 
Association,  Meridian,  Miss.,  May  8-10,  1928. 


of  blood  during  the  short  intervals  between, 
hence  they  become  victims  of  an  ever  in- 
creasing anemia.  During  the  past  three 
years  we  have  had  occasion  to  treat  seventy- 
one  cases  of  this  latter  group  with  radium. 
They  ranged  from  twelve  to  fifty-seven 
years.  All  of  them  have  made  a very  satis- 
factory response  to  the  treatment. 

If  one  bears  in  mind  the  age  and  end  re- 
sult desired  in  each  patient  and  administers 
only  the  number  of  milligram  hours  neces- 
sary to  attain  same,  he  may  confidently 
expect  relief.  Patients  who  have  reached 
the  age  of  forty  and  are  presumably  beyond 
the  child-bearing  period  are  given  a larger 
dose  with  the  deliberate  intention  of  per- 
manently suppressing  the  menses.  If  any 
doubt  exists  as  to  the  possibility  of  an  early 
malignancy  the  dose  is  materially  increased. 
In  young  girls  and  young  women,  both  mar- 
ried and  single,  it  is  highly  important  that 
no  permanent  damage  be  done  to  the 
ovaries,  therefore  a minimum  dose  is  given. 

If  the  patient  is  quite  anemic  from  loss 
of  blood,  the  dose  should  be  larger  than  in 
those  cases  in  which  hemaglobin  is  above 
60%.  It  is  desirable  in  this  type  to  stop 
menstruation  entirely  for  two  or  three 
months,  during  which  time  the  blood  may 
be  restored  to  its  normal  balance.  If 
patient’s  condition  does  not  make  this  neces- 
sary, then  only  enough  radium  should  be 
administered  to  regulate  the  menstrual 
flow.  When  the  minimum  dose  of  radium 
has  been  administered  the  patient  is  told 
that  a second  dose  may  be  necessary  to 
attain  the  desired  end.  We  have  only  found 
it  necessary  to  repeat  our  treatment  in  two 
cases.  This  was  two  years  after  the  orig- 
inal dose. 

In  one  of  our  patients,  a girl  of  nine- 
teen who  had  menstruated  almost  contin- 
uously from  the  age  of  fourteen,  and  gave 
the  history  of  two  previous  treatments  with 
radium  in  one  of  our  larger  cities  without 
relief,  nine  hundred  milligram  hours  pro- 
duced a very  happy  result. 
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In  answer  to  the  frequent  question, 
“Will  radium  produce  permanent  steriliza- 
tion?” I wish  to  emphasize  the  fact  that 
an  adequate  dose  to  correct  benign  bleed- 
ing will  not  produce  permanent  suppres- 
sion of  menstruation,  and,  therefore,  will 
not  produce  sterility.  Many  of  our  cases 
were  among  school  girls  and  no  check  could, 
of  course,  be  made  on  them ; but  two  young 
married  women  who  had  hitherto  been 
sterile  became  pregnant  a few  months  after 
treatment  with  radium. 

A patient  consulted  us  last  week  who,  in 
1924,  at  the  age  of  37,  was  given  1,800 
milligram  hours  of  radium  on  account  of 
excessive  uterine  bleeding.  She  weighed 
more  than  two  hundred  pounds  and  was 
excessively  nervous.  Her  menstruation 
stopped  for  one  year  then  appeared  at  three 
month  intervals  for  five  years,  and  during 
the  past  year  has  recurred  at  intervals  of 
two  or  three  weeks,  though  in  a small 
amount.  She  is  no  longer  nervous  and  has 
lost  more  than  fifty  pounds.  Examination 
revealed  a small  uterus. 

This  case  is  related  as  an  illustration  of 
the  fact  that,  instead  of  producing  nervous- 
ness, as  is  contended  by  some,  radium  may 
actually  relieve  that  condition. 

UTERINE  FIBROIDS. 

In  order  to  secure  best  results,  careful 
discrimination  must  be  made  in  the  selec- 
tion of  types  of  fibroids  for  treatment  with 
radium.  Very  few  fibroids  larger  than  a 
four  months’  pregnancy  should  be  chosen, 
though  occasionally  good  results  are  noted 
in  larger  ones.  Smooth  myomas  respond  in 
a very  satisfactory  way ; on  the  other  hand, 
the  pedunculated  type  and  most  multiple 
fibroids  of  extramural  type  should  be 
treated  surgically. 

Great  care  should  be  exercised  in  an 
effort  to  exclude  all  cases  complicated  by 
tubal  or  ovarian  infection.  Our  first  case 
belonged  to  that  group.  Despite  a careful 
pelvic  examination  and  negative  blood 
count,  this  case,  a negro  woman,  exhibited 
an  active  flare-up  in  tubes  a few  days  after 


treatment  and  was  , violently  ill  with  pelvic 
peritonitis  several  weeks. 

If  one  application  of  radium  does  not 
cause  some  reduction  in  the  size  of  the 
neoplasm  subsequent  radiation  will  usually 
be  attended  with  failure.  Per  contra,  a 
second  dose  may  be  indicated  to  complete 
retrograde  evolution  when  the  first  dose 
causes  shrinkage.  We  have  not  found  more 
than  two  applications  helpful  in  our  cases. 

A patient  consulted  us  on  April  26  who 
was  having  hemorrhage  after  four  doses 
had  been  given  in  another  clinic  without 
affording  relief.  Such  a case  should,  of 
course,  be  given  the  benefit  of  surgery 
rather  than  further  radiation,  as  requested 
by  her. 

CARCINOMA  OF  CERVIX  AND  FUNDUS  UTERI. 

Uterine  malignancy  in  its  various  forms 
has  always  been  a disappointing  field  for 
the  surgeon.  The  primary  cause  for  this 
has  been  failure  on  the  part  of  the  patient 
to  consult  the  family  physician  until  the 
disease  had  already  metastasized.  The  sur- 
geon has  not  only  to  reckon  with  the  im- 
mediate operative  mortality  but  recurrence 
from  malignant  cells  that  may  have  already 
been  transported  to  points  beyond  the 
uterine  wall.  Wertheim,  many  years  ago, 
undertook  to  neutralize  this  disadvantage 
by  an  extensive  dissection  of  the  pelvic 
glands.  His  statistics  showed  an  improve- 
ment over  the  old  technique,  but,  in  addi- 
tion to  the  fact  that  it  increased  the  sur- 
gical mortality  of  the  average  operator,  it 
did  not  approach  the  ideal  in  end  result. 

During  the  past  decade  radium  has  be- 
come the  procedure  of  choice  because  of  the 
fact  that  it  has  yielded  a higher  percentage 
of  cures  among  the  early  cases  than  sur- 
gery, and  is  applicable  to  the  large  group 
of  advanced,  and,  therefore,  inoperable 
cases,  that  had  hitherto  been  classified  as 
hopeless. 

This  accomplishment  is  attained  by  an 
immediate  mortality  of  negligible  propor- 
tion and  a minimum  hospitalization. 
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Many  of  the  cases  of  neglected  carcinoma 
of  the  uterus  are  directly  traceable  to  fear 
and  prejudice  on  the  part  of  patients  to 
surgery.  Women  who  oppose  what  they 
regard  as  mutilating  operations  readily 
consent  to  the  use  of  radium.  It  is,  there- 
fore, a reasonable  supposition  that,  when 
they  shall  have  learned  that  there  is  an 
equal  if  not  better  chance  to  solve  their 
problem  through  the  conseryative  use  of 
radium  than  by  the  knife,  they  will  present 
themselves  for  examination  at  an  earlier 
date  than  in  the  past,  and  thus  make  a 
material  contribution  to  the  percentage  of 
cures. 

The  number  of  cases  that  present  them- 
selves to  our  clinic  each  year  that  are  too 
far  advanced  even  for  palliation  with 
radium  illustrates  the  need  for  further 
education.  Unfortunately  this  need  is  not 
confined  to  the  uninformed.  We  have  under 
our  care  at  this  time  a graduate  nurse  who 
had  been  on  duty  in  one  of  our  larger  hos- 
pitals during  the  past  three  years;  and 
when  she  reported  to  us  for  treatment  we 
found  that  she  had  an  advanced  carcinoma 
of  the  cervix  that  must  have  produced 
symptoms  at  least  two  years  ago.  She,  of 
course,  belongs  to  the  group  of  fatalists 
who  hide  behind  the  belief  that  some  how 
or  other  they  will  escape  punishment  for 
violation  of  nature’s  laws. 

We  have  treated  sixty-six  cases  of  car- 
cinoma of  cervix  and  uterus  in  our  clinic 
since  1924.  Of  this  number  there  were 

11  cases  of  fundus 
3 cases  of  fundus  and  cervix 

52  cases  of  cervix 

Deaths : 

Of  this  number  10  have  died. 

Of  these  were 

4 uterine. 

6 cervix. 

Interval  since  treatment : 

5 cases  1924,  4 living,  apparently 

cured. 


15  cases  1925,  11  living,  10  apparently 
well,  1 with  metastasis. 

23  cases  1926,  18  living,  apparently  well. 

17  cases  1927,  16  living,  apparently  well. 

7 cases  1928,  7 living. 

48  out  of  66  are  symptomatically  cured. 

7 are  under  treatment  at  this  time. 

1 has  pelvic  metastasis  and  will  die. 

None  of  the  above  group  is  beyond  the 
five-year  period  and,  therefore,  we  can 
reasonably  expect  a few  additional  deaths. 

Ten  of  our  cases  were  given  a second 
dose.  Of  these,  six  have  died. 

This  prompts  the  discussion  of  the  impor- 
tant question  of 

DOSAGE 

So  many  factors  enter  into  the  success- 
ful treatment  of  malignant  diseases  of  the 
uterus  with  radium  that  it  is  not  advisable 
to  be  dogmatic  in  outlining  a program.  It 
would  seem  that  best  results  are  obtained 
when  the  total  treatment  is  completed  in 
one  week  rather  than  to  administer  a 
smaller  amount  at  intervals  of  several 
weeks,  as  advocated  by  some  radiologists. 
The  technique  and  distribution  of  the 
radium  are  of  prime  importance. 

In  discussing  radium  with  a few  men  who 
have  secured  indifferent  results  in  treat- 
ment of  cancer  of  cervix  we  have  found 
that  they  have  depended  upon  capsules  as 
containers.  If  these  same  operators  will 
use  ten  milligram  steel  needles  or  implants 
and  distribute  them  in  the  cervix  so  that 
they  will  secure  cross-firing  and  exposure 
of  the  entire  field  to  radium  rays,  they  will 
find  that  the  end  result  will  be  greatly 
improved.  In  advanced  cases,  and  espec- 
ially the  cauliflower  type,  a preliminary 
removal  of  proliferative  and  necrotic  tissue 
with  an  electro-cautery  will  be  of  especial 
advantage. 

COMPLICATIONS  AND  SEQUELLAE. 

Sepsis:  Care  must  be  taken  to  exclude 

infection  either  in  the  adnexa  or  in  the 
necrotic  tissue  of  an  advanced  case  before 
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applying  radium ; otherwise,  an  acute  sepsis 
may  result.  One  of  our  advanced  cases  of 
cervico-uterine  types  developed  a tempera- 
ture of  103°  at  the  end  of  twenty-four 
hours  and  died  of  sepsis  within  one  week. 
This  case,  and  the  one  with  fibroid  men- 
tioned above,  are  the  only  two  in  our  total 
series;  but  both  were  sufficiently  dramatic 
to  emphasize  the  importance  of  careful 
selection  of  one’s  cases. 

VESICO-  AND  RECTO-VAGINAL  FISTULA. 

In  order  to  obviate  the  development  of 
fistulae  in  cases  in  which  there  is  infiltra- 
tion of  the  vagina  and  rectum,  it  is  neces- 
sary to  reduce  the  time  exposure  in  that 
region  to  the  minimum.  If  necrosis  is 
extensive  in  this  region  radium  should  not 
be  used,  as  it  will  hasten  formation  of 
fistula.  One  of  our  first  cases  developed  an 
extensive  vesico-vaginal  fistula. 

Leukorrhea:  Most  of  the  cases  have 

leukorrhea  lasting  from  one  to  several 
months.  If  the  condition  is  due  to  vaginal 
irritation,  mild  alkaline  douches  relieve  it. 
If  due  to  an  unhealthy  endometrium,  appli- 
catons  of  2 per  cent  mercurochrome  will 
relieve  it. 

Ulceration  of  bladder,  when  seen,  is  a 
late  manifestation.  It  is  often  six  months 
and  even  a year  before  the  symptoms 
appear.  Argyrol  instillations  will  usually 
relieve  it. 


PROGRESS  OF  HEALTH  WORK  IN  MISSISSIPPI 
FLOOD  AREA. — The  evolution  of  the  efforts  of  the  Ameri- 
can Red  Cross  and  the  co-operating  agencies  during  the 
early  stages  of  the  catastrophe  into  eighty-six  full-time 
health  units  concerned  with  the  conservation  of  public 
health  is  regarded  by  Charles  N.  Leach,  New  York,  as 
being  one  of  the  gratifying  developments  of  the  past  year 
in  public  health  work  in  the  United  States.  Smallpox  mor- 
bidity shows  a significant  reduction  in  forty-one  counties 
of  the  flooded  area  of  Kentucky  and  Louisiana,  while  the 
smallpox  morbidity  of  those  two  states  as  a whole  was  in- 
creased. The  death  rate  for  marlaria  in  fifty-five  flooded 
counties  in  Kentucky  and  Louisiana  shows  an  annual  de- 
crease over  a period  of  ten  years.  The  increase  during 
1927  is  not  out  of  line  with  the  downward  trend  for  the 
period  as  a whole.  The  death  rate  for  pellagra  in  Ken- 
tucky was  on  the  decrease  over  the  first  eight  years  of 
the  period  but  increased  in  1926  and  1927.  In  Louisiana 
the  death  rate  for  pellagra  was  practically  constant 
throughout  this  ten  year  period.  The  death  rates  for 
typhoid,  infantile  diarrhea  and  diphtheria  in  the  fifty-five 
flooded  counties  of  Kentucky  and  Louisiana  for  1927  did 
not  show  an  appreciable  variation  from  the  trend  for  the 
past  ten  years.  Jour.  Am.  Med.  Assoc.,  91:1595-1599, 
1928. 


THE  USE  OF  RADIUM  IN  MALIGNAN- 
CIES AND  CERTAIN  GYNECO- 
LOGICAL CONDITIONS.* 

T.  W.  HOLMES,  M.  D., 

Winona,  Miss. 

Twenty  years  have  come  and  gone  since 
radium  was  first  used  in  gynecology — the 
therapy  is  now  world-wide  and  occupies  an 
enviable  position  co-ordinate  with  surgical 
and  medical  measures.  Radium  is  used 
with  variable  success  in  cancer  and  other 
lesions. 

Radium  is  a metal  combining  with  vari- 
ous acids  to  produce  salts.  It  belongs  to  the 
group  headed  by  uranium  with  lead  per- 
haps the  last  element.  The  entire  series, 
except  the  ultimate  lead,  undergoes  atomic 
decay.  This  instability  varies  enormously 
in  several  members  of  the  group.  It  is  low- 
est in  uranium,  very  slow  in  radium,  quite 
rapid  in  radon,  and  extremely  rapid  in  ac- 
tive deposits  made  up  of  elements  termed 
radium  A,  B and  C.  In  this  transforma- 
tion from  one  element  to  another,  three 
kinds  of  rays  are  emanated : the  alpha,  beta 
and  gamma.  Practically  only  the  gamma 
rays  are  used  in  gynecology. 

The  indications  for  the  use  of  radium  and 
the  treatment  of  pathogenic  lesions  of  the 
uterus  has  been  definitely  defined  since 
1920.  The  dangers  or  contra-indications 
to  its  employment  have  been  equally  clear. 
While  it  has  not  proved  as  widely  efficacious 
as  at  first  thought  to  be,  its  results  in  cer- 
tain conditions  have  been  demonstrated  to 
surpass  those  of  any  other  treatment  here- 
tofore employed. 

The  three  conditions  which  are  obtained 
in  every  radical  operation  of  cancer  of  the 
cervix,  blood  loss,  trauma,  and  prolonged 
anesthesia,  are  eliminated,  thereby  obviat- 
ing the  reduction  in  tissue  reaction  and 
general  vitality  which  these  three  factors 
produce. 

The  indications  for  the  treatment  of 
fibromyomata  involving  the  body  of  the 

*Read  before  the  Mississippi  State  Medical 
Association,  Meridian,  Miss.,  May  8-10,  19Z8. 
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uterus  are  variably  interpretated  by  sur- 
geons and  radiologists.  The  logical  analy- 
sis of  the  situation  appears  to  be  as  follows : 
In  women  under  forty  presenting  such  a 
growth,  the  treatment  of  choice  is  surgical 
removal.  In  case  the  hemorrhage  has  been 
too  severe  to  interfere  with  the  safety  of 
the  operation,  it  might  be  well  to  use  a suf- 
ficient dose  to  check  hemorrhage  in  order 
to  prepare  them  for  operation.  The 
younger  the  patient  the  greater  the  impor- 
tance of  the  preservation  of  the  ovaries, 
because  of  the  internal  secretion  and  the 
part  they  play  in  the  establishment  and 
maintenance  of  the  sex  function,  particu- 
larly in  the  earlier  years  of  life.  (As  op- 
posed to  operation  with  the  two  per  cent 
risk  are  those  who  desire  and  prefer  irra- 
dation,  even  though  it  involves  destruction 
of  the  ovaries,  rather  than  operation  with 
its  concomitant  pain,  discomfort,  confine- 
ment and  convalescing.)  At  and  after  the 
age  of  forty  the  child  bearing  function  of 
the  uterus  has  usually  been  fulfilled.  At 
this  age  irradiation  finds  a comparatively 
wide  field  of  usefulness,  its  limitations 
being  determined  by  the  size  of  the  tumors 
and  their  situation.  We  have  employed 
radium  alone  in  ten  cases  of  fibroid  uterus 
with  a gradual  reduction  in  size  of  tumors 
with  complete  cessation  of  symptoms. 

About  ninty-six  percent  of  cancers  of  the 
cervix  are  in  women  who  have  borne  chil- 
dren, usually  with  a history  of  miscar- 
riages or  instrumentations.  There  is  usu- 
ally a slight  laceration  of  the  cervix.  It 
is  possible  to  have  carcinoma  of  the  cervix 
in  a woman  who  has  had  no  children,  no 
miscarriages,  no  instrumentations.  We 
have  had  one  in  a woman  aged  twenty-five 
years,  with  a well  marked  cancer  of  the 
cervix,  followed  by  complete  healing  after 
the  use  of  radium.  Every  erosion  of  the 
cervix  is  a potential  cancer.  Dr.  Ewing 
says  that  evidence  points  to  the  origin  of 
carcinoma  from  previously  normal  adult 
cells  which  pass  through  a series  of  changes 
induced  by  chronic  irritation  and  termi- 
nates in  carcinoma. 


There  appears  to  be  only  one  known  way 
successfully  to  combat  the  high  mortality 
of  cancer  and  that  is  by  recognition  of  the 
process  in  the  earliest  stage,  or  better  to 
identify  those  which  are  definitely  known 
to  be  the  forerunner  of  malignancy  in  a 
very  great  majority  of  cases.  The  cervix, 
because  of  its  location  is  strikingly  suscept- 
ible to  infection,  trauma,  and  malignancy. 

The  deaths  from  cancer  of  the  cervix  are 
nearly  twenty  thousand  in  the  United 
States  each  year.  Thirty-five  percent  of  all 
cases  of  carcinoma  occurring  in  women 
have  the  origin  in  the  uterus,  and  about  98 
percent  of  those  develop  in  the  cervix.  One 
woman  out  of  every  twenty-seven  dies  with 
uterine  cancer. 

There  are  four  predisposing  reasons  why 
the  cervix  is  so  susceptible  to  cancer  forma- 
tion: First — two  distinct  types  of  cells 

join  at  the  external  os,  the  squamous  cells 
of  the  vaginal  portion  and  the  columnar 
cells  of  the  cervical  canal.  This  is  known 
to  favor  distorted  cell  activity,  especially 
so  when  the  conditions  such  as  have  been 
mentioned  are  active.  The  complex  cellu- 
lar character  gives  a very  unusual  picture 
to  many  of  the  lesions  occurring  here.  Sec- 
ond— trauma,  due  chiefly  to  injury  at 
childbirth.  Third,  and  most  important — 
infection,  acute  and  chronic,  especially  the 
chronic.  This  is  the  chief  complication  in- 
volving the  cervix  that  produces  prolonged 
irritation.  It  is  the  best  example  of  chronic 
irritation  predisposing  to  malignancy. 
Fourth — discharge.  This  is  the  natural 
result  from  an  injured  tissue.  It  is  secon- 
dary reaction  resulting  from  infection. 

The  cause  of  cancer  is  still  unknown — 
by  this  we  mean,  we  do  not  know'  precisely 
just  why  cells  disobey  the  laws  of  natural 
reproduction  and  grow  wild.  In  the  ab- 
sence of  this  knowledge  of  the  specific  cause 
of  the  disease,  it  seems  reasonable  to  as- 
sume that  these  predisposing  lesions  are  of 
the  utmost  significance,  and  that  a great 
deal  more  attention  should  be  given  the 
cervix  and  its  lesions  than  is  customary. 
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SYMPTOMATOLOGY  AND  DIAGNOSIS. 

Nearly  all  cervical  lesions  produce  exces- 
sive secretions.  A woman  who  complains 
of  both  discharge  and  bleeding  should  be 
suspected  of  having  a beginning  malig- 
nancy. It  should  be  taken  as  a logical  de- 
duction that  hemorrhage  as  a symptom  in 
a woman  over  forty  years  of  age  should 
always  be  considered  to  be  due  to  malig- 
nancy unless  proven  not  to  be.  Also  recur- 
rence of  vaginal  hemorrhage  after  the 
menopause  is  practically  always  due  to  can- 
cer. Chronic  irritation  such  as  has  been 
mentioned  should  be  corrected.  So  impor- 
tant is  the  lesson  that  not  a few  students 
of  cancer  have  given  this  as  their  opinion 
that  probably  more  cases  can  be  prevented 
than  cured.  We  urge  all  women  treated 
with  radium  for  cancer  of  the  cervix  to 
return  each  month  for  six  months  for  ob- 
servation, and  try  to  keep  under  observa- 
tion for  at  least  five  years.  If  they  are 
well  at  that  time,  we  feel  that  we  have  per- 
fected a cure.  In  the  cervix  the  reaction  to 
radium  is  so  nearly  uniform  that  if  a case 
progresses  satisfactorily  so  that  we  can  tell 
if  they  need  a second  dose,  there  are  usually 
five  stages.  One  week  after  the  first  dose 
has  been  applied,  the  tissues  of  the  cervix 
with  the  carcinoma  and  the  adjacent  muco- 
sa of  the  vagina  are  usually  red  and  hyper- 
emic,  the  blood  vessels  following  the  use  of 
radium  are  engorged,  and  operation  is  con- 
tra-indicated on  account  of  hemorrhage. 
Usually  a month  after  the  radium  is  used 
the  cervix  shows  a greenish  slough,  and  a 
foul  discharge  from  the  broken  down  can- 
cer tissue.  Not  all  cases  slough  at  the  same 
time — some  are  faster  than  others.  Two 
months  after  treatment,  the  appearance  of 
the  cervix  is  changed  due  to  the  slough  hav- 
ing separated,  leaving  a clean,  dusky,  red 
cervix,  somewhat  glazed,  but  no  clinical 
evidence  of  carcinoma. 

The  third  and  fourth  month  should  show 
a stage  of  contraction.  The  connective  tis- 
sue is  excited  by  irridation,  and  markedly 
reduces  the  size  of  the  cervix  as  well  as 
the  vault  of  the  vagina. 


The  selective  and  destructive  action  of 
radium  upon  cancer  cells,  either  destroys 
outright,  or  stunts  some  of  the  cells,  but  the 
principal  inhibiting  action  of  the  radium  on 
cancer  is  in  the  stimulation  to  growth  of 
connective  tissue,  which  enmeshes  the  can- 
cer cells,  shuts  off  the  blood  supply  and 
starves  the  cancer  by  forming  a barrier 
zone  and  this  imprisons  its  victim  for  a 
period  that  may  be  long  or  short.  At  the 
end  of  six  months,  the  final  stage  of  con- 
traction is  reached.  The  cervix  is  very 
much  shrunken — looks  like  it  may  have 
been  amputated.  If  this  stage  is  not  reached 
in  six  months,  we  give  a second  dose  of 
radium. 

In  uterine  bleeding  of  functional  origin, 
radium  stands  practically  as  a specific  and 
as  a rule  requires  but  one  dose. 

The  value  of  radium  in  cancers  of  the 
mouth,  nose,  pharygnx,  laryngx,  esophagus, 
stomach,  is  stated  to  be  bound  up  in  the 
technique  used.  One  cause  of  disappoint- 
ment with  radium  work  in  cancer  comes 
from  inability  to  do  massive  work  with 
small  quantities  of  radium.  The  dose  of 
radium  should  be  a massive  initial  dose. 
We  use  the  needles  and  capsules.  Some  use 
a fractional  dose,  repeated  at  intervals,  but 
this  method  is  not  so  popular. 

Of  our  series  of  fifteen  cases  of  cancer 
of  the  cervix,  all  inoperable,  two  are  dead, 
five  living  four  years  after  treatment,  five 
three  years;  of  the  two  dead — one  lived  a 
year  and  a half  and  one  six  months.  Of 
two  cases  of  cancer  of  the  bladder  treated, 
one  died  six  months  after  treatment,  one 
still  living  eight  months  after  treatment. 

DISCUSSION. 

Dr.  J.  H.  Barksdale  (Jackson) : We  will  first 

hear  discussion  from  the  floor.  No  response,  so 
I am  not  going'  to  let  it  go  by  default.  I some- 
times feel  perhaps  that  I have  become  a radium 
enthusiast,  perhaps  an  ultra  enthusiast. 

The  subject  is  too  broad  to  attempt  to  discuss 
in  detail.  We  had  this  up  at  the  Radiological 
Section  last  night.  I think  if  Dr.  Crawford  had 
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gone  back  one  year  and  could  have  started  his 
search  from  1923  instead  of  1924  it  -would  have 
been  better.  I think  he  has  gotten  his  dates 
mixed  up. 

Not  intending  to  discuss  this  paper  I have  no 
statistics  available  as  to  the  mortality  rate  we 
have  had  in  carcinoma  of  the  uterus  and  else- 
where but  I do  know  that  our  mortality  has  been 
tremendously  decreased  over  the  old  methods. 
I do  know  that  everything  tends  to  prove  that 
radium  alone  has  a distinct  and  decided  advan- 
tage over  radium  plus  surgery  and  that  surgery 
is  the  last  thing  to  be  desired  in  cases  of  cancer 
as  we  view  the  case  at  this  time.  I am  speaking 
solely  of  uterine  cancer.  In  the  past  five  years 
I have  not  operated  on  a single  case  of  cancer  of 
the  uterus,  and  I think,  as  I see  it  now,  that 
I shall  never  operate  on  another  case  as  long  as 
I live,  and  with  me  that  almost  includes  cases  of 
cancer  of  the  fundus  which  are  rather  considered 
to  be  surgical  conditions.  I feel  very  much  the 
same  way  about  small  myomatas  or  fibre  myo- 
mata, more  particularly  the  myoma,  which  is  the 
safer  type  and  more  amenable  to  radium  with 
the  limitations  that  were  so  well  explained  by 
Dr.  Crawford — that  is  where  you  have  a smooth, 
even  uterus,  not  a potato-like  growth  or  excre- 
scence, but  where  radiation  can  be  equally  dis- 
tributed. In  cases  that  do  not  exceed  three  to 
four  inches  in  diameter  and  probably  are  more 
than  3 or  4 or  5 inches  from  fundus  to  cervix, 
we  still  think  and  believe  that  radium  is  the 
elective  procedure  and  not  surgery. 

I think  we  become  wedded  to  certain  proced- 
ures, and  the  surgeon  is  slow  to  give  up  the 
operative  procedure.  If  he  is  still  in  his  early 
years,  there  is  a glamor  about  operative  proceed- 
ings that  does  not  attach  to  a single  every  day 
sort  of  thing  like  the  application  of  radium,  but 
that  glamour  or  enthusiasm  should  not  lead  us 
into  imperiling  the  lives  of  our  patients,  when  we 
feel  that  we  have  something  that  is  not  equally 
as  good  but  as  Dr.  Crawford  says,  is  better,  and 
that  can  be  considered  with  a minimum  of  loss 
of  life,  with  a minimum  of  hospitalization,  and 
with  a maximum  of  good. 

Dr.  W.  W.  Crawford  (Closing)  : I haven’t 

anything  further  to  say.  There  are  a great  many 
things  left  unsaid.  It  is  rather  like  discussing 
the  anoendix:  you  can  talk  about  it  all  day  and 
still  there  are  some  angles  that  you  haven’t 
touched. 


THE  CLINICAL  VALUE  OF  THE  NEU- 
TROPHILE NUCLEUS  INDEX,  THE 
LYMPHOCYTE  INDEX,  AND 
THE  MONOCYTE  INDEX  IN 
TUBERCULOSIS.* 

WALLACE  J.  DUREL,  M.  D., 

New  ORLEANS.f 

During  the  past  twenty  years,  the  weekly 
examination  of  blood  smears  stained  and 
fixed  with  Wright’s  stain,  has  been  a 
routine  practice  at  the  sanatorium  and 
clinic;  and  the  thousands  of  blood  slides 
examined  have  lead  to  conclusions  which 
I feel  are  of  some  clinical  value  in 
tuberculosis. 

Fifteen  years  ago,  in  a paper  read  before 
the  National  Association  for  the  Study  and 
Prevention  of  Tuberculosis,  I was  priv- 
ileged to  mention  the  neutrophile  nucleus 
index  as  a guide  for  the  administration  of 
the  tuberculins.  Since  then,  hundreds  of 
cases  of  tuberculosis,  mostly  in  the  ad- 
vanced stages,  have  been  treated  and  given 
tuberculin — ^^bacillus  emulsion,  or  old  tuber- 
culin (Koch) — in  various  doses,  ranging 
from  .01  octillionth  of  a mgm.  to  twenty- 
five  miligrams,  and  the  intervals  between 
doses  have  depended  upon  variations  in  the 
neutrophile  nucleus  index. 

The  neutrophile  nucleus  index  is  the  per- 
centage of  polynuclear  neutrophiles  with  a 
single  lobe  nucleus,  or  with  a nucleus*  show- 
ing several  lobes,  all  connected  with  an 
isthmus  band. 

Arneth’s  index  is  not  the  same,  and 
varies  from  the  neutrophile  nucleus  index, 
in  that  no  difference  is  made  in  the  Arneth 
index  whether  the  lobes  in  the  nucleus  of 
the  neutrophile  cells  are  connected  or  not 
by  isthmus  bands.  That  the  polynuclear 
neutrophiles,  through  their  phagocytic  and 
antibody  properties,  play  an  active  part  in 
the  combat  of  the  tissue  cells  against  in- 

*Read  before  Louisiana  iState  Medical  Society, 
Baton  Rouge,  April  10-12,  1928. 

fProfessor  Phthisiology  Tulane  Graduate  School 
of  Medicine. 
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vasion  and  destruction  by  the  tubercle 
bacilli,  I feel  no  one  can  rightfully  deny. 

The  very  “active”  and  toxic  cases  of 
tuberculosis,  always  show  an  increase  in 
the  number — of  polynuclear  neutrophile 
cells,  and  a high  neutrophile  nucleus  index. 

Recently,  the  monocytes  or  large  monu- 
clear  cells  have  been  studied,  both  in  the 
animal  and  in  man,  and  present  conclu- 
sions show  that  the  monocytes  are  always 
increased,  in  the  blood  circuit,  in  the  very 
“active”  cases  of  tuberculosis.  My  own 
observations,  although  not  complete,  cor- 
roborate this  fact.  When  both  the  polynu- 
clear neutrophiles  and  the  monocytes  are 
constantly  increased  in  number,  it  means 
a more  severe  infection  than  when  the 
number  of  these  cells  fluctuates  and  falls 
within  a short  time. 

It  has  been  my  good  fortune  to  observe, 
years  ago,  that  the  neutrophile  nucleus  in- 
dex is  always  above  94  in  the  very  “active” 
tuberculous,  or  when  allergic  phenomena 
of  tuberculosis  are  sufficiently  strong  to  be 
denoted  by  the  presence  of  physical  flnd- 
ings  and  clinical  symptoms.  Thus,  with  an 
index  of  94  or  below,  one  can  justly  feel 
that  tuberculo-protein  toxins  are  not  freely 
liberated  at  the  time,  and  tuberculin,  in 
qualified  and  graded  doses,  depending  upon 
the  “activity”  in  the  foci  of  infection,  can 
be  safely  administered.  There  is  no  dan- 
ger of  accumulative  doses  when  the  neutro- 
phile nucleus  index  is  used  as  a guide  for 
the  administrations  of  the  tuberculins. 

I hope  it  is  well  understood  that,  cases 
showing  great  “activity”  in  their  lesions, 
and  who  are  constantly  absorbing,  from 
the  foci  of  infection,  tuberculo-proteins  in 
large  quantities — surely  do  not  require  ad- 
ditional doses  of  cultural  tuberculins. 

Those  of  us  who  do  not  concur  to  the 
fact  that  the  tuberculins  are  of  value  in  the 
treatment  of  pulmonary  and  other  forms 
of  tuberculosis  evidently  have  not  thought 
of  what  is  occurring  in  the  tissues  of  the 
tuberculous  patient  who  shows  symptoms 
and  physical  findings  which,  after  all,  are 
nothing  more  than  manifestations  of 


various  allergic  reactions,  due  to  the  liber- 
ation of  virulent  tubercle  bacilli  or  their 
tuberculo-proteins,  from  foci  of  infection. 
The  changes  in  the  blood  cells  of  the  tuber- 
culous are  apparently  due  to  the  effect  of 
some  stimulus,  probably  a tuberculo-pro- 
tein substance,  upon  various  or  particular 
cells.  How  often  we  see  cases  of  tubercu- 
losis, even  in  the  advanced  stages,  lose 
their  toxicity  and  clear  their  gross  lesions, 
after  weeks  or  months  of  persistent  hy- 
gienic and  rest  treatment.  What  has  been  the 
reason  for  the  improvement  and  sometimes 
the  healing  of  the  lesions  in  such  cases? 
Tuberculin,  or  the  tuberculo-proteins  lib- 
erated from  the  patient’s  tuberculous  foci. 
These  tuberculo-proteins  liberated  by  the 
tubercle  bacilli  have,  through  their  allergic 
inflammatory  reactions  in  the  tuberculous 
foci,  started  a fibrosis  which  slowly  re- 
placed the  softened  and  cavernous  areas 
resulting  from  the  necrotizing  action  of  the 
large  quantities  of  bacillary  poisons  upon 
hypersensitized  tissues.  Here  we  see  why 
the  action  of  tuberculin  has  been  compared 
to  a double  edge  sword. 

Unfortunately,  even  the  most  rigid  and 
prolonged  hygienic  rest  treatment  will  not 
always  cause  the  absorption  and  complete 
cicatrization  of  diseased  foci,  without  the 
additional  aid  of  one  of  the  tuberculins. 

Here,  I will  say,  that  a tuberculin  im- 
munity is  long  to  acquire,  and  necessitates 
large  doses  of  tubercle  bacillary  products, 
generally.  Of  the  large  number  of  our 
cases  who  have  acquired  an  immunity  to 
tuberculin,  i.  e.,  who  ceased  to  react  repeat- 
edly to  1 mgm.  old  tuberculin,  in  the  skin, 
I have  not  seen  one  relapse  during  the  past 
twenty  years. 

A few  who  had  ceased  to  react  to  ten 
milligrams  of  old  tuberculin,  subcuta- 
neously, have  relapsed;  but  most  of  such 
cases  have  remained  well  for  five  to  twenty 
years.  This  is  the  great  test  in  the  treat- 
ment of  tuberculosis.  How  long  does  a 
patient  remain  cured? 

I feel  from  observations  made,  that  the 
neutrophile  cells  play  an  important  role  in 
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warding  off  more  extensive  lesions  and 
severe  infections.  In  the  allergic  reactions 
of  the  tubercle  bacillus  and  its  various  by- 
products, the  neutrophiles  are  in  evidence. 

The  predominating  number  of  polynu- 
clear neutrophile  cells  present  in  the 
softened  area  of  a reacting  papule,  follow- 
ing the  intracutaneous  injection  of  dead 
tubercle  bacillary  bodies  in  a tuberculous 
subject,  is  a display  of  nature’s  first  efforts 
to  protect  itself,  through  an  inflammatory 
exudative  process,  and  to,  thereafter,  heal 
the  diseased  areas  by  favoring  the  forma- 
tion of  scar  tissue. 

The  preponderance  of  polynuclear  neu- 
trophile cells  in  the  reactive  exudate, 
occurs  in  tuberculous  foci  elsewhere  in  the 
body,  when  focal  reactions  follow  the  ad- 
ministration of  reacting  doses  of  tuberculin, 
subcutaneously. 

The  blood  examination  of  one  who  reacts 
constitutionally  to  the  subcutaneous  injec- 
tion of  tuberculin,  illustrates  most  conclu- 
sively that  an  actual  increase  of  polynuclear 
neutrophiles  takes  place  during  the  height 
of  a moderate  constitutional  and  focal  re- 
action. This  fact  is  disputed  by  some. 

The  quality  of  the  neutrophiles  is  also 
affected,  as  seen  by  the  high  increase  in  the 
percentage  of  polynuclear  neutrophile  cells 
with  one  solid  lobe  nucleus.  The  patient 
with  little  clinical  manifestation  of  tissue 
resistance  always  shows  a large  number  of 
polynuclear  neutrophiles  with  a solid  lobe 
nucleus ; because  the  newer  neutrophiles 
constantly  flowing  in  the  blood  circuit,  in 
such  cases,  are  endowed  with  less  phago- 
cytic and  antibody  action  than  cells  with 
separate  multiple  lobes. 

These  changes  in  the  neutrophile  blood 
picture  are  peculiar  to  all  cases  in  whom 
tuberculin  causes  a focal  and  constitu- 
tional reaction,  and  are  dependent  upon  the 
state  of  “activity”  or  “latency”  of  the 
lesions,  and  the  size  of  the  dose  of  tuber- 
culin administered. 

The  matter  of  reaction  to  tuberculin  will 
be  discussed  in  another  paper.  Note,  from 


the  study  of  blood  smears,  that  the  neutro- 
phile nucleus  index  returns  to  its  previous 
state,  from  a few  days  to  a few  weeks, 
after  a reaction  to  tuberculin.  This  is  the 
reason  for  not  giving  tuberculin  oftener 
than  every  two  weeks,  in  cases  where  the 
neutrophile  nucleus  index  is  not  used. 
Otherwise,  by  accumulating  from  repeated 
reactions,  an  excess  of  new  neutrophiles 
in  the  circulating  blood — this  occurs  in 
different  degrees  in  all  reactions  to  tuber- 
culin— one  decreases  instead  of  increasing 
tissues’  cellular  resistance.  Give  time  for 
the  new  cells  to  mature. 

The  old  saying,  that  the  polynuclear 
neutrophiles  increase  in  number  and  the 
lymphocytes  decrease  in  number,  in  the 
more  active  cases  of  tuberculosis,  has  been 
repeatedly  observed  in  my  series  of  cases. 

Now,  we  further  know,  that  the  ordinary 
toxic  state  following  a reaction  to  tuber- 
culin is  also  attended  by  an  increase  of 
polynuclear  neutrophiles,  with  an  increase, 
in  the  circulating  blood,  of  monocytes  or 
large  mononuclear  cells;  and  with  a de- 
crease of  lymphocytes.  This,  however,  is 
only  temporary. 

Cases  thus  reacting  have  generally  shown 
an  increase  in  the  total  count,  but  this  in- 
crease is  not  great  and  is  dependent  upon 
the  severity  of  the  reaction. 

The  average  case  of  tuberculosis, 
especially  the  class  (A)  patient,  does  not 
show  an  increase  in  the  total  white  blood 
count. 

It  has  been  my  experience  to  find,  in  the 
more  “active”  cases,  a high  lymphocyte 
index;  which  means  that  there  is  a de- 
crease of  lymphocytes  in  the  circulating 
blood. 

A low  lymphocyte  index  means  a higher 
percentage  of  lymphocytes  in  the  blood 
circuit,  and  is  always  of  a good  prognostic 
significance  in  tuberculosis.  As  a rule,  I 
have  found  a low  lymphocyte  index  in  chil- 
dren with  hilum  tuberculosis. 
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The  low  lymphocyte  index  persists  in 
many  cases  that  are  clinically  well,  but  who 
still  react  to  the  intracutaneous  tuberculin 
test.  When  the  disease  has  been  com- 
pletely eradicated  from  the  tissues,  the 
blood  picture  should  return  to  that  of  the 
nontuberculous  individual,  i.  e.,  one  who 
does  not  react  to  tuberculin  intracuta- 
neously. 

A low  lymphocyte  index,  especially 
below  1.5,  is  of  some  corroborative  diag- 
nostic value,  as  well  as  of  good  prognostic 
significance. 

The  recent  work  of  Cunningham,  Sabin, 
Morris,  and  others,  relative  to  the  mono- 
cytes being  particularly  confined  to  the 
tissues  of  the  tuberculous,  and  finally  being 
converted  into  the  epithelioids  of  the 
tubercle — has  lead  me  to  tabulate  the 
monocyte  index,  with  the  other  blood 
pictures. 

I hope  to  take  up,  at  some  future  time, 
the  deductions  I have  made  concerning  this 
phase  of  the  life  of  the  monocyte.  The 
profession  certainly  owes  a debt  of  grati- 
tude to  these  workers  for  drawing  our 
attention  to  the  action  and  behavior  of  the 
monocytes  in  tuberculosis.  The  finding  of 
the  monocyte  index  is  accomplished  accord- 
ing to  the  suggestion  of  Morris  and  Tan, 
i.  e.,  is  nothing  more  than  the  division  of 
the  lymphocytes  by  the  monocytes. 

The  cases  that  I have  followed  up  to  now, 
and  the  final  conclusions  which  I hope  to 
report  later  on,  show  beyond  doubt,  that 
the  more  “active”  and  the  more  toxic  the 
patient,  the  higher  is  the  number  of  mono- 
cytes in  the  circulating  blood,  therefore, 
the  lower  is  the  monocyte  index.  My  ob- 
servations up  to  the  present  day,  show 
that,  in  the  very  “active”  and  toxic  cases 
of  tuberculosis,  there  is  a rise  in  the  neu- 
trophile nucleus  index,  a rise  in  the  lymph- 
ocyte index,  but  a fall  in  the  monocyte 
index.  When  the  three  indices  thus  show 
in  the  same  patient,  I feel  that,  as  a cor- 
roborative factor  to  the  clinical  and 


physical  findings,  we  can  safely  state  that 
the  case  is  “Active.” 

This  is  a great  addition  to  our  armamen- 
tarium in  the  diagnosis  and  prognosis  of 
tuberculosis. 

The  changes  in  the  neutrophile  index, 
the  monocyte  index,  and  the  lymphocyte 
index  correlate  so  well  with  the  clinical 
and  physical  findings  of  the  patients,  that 
I feel  with  these  indices  we  have  valuable 
corroborative  evidence  of  the  nature  of  the 
disease  under  consideration,  and  surely  are 
more  enlightened  relative  to  certain  phases 
of  tuberculosis.  In  guiding  our  patients 
through  the  long  siege  of  this  disease,  we 
have  in  the  neutrophile  nucleus  index  a 
gauge  for  rest  and  exercise,  and  for  the 
administration  of  tuberculin. 

Conclusions  from  observations  made  up 
to  date:  Cases  of  hilum  and  pulmonary 

tuberculosis  who  are  clinically  “inactive,” 
show  a lymphocyte  nucleus  index  varying 
from  0.7  to  1.8,  and  a monocyte  index  vary- 
ing from  3.7  to  above  17.  A neutrophile 
nucleus  index  varying  from  94  to  75.  In 
cases  of  mild  “activity”  the  lymphocyte 
index  ranges  from  1.6  to  3.1,  and  the 
monocyte  index  1.8  to  8.6.  The  neutrophile 
nucleus  index  rises  more  frequently  above 
94.  The  very  active  and  toxic  case  gives  a 
lymphocyte  index  from  2.6  to  7.5,  and  a 
monocyte  index  from  0.7  to  3.6.  The  neu- 
trophile nucleus  index  rises  oftener  above 
94.  In  a very  toxic  case,  the  lymphocyte 
index  ranges  from  3.6  to  7.1,  and  the 
monocyte  index  from  0.6  to  2.1.  The  neu- 
trophile nucleus  index  seldom  falls  below 
96.  Following  a reaction  to  the  subcuta- 
neous injection  of  old  tuberculin  in  reactive 
doses,  there  is  aways  a marked  rise  in  the 
lymphocyte  index  and  a fall  in  the  mono- 
cyte index.  The  neutrophile  nucleus  index 
also  rises  above  96.  The  total  count  is 
slightly  increased,  according  to  the  severity 
of  the  reaction. 
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DISCUSSION. 

Dr.  P.  H.  Jones,  Jr.  (Baton  Rouge)  ; I find 
myself  .just  a little  nonplussed  as  how  to  begin, 
first,  on  account  of  the  remarks  of  the  chairman, 
and,  secondly,  because  Dr.  Durel  has  put  us  in 
the  middle  of  a subject  that  he  could  talk  for 
hours  upon  and  still  have  much  left  to  tell  us. 

Tubercuosis  is  a subject  of  such  long  duration, 
such  a varied  picture,  and  most  everyone  is  seek- 
ing so  carefully  for  a means  of  making  the 
a means  of  making  the  prognosis  that  we  are  all 
very  much  in  debt  to  Dr.  Durel  for  giving  us  such 
means.  He  has  been  talking  about  the  counting  of 
various  white  cells  in  the  blood  smear,  so  long  as 
I have  known  him  and  probably  before,  and  now 
that  these  cells  are  getting  into  a state  of  their 
own  justified  prominence,  I am  sure  his  observa- 
tions would  be  of  great  importance  to  those  who 
are  endeavoring  to  pilot  these  cases. 

So  far  as  the  neutrophilic  index,  I think  he 
must  have  intended  for  me  to  say  something  in 
regard  to  that,  because  the  monocyte  I leave  to 
those  who  have  made  friends  with  that  particular 
cell  and  know  it  personally.  He  and  I have  had 
quite  a vigorous  discussion  as  to  what  was  the 
monocyte  and  how  we  could  label  it,  and  we 
agreed,  and,  so  far  as  we  were  able  to  determine, 
there  were  standards  of  techniques  and  routines 
laid  out  so  we  could  recognize  this  new  friend  of 
ours.  Personally,  I think  most  laboratory  workers 
would  find  little  trouble  right  now  in  agreeing 
with  each  other,  or  with  the  originators  of  the 
subject  as  to  what  was  a monocyte. 

In  regard  to  the  neutrophilic  cell,  I have  a little 
more  personal  friendship  and  can  say  when  a case 
is  reacting  favorably  to  an  administration  of 
tuberculin;  the  number  of  lymphocytes  with  split- 
up  nucleus  is  increasing;  when  the  tuberculin  is  of 
slightly  too  much  in  amount,  the  number  increases. 
In  other  words,  the  nearer  the  cells  approach  the 
simple  type  of  nucleus,  the  more  trouble  the  body 
is  having  in  providing  these  cells,  and  the  more 
strain. 


That  observation  has  seen  no  parallel  with  the 
way  the  patient  feels.  If  they  tell  you,  at  the 
end  of  the  week,  that  they  have  a cold,  that  they 
do  not  feel  well,  that  they  are  generally  in  a state 
of  malaise,  on  those  occasions,  the  number  of 
polynuclear  neutrophiles  with  the  nucleus  split 
into  two  or  three  parts,  will  be  around  two  or 
maybe  four,  that  is,  that  will  be  the  percentage. 
When  they  feel  fine,  it  will  be  around  eighty 
or  ten. 

Dr.  Durel  mentioned  the  much  discussed  point, 
or  rather  his,  that  a single  nucleus  or  those  many 
nuclei,  so  far  as  the  practical  application  to  those 
patients  is  concerned,  it  does  not  make  any 
difference;  the  fact  remains  that  if  you  do  not 
see  the  connection,  you  will  find  the  neutrophile 
has  a slight  evidence  of  doing  the  w'ork.  When 
you  see  those  connections,  the  patient  will  find 
himself  in  a somewhat  state  of  malaise;  if  you 
see  no  cells  in  which  the  connection  is  present, 
then  the  patient  is  not  doing  so  well. 

Dr.  Tompkins  (Nashville,  Tenn.)  : I have  to 

thank  Dr.  Durel  and  Dr.  Bass  for  compliments 
that  really  belong  to  the  foremost  worker  in  this 
line.  Dr.  Sabin.  It  was  she  who  developed  the 
new  technique,  that  is,  the  technique  of  the  supra- 
vital staining  of  the  blood,  so  that  the  work  in 
tuberculosis  took  on  a new  lease  of  life.  It  was 
simply  the  old  story  of  having  worked  the  field 
out  with  the  techniques  at  hand,  so  that  a new 
one  came  into  existence,  it  showed  us  new  factors. 

I think  Dr.  Durel  has  brought  up  a very  inter- 
esting point,  and  that  is,  that  actually  all  of  the 
blood  cells  are  involved  in  tuberculosis.  What 
that  means  I think  is  hard  to  say;  it  probably 
represents  the  fact  that  there  are  many  different 
factors  involved  and  the  blood  picture  is  a complex 
of  the  responses  to  these  factors.  For  instance, 
there  is  tissue  destruction,  there  is  protein,  there 
is  fat,  and  each  cell  is  probably  reacting  to  some 
special  entity  in  the  disease  in  the  way. 

In  regard  to  the  polynuclear  cell,  it  is  a very 
interesting  thing  that  in  the  vital  stains  where  we 
see  the  cell  alive,  the  nucleus  is  practically  never 
seen  really  divided ; it  will  constrict  itself  and  come 
together  again,  but  it  really  is  always  one  whole 
nucleus,  and  as  the  cell  moves  around,  you  can  see 
the  nucleus  being  whirled  and  twisted  and  pulled 
around  with  the  cell,  but  it  really  always  remains 
intact.  That  is  true  up  to  the  time  the  cell  dis- 
integrates; at  that  time,  the  nucleus  becomes 
swollen,  and  round,  which  shows  it  more  definitely 
to  be  but  one  nucleus. 

Then  in  regard  to  the  lymphocyte:  It  is  a very 

interesting  fact  that  it  always  does  decrease  in 
the  extreme  stage  of  the  disease.  When  you  cor- 
relate that  with  the  fact  that  people  have  general- 
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ly  considered  the  lymphocyte  a cause  of  resistance, 
and  when  you  think  of  the  fact  that  glandular 
tuberculosis  is  one  of  the  most  common  forms  of 
tuberculosis  in  children,  where  the  lymphocytes 
are  very  high,  and  that  the  guinea  pig,  in  which 
animal  the  lymphocytes  are  also  high,  is  pecularily 
susceptible  to  tuberculosis  it  seems  to  me  some 
other  point  of  view  in  regard  to  the  purpose  of  the 
lymphocyte  should  be  considered.  At  present,  we 
ate  regarding  it,  simply  for  the  purpose  of  a new 
method  of  approach,  from  the  point  of  view  that 
it  is  an  index  of  the  resistance  to  the  disease,  and 
that  some  toxin,  when  it  becomes  prevalent  enough, 
causes  a decrease  in  the  lymphocytes  and  the 
patient  succumbs.  That  is,  it  is  not  a cause  but 
an  index  of  resistance,  much  in  the  same  way  that 
the  anaemia  in  cancer  is  an  index  of  failing  re- 
sistance rather  than  the  cause  thereof,  and  is  sec- 
ondary to  the  progi'ess  of  the  cancer. 

In  regard  to  the  third  cell,  the  monocyte,  that 
cell  really  represents  what  most  people  know  as 
the  large  monocular  and  traeyitional  cells.  As  the 
cell  moves  about  the  nucleus  becomes  horseshoe 
shape,  but  if  you  watch  it  in  the  vital  prepara- 
tions, in  another  minute  or  so  the  nucleus  will  be- 
come round;  these  two  stages  represent  one  and 
the  same  cell.  It  is  believed  that  this  cell  may 
become  the  well  known  cell  of  tuberculosis,  the 
epitheloid  cell,  that  it  may  ingest  but  not  digest 
the  tubercle  bacilli  and,  that  it  is  an  index  of  the 
extent  of  the  disease  and  therefore,  increases  as 
the  disease  becomes  worse. 

Dr.  W.  H.  Harris  (New  Orleans)  : Mr.  Chair- 

man, I believe  the  question  of  the  response  of  the 
leukocytes  on  the  part  of  the  host  invaded  by  the 
tubercle  bacillus  certainly  does  form  a very  inter- 
esting study.  I think  that,  in  conjunction  with  the 
circulatory  cell  study,  the  matter  of  the  tissue 
lesions  due  to  the  tubercle  bacillus  deserves  much 
consideration.  We  know,  of  course,  that  the  le- 
sion excited  by  the  tubercle  bacillus  is  particularly 
of  the  proliferative  and  not  of  the  exudative  type. 
The  main  peculiar  formative  cell  of  the  tubercle, 
the  so-called  epithelioid  cell  has  long  been  a con- 
jectural cell  as  to  its  origin. 

I believe  the  work  of  Winternitz,  some  years 
back,  studying  with  the  vital  stain  method  the 
experimental  lesion  showed  fairly  conclusively  that 
this  cell  was  probably  derived  from  the  monocyte, 
to  which  Dr.  Tompkins  alludes.  In  that  manner, 
we  would  expect  that  there  should  be,  at  times, 
some  increase  or  prevalence  of  this  cell  in  the  cir- 
culating blood.  We  know,  of  course,  that  the  cir- 
culatory cellular  phenomena  are  merely  a criterion 
to  the  lesion,  that  is  to  say,  if  for  example  we 
have  a pneumonia  with  many  neutrophilis  in  the 
lesion,  we  find  that  the  blood  shows  a leukoytosis 
with  many  neutrophilis.  We  know  also  that  in 


both  experimental  and  human  tuberculosis  that  the 
so-called  lymphoid  cells  respond  to  a very  great 
extent  both  locally  and  systemically.  Earlier  ex- 
periments upon  the  laboratory  animal,  wherein 
applications  of  roentgen-ray  have  been  applied  to 
the  lymphioid  structures  such  as  spleen,  lymph 
glands  and  so  on,  causing  degenerative  changes, 
that  the  resistance  of  the  experimental  animal  to 
the  invasion  of  the  tubercle  bacilli  is  greatly  low- 
ered, and  the  animal  very  quickly  develops  a le- 
sion. 

I feel  satisfied  that  there  is  very  much  to  be 
learned  from  the  correlation  of  the  histology  and 
the  blood  findings,  and  I feel  sure  that  the  recent 
very  promising  work  of  Dr.  Tompkins,  Dr.  Sabine 
and  others  will  lead  us  toward  some  satisfactory 
conclusions. 

Dr.  W.  J.  Durel  (closing)  : Mr.  Chairman, 

if  I understood  Dr.  Tompkins  correctly,  the  ob-  . 
servations  made  of  the  polynuclear  neutrophile 
cells  in  blood  films  stained  by  the  superavital 
technique,  show  that  the  nuclear  lobes  in  the  more 
matured  cells  seem  to  separate  and  reunite,  and 
again  separate  and  reunite  as  the  cells  move  about 
in  the  fluid. 

This  is  probably  the  most  startling  evidence  I 
have  received  in  twenty  years  of  the  absolute  poly- 
nuclear nature  of  some  polynuclear  neutrophile 
cells. 

That  the  neutrophile  nucleus  index  is  a fact  and 
not  a mistaken  conception  of  cellular  structure,  I 
am  convinced;  because,  I want  somebody  to  tell 
me  why — if  I take  a blood  smear  properly  stained 
with  Wright’s  stain,  and  I count  one  hundred 
neutrophiles  in  the  upper  or  North  margin  of  the 
film,  I will  have  ninety  cells  or  any  other  number 
of  cells  with  a solid  nucleus  or  nuclear  lobes  con- 
nected with  isthmus  hands.  If  I count  a hundred 
cells  (neutrophiles)  in  the  lower  or  East  or  West 
side  of  the  film,  I will  have  the  same  number  of 
on  nucleus  cells,  or  a variance  in  the  percentage  of 
neutrophiles  with  one  nucleus,  or  connected  nuclear 
lobes,  of  not  more  than  two  to  four  per  cent. 

If  that  is  the  case,  the  absolute  separation  of 
the  lobes  in  the  nuclear  body  is  a certainty.  Why 
shouldn’t  I get  a different  percentage — ten,  fifty, 
or  any  other  number  upon  each  different  count? 

No,  there  is  something  definite  in  the  neutro- 
phile nucleus  index,  and  I am  glad  to  see  that  we 
are  getting  somewhere  in  clearing  out  this  ques- 
tion. 

I would  ask  Dr.  Tompkins  to  tell  Dr.  Cunning- 
ham and  his  co-workers,  not  to  omit  the  neutro- 
philes, and  not  to  forget  the  value  of  the  lympho- 
cytes in  their  cytological  studies.  We  owe  a debt  of 
gratitude  to  these  tireless  workers  for  drawing  to 
our  attention  to  the  part  played  by  the  monocytes 
in  tuberculosis. 
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Now,  if  I am  wrong  in  my  observations  and 
conclusions  relative  to  the  neutrophile  nucleus 
index,  then,  my  whole  work  of  twenty  years  is 
void,  and  all  that  I have  carried  out  in  the  tuber- 
culin treatment  of  tuberculosis  is  at  fault.  All 
my  studies  in  the  control  of  the  dosage  of  tuber- 
culin have  not  been  constructively  productive, 
and  it  would  be  left  to  me  to  return  to  the  clin- 
ical method  of  giving  tuberculin,  or  to  abandon 
tuberculin  therapy  altogether. 

Fortunately,  I am  positive  that  my  observa- 
tions and  conclusions  are  absolutely  correct.  Why? 
Follow  the  neutrophile  nucleus  index  in  any  case 
after  a positive  constitutional  reaction  to  a sub- 
cutaneous dose  of  tuberculin.  Such  a patient  will 
show  a high  (96  to  100)  neutrophile  nucleus  index. 
This  increase  of  cells  with  solid  nucleus  or  nucleus 
with  connected  lobes  persistently  remains  twenty- 
four,  forty-eight,  seventy-two  hours,  and  in  some 
very  “active”  cases  two  to  four  weeks.  After 
such  a time  the  neutrophile  nucleus  index  returns 
to  where  it  was  before  the  tuberculin  reaction. 

Doctor,  there  is  something  to  this.  It  shows 
that,  not  only  the  specific  tuberculin  protein 
eliminated  from  the  body  of  the  tubercle  bacillus 
is  active  in  its  effects,  but  that  it  affects  the 
different  cellular  elements  of  the  blood  in  a separ- 
ate way^ — acting  and  calling  upon  the  multiple 
physiological  properties  of  the  blood  cells,  but  not 
limiting  itself  to  the  monocytes  and  lymphocytes. 
Tuberculin  is  a direct  stimulent  to  the  function 
of  the  neutrophile  cells. 

I want  to  say  this;  All  of  us  who  refer  to 
patients  with  tuberculosis  should  use  the  term 
tuberculous  instead  of  tubercular.  Tuberculin 
therapy  has  been  my  hobby  for  twenty  years,  and 
is  still  my  hobby.  In  conclusion,  since  I happened 
to  mention  the  neutrophile  nucleus  index  relative 
to  tuberculin  therapy,  remember  that  all  indi- 
viduals who  harbor  in  tbeir  body  tuberculous  foci, 
or  bave  for  sometime  tubercles  that  are  not  prop- 
erly walled  in  by  fibrous  tissue,  are  constantly 
throwing  into  the  blood  circuit  and  body  tissues, 
a variable  amount  of  tuberculin-protein  formed  in 
the  foci  of  infection. 

The  very  fact  that  the  neutrophile  cells  are  the 
first  to  respond  to  the  call  for  the  protection  of 
the  body’s  tissues  against  invasion  by  the  tubercle 
bacilli,  has  always  been  an  interesting  feature 
to  me. 

In  tbe  local  reaction  following  the  intracuta- 
neous  injection  of  tubercle  solids,  the  local  vesic- 
ular papule  shows  upon  examination  a great 
preponderance  of  neutrophile  cells,  and  a small 
number  of  lymphocytes  and  monocytes. 

I have  repeated  this  test  in  the  last  few  weeks 
to  see  if  my  previous  observation  was  correct. 


and  repeatedly  found  tbe  neutrophile  increased 
after  a local  reaction  to  the  intracutaneous  admin- 
istration of  tubercle  solids. 

That  an  inflammatory  reaction  takes  place 
about  the  tuberculous  foci  when  a constitutional 
reaction  to  tuberculin  occurs,  or  when  tuberculin- 
protein  is  absorbed  from  the  lesions  in  the  blood 
circuit  (either  from  over  exercise  or  other  cause) 
is  a very  interesting  clinical  observation. 

It  is  through  such  reactions  to  tuberculin  that 
the  tuberculous  individual  improves  and  gets 
well — because  through  the  phagocytic  power  of 
the  neutrophiles,  we  can  but  increase  the  healing 
of  the  tuberculous  lesions. 

The  neutrophiles  comprise  your  regular  army 
corps,  and  are  the  first  body  cells  to  respond  when 
new  lesions  are  about  to  form.  The  lymphocytes 
form  the  reserve  corps,  and  complete,  with  the 
action  of  the  fixed  tissue  cells,  the  fibrosis  neces- 
sary for  a cure.  The  monocytes  (according  to 
personal  observations)  being  also  increased  in 
number  during  the  height  of  a tuberculin  focal 
and  constitutional  reaction  must  play  a part  in 
the  combat  for  supremacy  between  the  tissue  cells 
and  the  destructive  effects  of  the  tubercle  bacilli. 

Therefore,  through  some  specific  ferment, 
whether  it  be  a fat  ferment  of  the  lymphocytes, 
or  something  else  that  stimulates  the  various 
blood  cells  in  a different  way,  the  work  of  neutral- 
izing the  tubercle  poisons,  and  of  the  construction 
of  destroyed  tissue  takes  place  chiefly  through  the 
action  of  the  neutrophiles,  with  the  secondary 
effect  of  the  lymphocytes  and  other  body  cells. 

Bear  in  mind  that  all  tuberculous  have  in  their 
body,  tuberculous  foci  that  are  susceptible  to 
reaction  from  tuberculin,  and  that  these  reactions 
when  not  too  severe  and  too  often  repeated,  are 
of  great  value  in  the  cure  of  tuberculosis.  Re- 
member that  all  tuberculous  eliminate  tuberculin- 
protein  from  their  lesions,  and  if  these  eventually 
get  well  after  rest  and  well  graduated  exercise, 
it  is  because  of  the  stimulating  effect  of  the  tuber- 
culin-protein upon  the  blood  and  tissue  elements 
of  the  body. 

As  for  the  use  of  cultural  tuberculin  in  a very 
“active”  case,  or  one  already  absorbing  too  much 
tuberculin-protein  from  his  lesions,  it  is  prepos- 
terous to  believe  that  it  can  do  any  good.  Such 
a patient  is  already  having  all  the  tuberculin- 
protein  that  he  can  handle,  and  the  additional 
administration  of  tuberculin  can  but  prove 
disastrous. 

Place  such  a case  under  absolute  and  rigid  rest 
until  all  signs  of  activity  have  disappeared,  and 
give  him  the  benefit  of  his  own  made  tuberculin. 
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When  the  time  comes  that  a patient  does  not 
form  enough  tuberculin-protein  to  keep  up  the 
stimulation  of  the  neutrophiles,  then,  the  admin- 
istration of  cultural  tuberculin  is  advisable — the 
bacillus  emulsion  five  milligrams  of  dry  tubercle 
solids  to  each  c.c.  (Parke,  Davis  Co.)  is  used  with 
good  effect  when  the  intervals  of  doses  and  in- 
crease of  doses  are  guided  by  the  fluctuation  of 
the  neutrophile  nucleus  index. 

At  the  Charity  Hospital  we  have  had  few 
opportunities  and  facilities  to  do  this  work,  for 
we  have  not  had  the  required  assistance.  Through 
the  courtesy  of  Dr.  Philip  Jones  we  have  carried 
on  some  few  very  interesting  cases. 

Finally,  another  fact  that  I would  like  Dr. 
Tompkins  to  think  about,  is  “Why  is  it  that,  if  I 
give  a tuberculous  patient  a reactive  dose  of 
tuberculin  today  it  vdll  take  from  two  to  three 
weeks,  in  most  cases,  for  the  neutrophile  nucleus 
index  which  has  risen  during  the  reaction,  above 
ninety-four — to  return  to  the  previously  low  index 
present  before  the  reaction?” 

If  this  could  be  explained  to  me  and  made  clear, 
I would  be  perfectly  satisfied. 


ENDOCRINE  INFLUENCE  ON 
GASTRIC  SECRETION  WITH 
SPECIAL  REFERENCE  TO 
HYPOTHYROIDISM.* 

M.  D.  LEVY,  M.  D., 

Houston,  Texas 

The  unknown  has  always  been  an  invit- 
ing field  for  speculation  and  investigation 
by  those  with  an  inquisitive  turn  of  mind, 
and  probably  no  field  of  medicine  is  today 
the  subject  of  more  investigation  or  specu- 
lation than  is  that  of  endocrinology.  The 
trend  of  opinion  is  reflected  in  one  of  the 
recent  “best  sellers”  in  which  the  hero  in 
a fit  of  dejection  trying  to  analyze  himself 
says  that  “the  appendix  used  to  be  the 
fashion.  Now  it  is  the  glands.  Every- 
thing depended  on  your  endocrine  system. 
He  and  Shelley  had  had  the  same  head- 
aches, because  they  had  too  much  juice  in 
them  of  one  kind  and  not  enough  of  another. 
Dreams,  heart-throbs,  logic,  all  a question 
of  juices.” Any  effect  that  endocrine 
glands  may  exert  on  the  human  mechanism 

*Read  before  Louisiana  State  Medical  Society, 
Baton  Rouge,  April  10-12,  1928. 


is  usually  accomplished  through  the  au- 
tonomic nervous  system.  According  to 
Langley <2 ) this  system  is  made  up  of  two 
groups  of  nerves  which  he  calls  the  para 
sympathetic  and  the  sympathetic.  More 
recent  observers  designate  these  groups 
from  their  anatomical  associations  as  the 
bulbo-sacral  autonomic  and  the  thoracico- 
lumbar  autonomic. 

The  diagram  taken  from  Gaskell  illus- 
trates the  different  arrangements  of  the 
internuncial  neurons  of  the  voluntary  and 
autonomic  nervous  system.  “In  both  sys- 
tems the  afferent  fibers  terminate  (by  col- 
laterals) around  a cell  of  the  gray  matter 
of  the  cord.  In  the  voluntary  system  this 
cell  is  situated  in  the  posterior  horn,  and 
its  axon  travels  to  an  anterior  horn  cell. 
In  the  autonomic  system,  this  cell  is  located 
in  the  lateral  horn,  and  its  axon  leaves  the 
horn  by  the  anterior  root  and  travels  by 
the  white  ramus  into  a sympathetic  gan- 
glion where  it  connects  with  a nerve  cell 
whose  axon  forms  the  post-ganglionic 
fiber.” 

“The  bulbar  outflow  consists  of  con- 
nector fibers  lying  chiefly  in  the  vagus,  but 
also  in  the  third,  seventh,  ninth  and 
eleventh  cranial  nerves.  The  sacral  out- 
flow consists  of  fibers  leaving  the  cord  with 
the  second  to  fourth  sacral  nerves,  which 
join  to  form  a common  nerve  trunk  (the 
pelvic  nerve  or  nervus  erigens)  on  each 
side.  Because  they  have  certain  charac- 
teristics in  common  these  two  outflows  are 
classed  together  as  the  bulbo-sacral  divis- 
ion of  the  autonomic  nervous  system,  by 
some  referred  to  as  the  parasympathetic. 
The  thoracico-lumbar  outflow  consists  of 
connector  fibers  leaving  the  cord  between 
the  first  thoracic  and  second  or  third  lum- 
bar segment.  This  outflow  is  sometimes 
called  the  sympathetic  division  of  the  auto- 
nomic nervous  system,” 

Eppinger  and  Hess<^>  believe  that  both 
these  portions  of  the  vegetative  or  invol- 
untary nervous  system  are  controlled  by 
the  endocrine  system.  The  two  groups  of 
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nerves  are  more  or  less  antagonistic  and 
by  their  combined  action  maintain  the  body 
in  a state  of  tonus  or  equilibrium.  Their 
action  below  the  diaphragm  is  explained  by 
Macleod  as  follows:  “In  the  gastro-intes- 

tinal  tract  all  parts  cephalad  of  the  ileocolic 
sphincter  are  innervated  by  the  vagus 
and  other  cranial  nerves,  and  are  replaced 
below  this  point  by  the  sacral  outflow.  At 
the  same  time  the  thoracico-lumbar  out- 
flow supplies  this  entire  tract  below  the 
cardiac  part  of  the  stomach  with  fibers 
which  act  upon  it  in  the  opposite  sense. 
The  action  of  the  bulbo-sacral  outflow  on 
the  gastro-intestinal  tract  is  excitatory 
except  for  the  ileocolic  and  internal  anal 
sphincters  which  are  inhibited.  It  conse- 
quently favors  the  movement  of  food  along 
the  digestive  tract  and  the  secretion  of  the 
digestive  fluids  of  the  pancreas  and  sali- 
vary glands  and  the  emptying  of  the  gall 
bladder.  The  thoracico-lumbar  outflow,  on 
the  other  hand,  tends  to  diminish  the  activ- 
ities of  the  gastro-intestinal  muscles  and  of 
the  salivary  glands  and  to  close  the  sphinc- 
ters of  the  lower  tract.” 

While  definite  knowledge  concerning  the 
complete  mechanism  of  gastric  secretion  is 
lacking,  enough  is  known  to  appreciate  the 
governing  influence  of  the  autonomic 
system  through  the  vagus  distribution. 
The  early  work  of  Pavlov<®>  demonstrated 
the  control  of  the  vagus  over  the  psychic  or 
appetite  juice,  sometimes  referred  to  as 
the  “ignition  juice,”  so  called  because  by 
producing  partial  digestion  it  serves  to 
ignite  the  process  of  gastric  secretion. 

Popielski<®>  has  shown  that  after  com- 
plete section  of  the  vagi,  secretion  in  the 
stomach  continues  and  suggests  that  this 
is  accomplished  through  the  activity  of  the 
intrinsic  nerve  supply  of  the  stomach,  the 
plexuses  of  Auerback  and  Meissner.  More 
recent  work  by  Edkins,<'^>  Lim,<*>  Luck- 
hardt  and  Ivy,<^>  however,  show  that  the 
continued  secretion  is  the  result  of  a hor- 
mone-gastrin, which  is  formed  as  long  as 
there  is  present  in  the  stomach  any  half- 
digested  food.  Macleod  states  that  the 


instant  response  noted  in  the  production 
of  the  appetite  juice  indicates  its  nervous 
control,  while  “in  the  latter  stages  of 
gastric  digestion,  such  promptitude  in  re- 
sponse on  the  part  of  the  gland  is  no  longer 
necessary,  so  that  the  slower,  more  con- 
tinuous process  of  hormone  control  is 
sufficient.” 

This  rather  brief  reference  to  the  ner- 
vous control  of  the  gastric  secretion  shows 
conclusively  its  dependance  on  the  au- 
tonomic system.  It  is  logical  then  to 
assume  that  disturbance  in  the  autonomic 
system,  referred  to  by  Kessel  and  Hy- 
manas  autonomic  imbalance,  would  in- 
fluence in  varying  degrees  the  gastric  sec- 
tion. This  balance  or  tonus  in  maintain- 
ed, as  previously  stated,  by  an  equalization 
of  excitor  and  inhibitory  factors,  but  no 
absolute  knowledge  is  had  as  to  just  what 
constitutes  there  factors.  Kessel  and  Hy- 
man‘S > consider  an  imbalance  of  the  auto- 
nomic system  as  a diathesis  which  may  be 
influenced  by  focal  infections,  psychic  tra- 
uma or  sex  epochs.  Notwithtsanding  the 
statement  referred  to  above  of  Eppinger 
and  Hess<^>  relative  to  the  control  of  the 
autonomic  nervous  system  by  the  endocrine 
glands,  or  the  work  of  Asher  and  Flack^^^) 
or  Cannon  and  Levy,<^*>  who  attempt  to 
prove  that  thyroxin  stimulates  the  au- 
tonomic system,  Kessel  and  Hyman  state 
that  thyroxin  is  without  effect  on  the  in- 
voluntary nervous  system  and  disclaim  the 
proof  of  any  scientific  data  showing  that 
the  ductless  glands  participate  in  any  man- 
ner in  the  production  of  autonomic  im- 
balance. They  also  state  hormone  therapy 
is  without  foundation  and  practically  use- 
less in  this  condition. 

This  confusion  of  theories  and  divergent 
views  relative  to  the  endocrine  control  of 
the  autonomic  nervous  system  is  also  man- 
ifest in  a review  of  the  literature  on  gastric 
secretion  in  certain  definite  endocrine  dis- 
eases and  especially  so  in  the  hypothyroid 
state. 
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CHART  I. 


HYPOTHYROIDISM  (Lockwood) 


Patient 

Basal 
Metabolic 
1 Rate 

Gastro-Intestinal 

Symptoms 

Gastric 

Acidity 

Roentgen-ray  Findings 

1 

-13 

Ulcer  syndrome 
Constipation 

F 25 
T 35 

Duodenal  ulcer 

2 1 -15 

Constipation 

F 0 
T 37 

Marked  rectal  and  general 
colon  stasis 

3 

-18 

Moderate  constipa- 
tion Enteroptosis 

F 0 
T 18 

Ptosis,  cecum  and  transverse 
colon;  cecal  and  rectal  stasis 

4 

-18 

None 

F 20  |Not  done 

T 40  1 

5 

-20 

None 

F 0 |Not  done 

T 20  1 

6 

-28 

Severe  constipation 
right  first  quadrant 

F 0 1 Cecal  stasis — chronic 

T 10  1 appendicitis 

7 

-15 

None 

F 35 
T 50 

Not  done 

8 

-18 

Pain  in  lower  abdo- 
men, constipation, 
pel-vic  inflammatory 
disease 

F 15 
T 25 

1 

Cecal  stasis;  rectal  stasis 

1 

9 

-35 

Constipation  alter- 
nating with  diar- 
rhea mucus  in  stools 
at  intervals 

F 0 
T 12 

Negative 

1 

10 

-15 

Moderate  constipa- 
tion 

F 0 
T 35 

General  colonic  stasis 

Sturgis<^^>  reports  an  achylia  in  three  of 
five  cases  of  myxedema  in  -which  gastric 
analyses  were  made.  One  case  showed  a 
low  acidity  and  the  other  a normal 
acidity.  Lockwood’s results,  (Chart  I) 
show  an  achlorhydria  in  six  out  of  the  ten 
cases  which  he  reported.  Rehfuss^^®)  states 
that  “the  evidence  is  not  sufficiently  con- 
stant to  warrant  the  assumption  that  this 
condition  is  accompanied  by  a definite 
change  in  gastric  function,  but  what  evi- 
dence there  is  would  lead  us  to  believe  that 
the  general  tendency  is  toward  a reduction 
in  the  gastric  secretory  output.” 

It  is  difficult  to  accept  these  conclusions 
in  the  light  of  the  work  by  Katz,<^'^>  who 
reported  several  cases  of  hyper-acidity  in 
myxedema  cured  by  thyroid  administra- 
tion, or  the  work  of  L.  J.  Hardt,<i®)  who 
fed  thyroid  to  patients  and  noted  a result- 
ant depression  of  gastric  secretion  and 
acidity.  Schnabeh^®)  reports  some  cases 
of  achylia  made  worse  with  thyroid 
treatment. 


There  seems  to  be  some  unanimity  of 
opinion  regarding  the  occurrence  of  achlo- 
hydria  in  hyperthyroid  states.  Lock- 
wood,(i5)  King, (20)  Moll  and  Scott,<2i)  all 
reporting  such  findings  in  a majority  of  the 
cases  studied  by  them.  Sajous,(22)  how- 
ever, states  that  excessive  thyroid  secre- 
tion causes  an  increase  of  the  gastric  se- 
cretion with  a hyperchlorhydria.  Moll  and 
Scott  (21)  advance  four  explanations  for  the 
occurrence  of  hypochlorhydria  in  Graves’ 
disease.  (1)  “There  is  a constant  ten- 
dency toward  a subnormal  or  absent  secre- 
tion of  hydrochloric  acid  in  Graves  disease. 
(2)  The  secretion  of  hydrochloric  acid  in 
cases  of  toxic  adenoma  and  puberty  hyper- 
plasia is  usually  normal  or  subnormal,  but 
nejver  absent.  (3)  There  is  a strong  ten- 
dency to  regurgitation  of  bile  in  Graves’ 
disease.  (4)  The  stomach  empties  rapidly 
in  Graves’  disease.” 

If  we  accept  the  conclusions  of  the  above 
mentioned  investigators,  that  hyperthy- 
roid states  are  associated  with  a decreased 
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secretion  of  hydrochloric  acid  by  the 
stomach  the  corollary  conclusion  would  be 
that  hypothyroid  states  are  associated 
with  an  increased  secretion  of  hydrochloric 
acid  by  the  stomach.  A tentative  explan- 
ation for  this  hypothesis  suggests  itself 
that,  if  in  hyperthyroid  states  there  is  a 
stimulation  of  the  autonomic  system  as  a 
whole  resulting  in  a hypermotility  of  the 
gastro-intestinal  tract  and  decreased  hydro- 
chloric acid  secretion,  in  the  opposite  con- 
dition of  myxedema  we  should  naturally 
expect  to  find  a slowing  of  muscular  ac- 
tivity in  the  gastro-intestinal  system  and 
an  increase  in  the  secretion  of  hydrochloric 
acid. 

That  slowing  of  the  muscular  activity 
does  occur  in  hypothyroid  conditions  is  a 
common  observation  as  evidenced  by  the 
chronic  constipation  which  is  a constant 
accompaniment  of  this  condition.  In  the 
cases  to  be  reported  it  is  shown  that  an 
increase  in  the  hydrochloric  acid  also 
occurs. 

Macleod  also  explains  that  “innervation 
of  the  smooth  muscles  and  glands  is  pecu- 
liar in  that  each  effector  may  be  acted  upon 
by  two  neurons  which  affects  its  activity 
in  opposite  ways.  Impulses  from  one 
neuron  tend  to  increase  the  secretion  of 
these  glands,  or  augment  the  tone  or  de- 
gree of  contraction  of  the  smooth  muscles, 
while  impulses  from  the  other  neuron  set 
up  changes  in  the  other  direction  which 
inhibit  or  depress  these  activities.”  It  is 
also  possible  that  in  hyperthyroid  states 
the  secretory  fibers  in  the  vagus  are  de- 
pressed and  in  hypothyroid  states  they  are 
excited.  Certainly  until  more  exact  infor- 
mation is  available  we  can  only  continue  to 
theorize. 

For  an  exact  diagnosis  of  myxedema  the 
basal  metabolic  rate  is  an  all  essential  re- 
quirement. In  well  marked  cases,  however, 
the  occurrence  of  a non-pitting  edema  with 
a dry,  scaley  alabaster-like  skin,  hair  that 
is  dry  and  brittle,  with  scanty  public  and 
axillary  growth,  slow  pulse  and  a constant 


feeling  of  chilliness  makes  the  diagnosis 
fairly  certain  without  the  aid~of  a basal 
metabolic  determination. 

Hertoghe<23)  first  called  attention  to  the 
incomplete  form  of  myxedema,  more 
difficult  of  diagnosis,  which  he  designated 
as  chronic  benign  hypothyroidism.  It  is 
this  type  of  case  which  is  presenting 
itself  in  increasing  numbers  to  us  for 
diagnosis  and  treatment,  complaining  of  a 
bizarre  assortment  of  symptoms,  promi- 
nent among  which  is  the  all  embrasive 
term — dyspepsia. 

If  carefully  examined  these  cases 
nearly  always  show  some  thinning  of  the 
eyebrows  in  the  outer  third,  a dry  or 
scaley  skin,  scanty  pubic  and  axillary  hair, 
a waxy  color  of  the  skin  below  the  eyes 
with  or  without  a real  edema  and  a low 
basal  metabolic  rate  and  a marked  suscep- 
tibility to  cold.  No  single  finding  should 
be  depended  upon  for  a diagnosis  and  in 
the  interpretation  of  the  basal  metabolic 
rate  the  patient’s  clinical  signs  and  symp- 
toms must  be  considered. 

Our  experience  supports  the  statement 
of  Dowden<2^>  “that  in  the  period  of  time 
represented  between  the  first  injury  to  the 
thyroid  function  and  the  disease  entity 
known  as  myxedema  there  must  be  a great 
diversity  of  symptoms  and  signs  varying 
in  degree  as  the  thyroid  changes  progress.” 

Many  cases  are  seen  presenting  few  or 
many  of  the  signs  and  symptoms  referred 
to  above  in  whom  the  basal  metabolic  rate 
is  between  a minus  10  and  15  per  cent. 
By  some  observers  these  are  considered 
normal  readings  but  because  of  the  asso- 
ciation of  other  hypothyroid  signs  and 
symptoms  and  the  happy  result  of  thyroid 
therapy  these  cases  are  classed  as  mild  or 
chronic  benign  hypothyroidism. 

Chart  II  shows  the  results  of  our  studies 
in  a few  of  the  cases  observed.  The  basal 
metabolic  rate  varies  from  a minus  13  per 
cent  to  a minus  25  per  cent,  and  in  all  ex- 
cept one  case  there  is  a more  or  less  definite 
hyperacidity. 
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CHART  II. 


Patient 

Basal 

Metabolic 

Rate 

Gastric 
Acidity: 
Ewald  Meal 

Remarks 

1 

-18 

F 22 
T 38 

Female — Age  30 — Obese — Scanty  Menstrua- 
tion— No  Resistance 

2 

-13 

F 55 
T 68 

Female — Age  53 — Post  Menopause — Weak 

— Nervous 

3 . 

-22 

F 40 
T 68 

Male — Age  47 — Impotent 

4 

-22 

F 56 
T 81 

Male — Age  42 — Hyperacidity — X-ray  Nega- 
tive. M. 

5 

-25 

F 54 
T 93 

Male — Age  19 — Neurosis 

6 

-21 

F 22 
T 41 

Female — Age  26 — Ulcer  Syndrome 

7 

-14 

F 20 
T 40 

Female — Age  44 — Indigestion 

8 

-20 

F 67 
T 98 

Female — 49 — Renal  Diabetes 

9 

-20 

F 43 
T 50 

Female — Age  34 — Obese — Irritable — Indiges- 
tion 

10 

-22 

F 0 
T 27 

Female — Age  32 — Icthyoid  Skin — Early  Men- 
opause 

Case  10  is  included  to  show  that  occa- 
sionally we  do  observe  some  cases  of 
achlorhydria  in  hypothyroidism.  Case  4 is 
interesting  because  of  his  family  history. 
His  mother  has  had  a nontoxic  adenoma- 
tous goiter  for  years,  and  he  has  a 
daughter  with  an  icthyroid  type  of  skin. 
He  has  been  a sufferer  from  hyperacidity 
for  years,  a fractional  examination  show- 
ing at  one  period  of  the  test  a free  hydro- 
chloric acid  of  87  and  a total  acidity  of  115. 
Roentgen-ray  examinations  have  always 


been  negative  and  there  has  been  no 
symptoms  present  other  than  the  hyper- 
acidity. 

Chart  III  is  presented  to  show  the  re- 
sults of  thyroid  medication  in  two  cases 
of  frank  myxedema  presenting  a hyper- 
acidity. While  there  is  apparently  no  im- 
provement in  the  basal  rate  of  case  8,  after 
treatment,  there  was  a marked  improve- 
ment in  both  signs  and  symptoms.  This 
case  was  referred  by  a dermatologist  for 


CHART  III. 


CASES  8 AND  9 SHOWING  EFFECT  OF  THYROID  MEDICATION 


Patient 

Basal 

Metabolic 

Rate 

Fractional  Analysis  Gastric  Contents 

8 

-20 

Fasting 

30 

Minutes 

60 

Minutes 

90 

Minutes 

Before 

Treatment 

F 26 
T 118 

F 67 
T 98 

F 17 
T 87 

F 22 
T 50 

-25 

F 0 
T 16 

F 2 
T 24 

F 8 
T 10 

F 14 
T 30 

After 

Treatment 

9 

-20 

Fasting 

45 

Minutes 

F 49 
T 71 

F 43 
T 50 

Before 

Treatment 

-16 

F 0 
T 15 

F 28 
T 62 

After 

Treatment 
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a general  examination  because  of  a derma- 
titis which  resisted  all  treatment.  Under 
thyroid  extract  this  dermatitis  disappeared 
with  the  improvement  in  her  general 
symptoms. 

Case  9 shows  clearly  the  improvement 
in  both  acidity  and  basal  metabolic  rate. 
The  chief  complaint  of  this  patient  was  a 
persistent  vomiting  occurring  almost  daily. 
This  disappeared  under  treatment. 

A comparison  of  Lockwood’s  findings,  as 
shown  in  Chart  I with  Chart  II  of  our 
series,  accentuates  the  opposite  results 
which  we  have  obtained. 

In  summarizing  we  can  state,  (1)  That 
there  is  no  definite  explanation  of  gastric 
secretion  possible  in  the  light  of  our 
present  knowledge. 

(2)  The  autonomic  nervous  system,  is 
most  probably  the  controlling  factor  in 
gastric  secretion. 

(3)  Because  of  the  divergent  views  no 
definite  conclusions  can  be  determined  as 
to  the  effect  of  autonomic  imbalance  on 
gastrict  secretion. 

(4)  Cases  of  definite  hypothyroidism 
have  been  observed  with  a hyperchlorhy- 
dria,  and  two  cases  are  reported  in  whom 
the  hyperchlorhydria  was  relieved  by  thy- 
roid medication. 

CONCLUSION. 

To  attempt  to  draw  any  conclusions  after 
the  study  of  only  a few  cases  is  obviously 
impossible,  especially  when  we  consider 
the  other  views  referred  to.  However, 
from  the  observation  of  the  cases  reported 
together  with  a number  not  included  in  the 
report,  the  impression  is  gained  that 
chronic  benign  hypothyroidism  and  myx- 
edema are  associated  more  frequently 
with  an  increase  of  hydrochloric  acid  in 
the  gastric  contents,  than  with  a decrease, 
and  under  the  usual  medical  treatment 
definite  improvement  in  the  gastric  findings 
are  obtained. 
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DISCUSSION. 

Dr.  E.  L.  Eggleston  (Battle  Creek,  Mich.):  I 

do  not  know  that  I am  competent  to  discuss  gas- 
tric secretions  from  an  endocrine  standpoint.  I 
was  not  impressed  that  the  endocrines  were  a very 
great  factor  in  disturbing  the  secretion.  In  the 
hyperthyroid  states  we  very  frequently  have 
hypermotility  of  the  gastro-intestinal  tract  and 
diarrhea  is  not  an  infrequent  symptom.  In  hypo- 
thyroidism we  are  very  apt  to  have  constipation. 
In  cases  of  achlorhydria,  we  frequently  observe  a 
hypermotility  and  sometimes  a diarrhea.  Judging 
from  those  analogies,  we  might  think  that  in  the 
hyperthyroid  states  we  would  expect  an  achlor- 
hydria; in  the  hypo  states  where  we  have  a con- 
stipation we  might  expect  a hyperacidity.  I am 
not  certain  that  such  conditions  obtain.  I am  not 
sure,  after  listening  to  Dr.  Levy’s  paper,  that  he 
has  definitely  concluded  they  obtain.  Achlor- 
hydria is  a rather  peculiar  condition  supposedly  a 
congenital  condition  in  the  majority  of  cases; 
nevertheless,  we  do  have  it  as  a terminal  finding 
in  many  of  the  wasting  diseases;  we  have  it  also 
in  gall  bladder  disturbances,  particularly  with 
cholelithiasis,  whether  a factor  in  the  production 
of  the  gall  stones  or  an  effect,  I do  not  think  has 
been  definitely  determined.  We  have  it  in  cases  of 
primary  anemia,  and  again  in  this  condition  we  do 
not  know  whether  it  is  a cause  or  an  effect.  Hurst 


Cummins — The  Use  of  Foot-Prints  and  Finger-Prints  as  Identity  Records  493 


of  London  studied  a considerable  number  of  the 
relatives  of  primary  anemia  cases,  and  would  con- 
clude that  it  is  rather  a familial  condition. 

The  paper  of  Dr.  Levy  has  been  very  interest- 
ing and  I am  very  glad  indeed  to  have  had  the 
pleasure  of  listening  to  it,  but  I will  say  in  con- 
clusion that  I am  still  of  the  opinion  that  the 
endocrines  have  no  very  great  effect  in  producing 
hyperacidity,  or,  on  the  contrary,  an  achlor’hydria. 

Dr.  Clyde  Brooks  (Tuscaloosa,  Ala.)  : If  you 
are  short  of  discussion,  I might  offer  a few  wlords. 
I feel,  as  some  of  the  other  speakers,  very  inade- 
quately prepared  to  discuss  a paper  of  this  kind. 
But  I do  appreciate  the  effort  that  Dr.  Levy  has 
made  here,  to  associate  the  changes  in  gastric 
secretion  with  the  endocrines.  It  seems  that  he 
has  not  definitely  drawn  his  conclusion,  but  he 
points  out  the  possibility  that  we  may  look  for  it. 

The  first  piece  of  research  which  I tried  to  do, 
was  a repetition  of  Professor  Pawlow’s  work  on 
the  gastric  fistula.  Studying  the  secretion  in  this 
way  brought  out  the  importance  of  the  psychic 
secretion;  the  “appetite  juice,”  and  so  forth. 
Furthermore,  I was  working  in  the  laboratory  at 
the  University  of  Chicago  when  Luckhardt  and 
these  other  men  performed  these  experiments  on 
gastrin,  I am  very  much  impressed  with  the  fact 
that  gastrin  seems  to  be  a definite  harmone  which 
will  stimulate  gastric  secretion.  In  other  words, 
that  seems  pretty  well  established. 

I am  doubtful  about  the  effect  of  the  endo- 
crines on  the  secretion  of  acid  in  the  stomach. 
However,  this  paper  has  called  our  attention  to 
this  possibility,  and  we  can  be  on  the  lookout  for 
it,  to  see  whether  clinical  experience  agrees  with 
this  theory. 

Dr.  J.  H.  Musser  (New  Orleans)  ; I appreciate 
very  much  indeed  the  opportunity  of  hearing  Dr. 
Levy’s  paper.  I want  to  thank  him  personally, 
very  much  indeed,  for  letting  us  hear  this  very 
interesting  presentation  of  his. 

The  same  thought  occurred  to  me  as  occurred 
to  the  other  discussers,  as  to  whether  it  was  the 
endocrines  that  were  primarily  disturbed,  if  they 
were  responsible  for  this  condition  which  he  has 
described.  I am  free  to  confess  I am  a little 
dubious  about  it.  However,  I think  it  would  be 
a very  nice  little  experiment,  sometime.  Doctor,  to 
work  upon  some  dogs  and  see  what  happens, 
whether  there  is  any  distinct  relationship  between 
the  two  general  systems. 

Dr.  Moise  D.  Levy  (closing) : I want  to  thank 
very  much  the  gentlemen  for  discussing  the 
paper,  and  I think  a word  of  explanation  should 
be  had.  The  selection  of  the  title  of  this  paper 
would  probably  have  been  better,  instead  of  “The 


Effect,”  the  “Association  of  Endocrine  Function 
on  Gastric  Section,  with  Special  Reference  to 
Hypothyroids.”  I am  of  the  same  opinion  as 
expressed  by  Dr.  Eggleston  and  Dr.  Brooks  and 
Dr.  Musser,  that  there  is  no  definite  proof  that 
the  hypothroidism  is  the  effect;  or  causes  of  this 
condition,  but  the  fact  the  association  was 
forced  on  my  attention  by  the  repeated  occurrence 
of  cases  with  these  mild  hypothyroid  symptoms. 

The  suggestion  Dr.  Musser  has  made,  as  to  the 
experimental  work,  is  certainly  one  that,  if  pos- 
sible, we  will  try  to  carry  out.  That  requires 
rather  an  extensive  scheme  to  carry  through 
properly.  Thank  you  very  much. 


THE  USE  OF  FOOT-PRINTS  AND 
FINGER-PRINTS  AS  IDENTITY 
RECORDS  IN  THE 
MATERNITY* 

HAROLD  CUMMINS,  Ph.D., 

New  Orleans. 

The  maternity  is  compelled  to  employ 
some  device  to  establish  the  association 
of  each  infant  and  mother.  Natural 
parental  feeling  insists  upon  assur- 
ance that  this  device  is  infallible.  It  is 
self-evident  that  the  hospital  and  its  staff 
benefit  jointly  with  parents  and  children 
in  the  protection  afforded  by  an  adequate 
method  of  identification  of  the  new-born. 
The  recent  Cleveland  episode  illustrates 
forcefully  how  disturbing  are  the  con- 
sequences of  substitution  or  even  suspected 
confusion  of  infants. 

Different  maternities  fallow  varied 
practices  in  their  effort  to  obviate  disasso- 
ciation.  DeLee’^  outlines  in  detail  the 
method  finally  adopted  in  the  Chicago 
Lying-In  Hospital,  pointing  out  that  its 
trustworthiness  lies  in  the  combination  of 
several  checks  on  identity.  Among  the  rec- 
ords are  included  foot-prints  of  the  infant, 
concerning  which  there  is  but  little  ex- 
planation. The  present  account,  dealing 
solely  with  print-records,  is  presented  with 
the  thought  that  it  may  be  of  service  to 

*Presented  before  the  Baptist  Hospital  Staff, 
New  Orleans,  March  13,  1928. 

fFrom  the  Department  of  Anatomy,  Tulane 
University. 
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those  who  contemplate  the  introduction  of 
revised  methods.  Attention  is  directed  to 
the  unique  advantages  of  prints  as  sup- 
plementary aids  in  identification,  and  the 
technical  aspect  of  their  use  is  briefly  dis- 
cussed. 

Reference  should  be  made  to  DeLee’s  ac- 
count for  a discussion  of  the  special  prob- 
lems of  identification  in  the  maternity.  De- 
Lee  justly  stresses  the  point  that  “perfect 
safety  lies  in  making  the  operation  of 
identification  automatic  and,  as  far  as 
possible,  independent  of  the  necessity  of 
human  forethought”.  This  principle  should 
guide  the  organization  of  any  method  of 
identification,  however  its  details  may  be 
elaboi-ated.  The  following  features  may 
be  noted  as  important  requisites. 

1.  The  method  must  be  adapted  to  the 
conditions  of  the  delivery  room,  so  as  to 
allow  immediate  record  of  the  items  distin- 
guishing the  association  of  the  two  identi- 
ties. 

2.  It  must  provide  some  marks  of  iden- 
tification which  are  constantly  and  readily 
accessible  in  the  nursery,  in  order  that  the 
daily  routine  introduces  no  confusion  of 
infants. 

3.  Its  operation  must  be  convincingly 
dependable,  so  that  parents  and  staff  are 
assured  of  correct  identification.  The 
proof  of  correctness  must  be  available  at 
any  period  during  the  stay  in  the  maternity 
or  thereafter,  and  fitted  to  serve  as  evi- 
dence in  the  event  of  litigation. 

THE  SPECIAL  SERVICE  OF  FOOT-PRINTS  AND 
FINGER-PRINTS. 

Prints  of  the  skin  patterns,  properly  re- 
corded, provide  distinguishing  marks  which 
cannot  be  prejudiced  by  mischance  in  the 
procedure  of  identification.  It  is  true  that 
they  fail  to  perform  the  entire  service 
which  is  required  by  the  regime  of  the  ma- 
ternity, for  which  other  marks  are  neces- 
sary, such  as  attached  tags,  tapes,  neck- 
laces, etc.  The  baby’s  foot-prints  and  ma- 
ternal finger-prints,  as  described  below, 
are  but  supplementary  to  the  use  of  these 


devices,  the  peculiar  value  of  the  prints  be- 
ing that  they  are  available  to  validate  or 
correct  the  operation  of  artificial  signs. 

It  is  well  known  that  finger-prints,  the 
impressions  of  the  epidermal  ridge  con- 
figurations borne  by  the  distal  phalanges, 
are  widely  used  in  individual  identification. 
Finger-prints  owe  their  usefulness  as 
marks  of  identity  first  of  all  to  the  infinite 
variety  of  the  integumentary  features. 
The  epidermal  ridges  are  fashioned  into 
diverse  patterns,  and  the  total  variation  is 
tremendously  increased  by  the  occurrence 
of  many  variable  features  in  the  single 
ridges.  So  great  is  the  variation  that  stu- 
dents of  the  subject  do  not  hesitate  to  af- 
firm that  each  finger-print  is  a unique 
specimen.  Differences  among  individuals 
are  correspondingly  increased  when  one 
considers  the  entire  series  of  finger-tip 
patterns.  The  characters  in  which  varia- 
bility is  expressed  are  of  proven  perman- 
ence. Herschel  carefully  compared  his 
own  finger-prints  made  at  the  age  of 
twenty-six  years  and  at  the  age  of  eighty- 
three,  without  detecting  any  change  in  even 
the  most  minor  detail.  There  are  other 
similar  comparisons  in  the  literature  which, 
though  covering  shorter  periods  of  time, 
agree  in  demonstrating  permanence. 

The  toes  display  patterns  which  are 
homologous  to  those  of  the  fingers  and  of 
the  same  fundamental  construction.  For 
obvious  reasons  these  patterns  have  not 
been  exploited  in  individual  identification. 
The  palms  and  soles,  however,  are  readily 
accessible  for  the  making  of  prints.  Their 
configurations  of  epidermal  ridges,  like 
finger-tip  patterns,  are  highly  variable. 
While  direct  proof  is  yet  wanting,  there  is 
cause  to  believe  that  the  palmar  and  plantar 
configurations  are  likewise  unchanging. 
These  has  been,  accordingly,  considerable 
interest  in  these  regions  from  the  stand- 
point of  use  in  identification.  Foot-prints 
form  the  only  feasible  record  in  the  case  of 
the  infant,  owing  to  technical  difficulties 
in  making  satisfactory  impressions  of  the 
finger-tips  and  palms. 
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No  benefit  can  be  derived  from  the  rec- 
ord of  the  infant’s  foot-prints  unless  the 
identifying  signs  attached  to  them  are  de- 
pendable. It  is  a common  practice,  ap- 
parently, to  rely  upon  the  inscription  of 
the  name,  an  identifying  number  and  such 
data.  But  the  record  is  greatly  enhanced 
in  value  with  the  addition  of  the  mother’s 
finger-prints,  as  described  by  Robinson^. 

In  the  Maternity  Department  of  St. 
Mary’s  Hospital  (Detroit)  it  is  the  custom 
to  add  prints  of  the  first  three  fingers  of 
the  mother’s  right  hand  to  the  foot-print 
card.  This  operation,  if  performed  in  the 
delivery  room  before  there  is  any  chance  of 
confounding  different  mothers  and  infants, 
provides  the  most  cogent  association.  It 
conforms  precisely  to  the  requisite  of 
safety,  being  a simple  mechanical  perform- 
ance which  involves  no  forethought  in  the 
entering  of  identifying  marks.  Such  a 
record,  even  lacking  further  additions,  is 
a sufficient  proof  of  the  associated  iden- 
tities of  mother  and  infant.  The  applica- 
tion of  a name  or  number  is  simply  a practi- 
cal convenience.  Should  the  occasion  arise 
that  the  identity  of  an  infant  is  questioned, 
perhaps  through  loss  or  illegibility  of  a tag, 
it  is  only  necessary  to  compare  newly-made 
prints  of  the  mother  and  infant  with  those 
recorded  at  the  birth.  Even  with  complete 
confidence  in  the  successful  operation  of 
attached  identification  marks,  such  as 
name  or  number,  a check  of  their  accuracy 
might  well  be  introduced  as  a routine  of 
discharge.  If  spaces  are  provided  on  the 
print-record  sheet,  the  prints  may  be  re- 
peated at  this  time  for  comparison  with 
the  originals.  There  is  thus  incorporated 
in  the  permanent  file  a definite  proof  that 
each  mother  leaves  the  hospital  with  the 
child  born  to  her. 

Should  the  identity  of  an  infant  be  made 
the  object  of  legal  issue,  the  parents  con- 
tending a substitution  in  the  maternity,  no 
more  convincing  evidence  for  the  defense 
could  be  presented  than  the  infant-maternal 
prints.  These  prints,  registered  on  a single 
card  under  conditions  which  make  the  as- 
sociation an  automatic  record,  cannot  be 


falsified.  Readers  interested  in  the  legal 
status  of  prints  as  a means  of  personal 
identification  should  consult  the  compila- 
tion of  illustrative  cases  by  Taylor^. 

It  must  be  emphasized  again  that  the 
prints  are  only  an  adjunct  to  the  ordinary 
means  of  associating  the  mother  and  in- 
fant. Their  importance  will  increase  or 
diminish  in  accordance  with  conditions  in 
the  maternity,  depending  upon  population 
and  the  efficiency  of  other  aids.  In  sys- 
tems which  are  less  well  ordered  than  that 
described  by  DeLee,  and  even  though  the 
maternity  be  considerably  smaller,  the 
prints  become  increasingly  serviceable,  be- 
ing at  hand  to  establish  the  association 
when  an  error  in  the  attributed  marks  is 
disclosed  or  suspected. 

THE  TECHNICAL  ASPECT  OF  FOOT-PRINTS  AND 
FINGER-PRINTS. 

Attention  may  be  first  directed  to  the 
process  of  making  the  prints.  Two  re- 
quirements must  be  fulfilled.  The  neces- 
sity of  immediate  action  has  been  men- 
tioned; it  is  obvious  that  they  must  be  ob- 
tained before  the  mother  and  infant  are 
disassociated.  Furthermore,  the  prints 
must  be  clearly  decipherable.  To  secure 
satisfactory  prints  is  by  no  means  difficult, 
though  the  person  to  whom  the  duty  is  as- 
signed should  be  practiced  sufficiently  to 
appreciate  the  desired  standard.  The  fol- 
lowing paragraphs  outline  the  technique 
of  printing  and  the  materials  required  for 
the  process.  It  will  be  noted  that  the 
necessary  supplies  are  few  and  inexpensive 
and  that  the  operation  is  simple. 

Supplies — (1)  A slab  with  a smooth, 
non-absorbent  surface,  such  as  a glazed 
tile,  a piece  of  glass  suitably  mounted  in 
a frame  or  a strip  of  sheet  copper  tacked 
perfectly  flat  to  a baord.  This  slab  is  to 
be  used  to  distribute  ink  in  a thin,  uniform 
film.  For  greatest  convenience,  its  sur- 
face should  be  sufficiently  large  (e.g.  about 
6x10  inches)  that  the  three  prints  made 
at  each  delivery  may  be  made  from  a fresh 
ink  surface,  undisturbed  by  previous  con- 
tacts. If  the  slab  be  of  the  suggested  size 
the  ink  film  spread  prior  to  the  delivery 
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requires  no  further  manipulation.  With 
too  small  a slab,  the  ink  must  be  re-rolled 
after  each  contact  to  prepare  a fresh  sur- 
face for  the  next  impression. 

(2)  A roller  for  distributing  ink.  The 
rubber  rollers  obtainable  in  photo-supply 
stores  are  satisfactory. 

(3)  A small  supply  of  black  mimeo- 
graph ink  or  printers’  ink. 

(4)  Paper  on  which  the  prints  are  to 
be  made.  The  clearest  prints  are  obtained 
with  a slightly  glazed  surface.  It  is  pre- 
ferable to  provide  printed  forms  with 
blanks  for  the  insertion  of  name,  sex,  iden- 
tification number,  etc. 

(5)  A history-sheet  clamp,  with  a 
smooth  back  against  which  the  paper  will 
be  supported  in  printing. 

Procedure — (1)  Prints  of  both  feet  of 
the  new-born  infant  are  to  be  attached  to 
the  sheet,  together  with  the  four  fingers  of 
the  mother’s  right  hand  (extended  and 
printed  all  in  one  operation).  There  are, 
therefore,  three  impressions  to  be  made, 
each  according  to  the  directions  following. 

(2)  Spread  a thin  film  of  ink  over  the 
slab,  rolling  it  until  evenly  distributed.  A 
little  practice  will  demonstrate  the  optimum 
quantity  of  ink.  There  should  be  just 
enough  that  the  fine  ridges  of  the  skin  ap- 
pear distinctly  in  the  prints.  The  danger 
lies  more  especially  in  the  direction  of  ap- 
plying too  large  a quantity,  in  which  case 
the  resulting  print  is  lacking  in  the  desired 
detail. 

(3)  Wipe  the  infant’s  soles  clean  and 
dry.  Apply  each  one  first  to  the  ink  film 
and  then  to  the  paper,  using  care  to  avoid 
dragging  the  inked  surface  against  the 
paper.  With  the  paper  backed  by  a smooth, 
rigid  support,  and  if  the  foot  be  placed 
directly  upon  it  and  then  removed  without 
dragging,  the  ridges  will  appear  clean  and 
sharp.  It  often  happens  that  a second 
print,  made  without  re-inking  the  sole,  is 
superior  to  the  first  one,  usually  owing  to 
an  initial  excessive  amount  of  ink.  There 


is  no  objection  to  adding  duplicate  impres- 
sions on  the  record  sheet. 

Hold  the  mother’s  right  hand  with  the 
four  fingers  extended,  and  apply  them  to 
the  ink  film  and  paper  with  the  same  pre- 
cautions to  secure  clear  prints. 

Wipe  the  ink  slab  and  roller  after  each 
delivery;  otherwise  dust  will  adhere  to  the 
ink  and  impair  the  quality  of  subsequent 
prints. 

Having  prepared  print-records,  the  next 
technical  question  involves  their  filing.  In 
the  most  familiar  application  of  finger- 
prints, that  of  the  police  bureaus,  circum- 
stances require  an  elaborate  system  of  class- 
ifying and  filing.  By  means  of  this  sys- 
tem, a desired  record  may  be  located  readily 
whenever  necessary,  for  instance  to  deter- 
mine whether  an  apprehended  criminal  has 
a prior  record  in  the  file.  The  classifica- 
tion and  filing  allow  the  location  of  the  rec- 
ord or  furnish  proof  of  its  absence  on  the 
impartial  evidence  of  the  finger-prints 
alone,  independent  of  any  reference  to 
other  physical  traits,  name  or  statements 
of  the  individual.  Both  Robinson  and 
Montgomery  insist  that  the  prints  of  the 
maternity  should  be  classified,  as  finger- 
prints are  classified  in  police  bureaus,  and 
filed  in  accordance  with  this  classification. 
Methods  of  classifying  foot-prints  have 
been  devised,  and  if  desired  the  classifica- 
tion may  be  employed  for  the  filing  of 
prints  in  natural  sections.  In  this  connec- 
tion, I desire  to  correct  an  erroneous  im- 
pression conveyed  in  two  publications  of 
Montgomery.^’®-  Montgomery  assumes  that 
my  rather  elaborate  formulation  of  sole- 
prints^,  constructed  as  a descriptive  record 
for  certain  detailed  morphological  studies, 
was  designed  as  well  to  guide  the  classifi- 
cation of  prints.  The  method  is  quite  un- 
suited to  this  use,  as  Montgomery  points 
out;  its  actual  purpose  is  expressly  stated 
in  the  original  publication. 

Notwithstanding  the  existence  of  prac- 
ticable methods  of  classification,  and  con- 
trary to  the  position  taken  by  those  who 
recommend  adoption  in  the  maternity,  the 
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present  writer  sees  no  benefit  to  be  gained 
from  a classified  filing.  There  are  doubt- 
less some  maternity  directors  who  are  mis- 
led by  the  emphasis  on  a classified  filing, 
being  deterred  from  introducing  print-rec- 
ords on  the  score  that  they  entail  a regula- 
tion identity  bureau.  As  a matter  of  fact, 
a filing  of  the  records  in  chronological  se- 
quence meets  the  only  real  demand  of  the 
maternity.  The  sole  argument  which  may 
be  advanced  in  favor  of  classifying  the 
prints  is  that  this  arrangement  provides 
for  possible  emergencies  of  future  years, 
wherein  the  identity  of  the  individual  is  in 
question,  apart  from  any  responsibility  of 
the  hospital.  It  is  argued  that  the  classi- 
fied filing  will  assist  in  the  identification 
of  unknown  persons.  Hospital  files  can- 
not be  generally  serviceable  in  this  regard 
unless  they  are  maintained  with  the  usual 
facilities  of  an  identity  bureau,  including 
arrangements  for  co-ordination  with  other 
agencies.  The  hospital  records  may  never- 
theless prove  to  be  of  occasional  impor- 
tance in  instances  where  it  is  desired  only 
to  verify  an  identification.  In  these  in- 
stances the  name  of  the  individual,  birth 
date  and  place  of  birth  would  be  known  or 
determinable.  The  print-records  in  such  a 
case  could  be  located  in  the  files  no  less 
readily  with  a chronological  filing  than 
with  elaborate  classification. 

To  illustrate  the  comparative  operation 
of  classified  and  chronological  filings  let  a 
case  be  assumed  as  follows.  Mr.  and  Mrs. 
A appear  at  the  hospital  with  an  infant, 
contending  that  it  is  not  their  own,  that  a 
substitution  was  effected  at  Mrs.  A’s  con- 
finement, days,  weeks  or  months  previous- 
ly. Prints  are  now  made  of  Mrs.  A’s 
fingers  and  of  the  baby’s  feet  for  compari- 
son with  the  original  record.  If  the  file 
is  classified  the  next  step  is  the  classifica- 
tion of  these  new  prints,  to  direct  the  loca- 
tion of  the  original  prints  in  the  file.  If 
the  file  is  arranged  chronologically  it  is 
simply  opened  to  the  birth  date  of  the  A 
infant,  when  the  print  record  is  readily 
located  by  the  name  inscription.  In  either 
case  the  original  and  the  new  prints  are 


carefully  compared.  If  they  are  found  to 
agree  the  identity  is  established  beyond 
doubt.  If,  on  the  other  hand,  the  prints 
of  the  disputed  infant  differ  from  those  on 
Mrs.  A’s  filed  card,  while  Mrs.  A’s  finger- 
prints agree,  she  was  certainly  tendered  a 
baby  other  than  her  own.  In  a classified 
file  the  maternity  of  this  baby  will  be  dis- 
closed by  the  data  on  the  card  bearing  its 
prints,  which  are  quickly  located  by  the 
classification,  while  in  a chronological  file 
a brief  search  through  the  cards  entered 
during  the  period  of  Mrs.  A’s  stay  will  be 
necessary  to  find  prints  duplicating  those 
of  the  baby  in  question.  Regardless  of 
whether  the  cards  are  classified  or  filed 
chronologically,  the  directions  of  search 
for  Mrs.  A’s  own  baby  are  indicated  only 
by  the  registries  of  babies  with  which  con- 
fusion might  have  occurred.  The  search 
will  be  progressively  narrowed  by  elimina- 
tion, as  prints  of  the  infants  are  compared 
with  those  of  Mrs.  A’s  card.  It  is  ap- 
parent, therefore,  that  classification  of  the 
prints  does  not  facilitate  the  solution  of 
cases  of  real  or  imagined  confusion. 

There  remains  one  technical  question  re- 
garding the  print-record  files,  namely,  that 
of  the  training  which  is  necessary  for 
competence  in  the  comparison  of  prints. 
When  reference  to  the  prints  is  required 
some  person  who  is  familiar  with  the  pat- 
tern details  should  be  available  to  make  the 
comparisons.  A manual  such  as  that  of 
Wilder  and  Wentworth^  forms  a useful 
text  for  self-instruction;  an  intelligent  and 
observant  individual  should  be  able  to  ac- 
quire a working  knowledge  of  the  subject 
through  its  study  and  practice  with  prints. 
Exceptional  cases,  especially  those  calling 
for  testimony  in  court,  may  demand  the 
service  of  an  accepted  expert.  It  may  be 
mentioned  that  over  four  thousand  banks 
have  installed  systems  of  finger-print  iden- 
tification. These  systems  recognize  that 
relatively  little  training  suffices  to  qualify 
the  bank  employee  for  their  operation, 
which  involves  simply  the  direct  compari- 
son of  prints  as  in  the  foregoing  scheme 
suggested  for  the  maternity. 
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SUMMARY. 

(1)  Sole-prints  of  the  infant  and 
finger-prints  of  the  mother  form  an  in- 
valuable supplement  to  the  usual  aids  in 
associating  mother  and  child  in  the  ma- 
terity.  Being  registered  on  the  same  sheet 
before  the  two  are  disassociated,  the  opera- 
tion of  identifying  tags  or  other  devices 
may  be  checked  at  any  time,  and  as  an 
absolute  guaranty  the  prints  may  be  re- 
peated and  compared  with  the  originals 
when  the  mother  and  child  are  removed 
from  the  hospital. 

(2)  The  making  of  prints  is  simple  and 
not  time-consuming. 

(3)  A filing  of  the  prints  in  chronologi- 
cal sequence  satisfies  any  need  for  refer- 
ence. It  is  unnecessary  to  classify  these 
records  otherwise  (as  finger-prints  are 
classified  in  police  bureaus). 

(4)  The  ordinary  operation  of  the  sys- 
tem does  not  require  the  service  of  a trained 
“finger-print  expert”. 
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A MONUMENT  TO  MEDICINE— Dr.  Samuel  W.  Lam- 
bert, in  his  address  at  the  dedication  of  the  Medical 
Center,  described  this  monumental  group  of  tall  buildings 
as  “a  veritable  Tower  of  Babel” — in  view  of  the  variety  of 
scientific  languages  to  be  spoken  there.  Its  significance, 
as  was  again  emphasized  at  the  dedication,  is  that  it  is 
devoted  to  the  “trinity  of  medicine”:  the  care  of  the  sick, 
research  and  teaching.  This  is  not  by  any  means  unique, 
but  never  before  have  the  three  services  been  co-ordinated  in 
one  institution  on  such  a scale  and  with  such  endowment 
and  equipment.  Even  so,  it  is  not  as  yet  complete,  and 
wili  not  be  till  every  specialty  of  medicine  and  surgery 
has  not  only  its  dispensary  but  also  its  wards  for  the  care 
of  patients,  and  until  provision  is  also  made  for  dormitories 
and  a common  dining-hall  for  the  students  of  medicine. — 
Quoted  from  Science,  68:380,  1928. 


THE  TREATMENT  OF  VARICOSE 
VEINS  BY  INJECTIONS  OF 
SCLEROSING  SOLUTIONS* 

SHIRLEY  C.  LYONS,  M.  D., 

AND 

C.  B.  BREWSTER,  Jr.,  B.  S., 

New  Orleans. 

A non-surgical  method  of  treatment  of 
varicosities  of  the  lower  extremities  is  de- 
sirable because  (1)  of  the  resulting  dis- 
ability, especially  among  the  laboring 
classes;  (2)  of  the  loss  of  time  incident 
to  hospitalization  in  cases  in  which  surgi- 
cal treatment  is  instituted.  With  this  idea 
in  view  we  were  prompted  to  make  a study 
of  the  injection  treatment.  After  con- 
vincing ourselves  of  its  value  we  adopted 
the  method  in  the  treatment  of  our  cases 
in  the  clinic  at  Charity  Hospital  and,  later, 
in  private  cases. 

In  1858  .Chassaignac  used  iron  per- 
chloride  in  three  minimum  doses  to  oblit- 
erate varicose  veins.  While  satisfactory 
results  were  obtained  in  some  instances, 
the  method  soon  fell  into  disrepute  by  the 
unpleasant  complications.  Other  pioneers 
were  Vallette,  who  in  1875  used  a solution 
of  iodine  and  tannic  acid  with  some'  suc- 
cess; Tavel,  who  in  1904  recommended  the 
use  of  five  per  cent  phenol;  Borcherd,  who 
in  1910  used  arsenical  preparations  on  the 
assumption  that  all  varicosities  were  luetic. 

Credit  for  bringing  this  new  treatment 
before  the  profession  on  a practical  basis 
is  given  chiefly  to  the  French.  The  names 
of  Sicard,  Gaugier,  and  Genevrier  are  pre- 
eminent. Forestier  and  Douthwaite  must 
also  be  given  much  credit  for  their  work. 

The  etiology  of  varices,  or  phlebectasis 
of  the  lower  extremities,  is  varied,  and 
often  no  one  well  defined  cause  can  be 
found.  Ashurst<i)  suggests  gravity  as  an 


*Read  before  the  Surgical  Stalf  meeting.  Bap- 
tist Hospital,  November  14,  1928. 

**From  the  Department  of  Surgery,  Tulane 
University. 
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important  factor;  McPheeter*^)  explains 
them  on  an  obstructive  basis: 

(a)  As  tight  bands,  most'  commonly  at 
the  knee; 

(b)  Mechanical  interference  with  the 
returned  flow  of  blood  in  the  pel- 
vis from  pregnancy,  constipation, 
tumors,  etc. 

Occupation  apparently  plays  an  impor- 
tant role,  as  varicose  veins  are  more 
frequent  in  individuals  who  remain  on 
their  feet  for  long  periods  each  day,  as 
barbers,  waiters,  store  clerks,  motormen, 
and  the  like.  Heredity,  endocrine  dysfunc- 
tion, and  the  existence  of  a varicose  dia- 
thesis have  been  considered. 

The  pathology  in  these  dilated  tortuous 
veins  is  found  in  their  walls.  Here  there 
is  a weakening  from  the  degeneration  of 
the  fibrous  and  muscular  tissue ; a thinning 
of  the  walls,  and  at  time  some  sclerotic 
patches.  The  increased  tension  on  the 
nerve  terminals  in  the  skin  from  these 
large  veins  probably  causes  the  pain 
which  these  patients  experience,  and  forces 
them  to  seek  treatment. 

While  normally  the  flow  of  venous  blood 
in  the  leg  is  from  the  superficial  to  the 
deep  veins,  in  varicose  conditions  there  is 
a reversal  of  this  flow,  due  to  incompe- 
tency of  the  valves  in  the  communicating 
branches  between  these  sets  of  veins. 
Jentzer,  using  the  radiograph  and  inject- 
ing strontium  bromide,  and  Magnus,  by 
means  of  a hemodrometer,  have  shown 
that  when  the  leg  is  in  a vertical  position 
or  is  raised  to  an  angle  of  45  degrees  the 
flow  of  blood  in  the  superficial  veins  is  cen- 
trifugal ; and  when  the  leg  is  horizontal  the 
flow  is  either  stationery  or  that  toward  the 
heart  is  slower  than  a centrifugal  stream 
when  the  leg  is  vertical  (Forestier).  The 
valves  in  the  communicating  veins  being 
incompetent,  the  blood  now  flows  from  the 
deep  to  the  superficial  veins.  Magnus  has 
also  shown  that  there  is  a reversal  of  blood 
flow  in  the  skin  capillaries  of  the  leg.  This 
leaves  the  extremity  with  a very  abnormal 


circulation,  as  evidenced  by  tracing  the 
course  of  blood  centrifugally  in  the  super- 
ficial veins  being  supplemented  throughout 
its  course  by  blood  coming  from  the  deep 
veins  and  passing  through  incompetent 
valves,  reaching  the  deep  veins  in  the  foot, 
either  through  skin  capillaries  or  through 
the  communcating  veins,  and  that  which 
reaches  the  level  of  the  fossa  ovalis  may 
return  again  to  the  superficial  circulation. 
The  result  of  this  is  that  the  nutrition  of 
the  skin  and  superficial  structures  of  the 
leg  is  greatly  impaired,  and  its  resistance 
to  any  sort  of  pathological  process  is  low. 

Numerous  solutions  have  been  advocated 
for  the  use  as  sclerosing  agents: 

1.  Sodium  salycilate  in  20,  30,  and  40 
per  cent  concentration  used  extensively  by 
Sicard,  Paraf,  and  Forestier. 

2.  Mercuric  chloride  in  1 per  cent  sta- 
tion. 

3.  Calorose  and  invert  sugar  prepara- 
tion is  recommended  by  McPheeter. 

4.  Red  mercuric  iodide,  used  by  Mont- 
pelier and  LaCroix. 

5.  Alcohol  has  been  used  but  has  noth- 
ing to  recommend  it. 

6.  Sodium  chloride,  10  per  cent,  and 
sodium  salycilate,  25  per  cent,  equal  parts 
of  each  solution,  used  by  Maignot  and 
Carlton. 

7.  Glucose,  in  50  to  60  per  cent  concen- 
trations, are  very  thick  solutions  and  very 
difficult  to  inject  through  small  bore 
needle. 

8.  Grape  sugar  in  highly  concentrated 
solutions  is  used  by  Nobel,  of  Vienna. 

9.  Sodium  chloride  in  20  per  cent  solu- 
tion, and  used  in  5 to  10  cc.  amounts  at 
each  site  of  injection,  is  recommended  by 
McPheeter,  especially  for  use  in  larger 
veins. 

10.  Quinin  urethan,  advocated  by  Gen- 

evrier  in  the  following  solutions:  Quinin 
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hydrochloride  4 grams,  urethan  2 grams, 
distilled  water  30  cc.  (provided  in  ampules 
by  Park-Davis  & Co.). 

The  solutions  which  seem  to  answer  all 
the  requirements  after  being  used  and  re- 
ported by  various  workers  in  many  thou- 
sands of  cases  were  sodium  salycilate  in 
20,  30  and  40  per  cent  concentrations  and 
quinin  urethan  solution.  As  these  solu- 
tions seem  to  have  much  to  recommend 
them,  we  used  them  exclusively  in  our 
work. 

Sodium  salycilate  in  20  per  cent  strength 
was  employed  in  the  first  few  cases  without 
success.  Following  this,  we  employed  30 
and  4Q  per  cent  strength,  using  2 to  4 cc. 
at  site  of  each  injection  and  making  only 
three  to  four  injections  at  one  treatment 
with  satisfactory  results  in  every  instance. 
This  solution  is  probably  the  most  efficient 
for  use  in  the  larger  veins.  The  only  ob- 
jection to  its  use  is  the  seere  cramp  that  it 
produces  at  the  time  of  injection.  How- 
ever, this  seems  to  be  of  no  consequence, 
except  in  patients  with  neurotic  tenden- 
cies, as  the  cramp  never  lasts  more  than 
one  or  two  minutes  and,  as  a rule,  only  a 
few  seconds.  It  is  a fairly  severe  cramp 
which  seems  to  follow  the  course  of  the 
vein  downward  and  is  occasionally  expe- 
rienced in  the  region  of  the  fossa  ovalis. 

Quinin  urethan  solution  was  used  in  our 
later  cases,  and  we  consider  this  the 
method  of  choice.  It  does  not  produce  any 
cramps  or  pain  at  the  time  of  injection.  It 
is  very  efficient,  responding  in  every  case, 
and  is  used  in  small  doses,  (4  to  cc. 
being  used  at  each  site  of  injection,  and 
no  more  than  2 cc.’s  being  injected  at  one 
sitting.  The  injections  are  repeated  at 
three  or  four  day  intervals  until  all  veins 
become  thrombosed.  The  number  of  injec- 
tions and  the  duration  of  treatment  de- 
pends entirely  upon  the  extent  of  the 
varicosities.  In  four  of  our  cases  only  one 
injection  was  required.  A few  extensive 
cases  required  from  12  to  24  injections.  In 
our  series  of  17  completed  cases  we  have 
had  no  failures  to  date  and  no  serious 


complications.  One  patient  complained  of 
a severe  chill  which  lasted  for  about  one 
hour,  following  quinin  urethan  injection. 
We  have  had  some  swelling  of  the  leg  fol- 
lowing treatment,  but  this  has  always  sub- 
sided in  a short  time.  Ecchymosis  at  the 
site  of  injection  occurred  in  several  in- 
stances, but  was  of  no  consequence.  In 
several  cases  we  obtained  small  superficial 
sloughs  at  the  site  of  injection,  but  these 
have  never  been  sufficient  to  cause  the 
least  discomfort  to  the  patient  or  to  alarm 
us.  Some  degree  of  perivenitis  probably 
occurs  in  every  case,  and  at  times  it  is 
severe  enough  to  cause  complaint  of  pain, 
tenderness  over  the  vein,  with  reddening 
along  its  course.  Such  cases  are  not 
frequent,  and  rarely  last  more  than  7 to  10 
days. 

The  only  instruments  necessary  are.  any 
type  of  good  syringe,  5 cc.  capacity  for 
salycilate,  and  2 cc.  for  quinin  urethan,  and 
a suitable  needle.  The  needle  we  found 
satisfactory  was  a steel,  short  bevelled, 
25  or  26  guage,  2.5  cms.  in  length. 

There  is  some  question  as  to  the  best 
position  of  the  patient  at  the  time  of  in- 
jection and  as  to  the  use  of  a tourniquet. 
Douthwaite  suggests  the  use  of  a tourni- 
quet to  facilitate  the  puncture  of  a vein. 
Sicard,  Miller,  Thornhill,  and  others  in- 
sert the  needle  into  the  lumen  of  the  vein 
while  the  patient  is  either  sitting  or 
standing.  They  then  haye  him  assume  a 
reclining  position  and  inject  the  fluid. 
Their  reason  for  this  is  twofold : (a)  There 
is  less  blood  in  the  vein  when  the  leg  is  in 
the  horizontal  plane ; (b)  Sicard  has  shown 
that  when  the  leg  is  horizontal  fluid  in- 
jected into  the  superficial  veins  shows  no 
disposition  to  flow  to  the  deeper  veins  but 
tends  to  remain  localized  in  the  vicinity  of 
the  injection.  In  spite  of  the  practical  in- 
ference that  must  be  drawn  from  Sicard’s 
work  the  result  of  the  cases  that  we  have 
had  show  the  position  of  the  patient  to  be 
a matter  of  indifference.  From  our  expe- 
rience the  position  which  affords  the  most 
comfort  to  the  patient  and  to  the  operator. 
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and  at  the  same  time  leaves  the  vein 
dilated  enough  for  an  easy  puncture,  is  the 
best  position. 

After  placing  the  patient  in  the  desired 
position,  the  actual  process  of  injection 
consists  of:  (a)  Cleaning  the  site  of 

puncture  "with  alcohol  or  some  other  color- 
less antiseptic;  (b)  inserting  the  needle 
into  the  lumen  of  the  vein.  (Our  results 
indicate  that  it  makes  no  difference 
whether  the  vein  is  punctured  directly  or 
after  the  needle  has  traversed  a few  milli- 
meters of  skin  and  subcutaneous  tissue)  ; 
(c)  make  suction  by  withdrawing  the 
piston  to  determine  if  the  point  of  the 
needle  is  in  the  lumen  of  the  vein  and 
when  blood  is  drawn  into  the  barrel  of  the 
syringe  the  next  step  may  be  taken;  (d)  in- 
ject the  solution  slowly,  stopping  occa- 
sionally, e.  g.,  after  the  injection  of  each 
1 cc.  to  check  the  position  of  the  point  of 
the  needle.  A careful  watch  should  be 
kept  for  signs  of  edema  and  swelling  of 
the  tissues  around  the  site  of  injection.  If, 
at  any  time,  there  is  any  doubt  whether 
the  needle  is  in  the  vein,  stop  the  injec- 
tion; (c)  leave  the  needle  in  the  vein  for  a 
few  seconds  after  completing  the  injection, 
then  withdraw  it;  (f)  with  a piece  of 
gauze,  exert  firm  digital  pressure  over  the 
puncture  site  for  one  minute,  then  have 
the  patient  continue  this  pressure  for  two 
or  three  minutes  longer;  the  site  of  punc- 
ture may  or  may  not  be  dressed,  according 
to  preference ; (h)  have  the  patient  remain 
quiet  for  five  minutes  after  injection  and 
then  allow  him  to  do  as  he  pleases  (Thorn- 
hill). No  instructions  are  necessary  ex- 
cept to  notify  the  patient  when  to  return. 

The  injections  should  begin  in  the  more 
distal  portion  of  the  limb  and  proceed 
toward  its  proximal  end.  This  allows  for 
the  reverse  direction  of  blood  flow ; the  first 
injections  do  not  interfere  with  the  suc- 
ceeding ones.  Douthwaite  thinks  it  not 
necessary  to  inject  above  the  middle  of  the 
thigh,  since  there  are  usually  no  symptoms 
in  areas  above  this.  He  has,  however,  in- 
jected as  high  as  the  saphenous  opening 


without  untoward  results.  Other  authori- 
ties (Payne), inject  the  whole  of  the 
saphenous  tract  to  within  four  centimeters 
of  the  fossa  ovalis. 

The  immediate  reaction  depends,  as  pre- 
viously mentioned,  on  the  solution  used. 
With  the  sodium  salicylate  solution  there 
is  an  accompanied  cramp;  with  the  quinin- 
urethan  solution  there  is  none.  With  the 
injection  of  either  solution  there  may 
appear  a momentary  constriction  of  the 
vessel  injected,  but  this  is  only  temporary 
and  has  not  bearing  on  the  final  results  of 
the  treatment. 

In  twenty-eight  to  thirty-six  hours  the 
varix  may  be  felt  as  a hard  cord  at  the 
site  of  injection  and  for  a variable  dis- 
tance of  eight  to  sixteen  centimeters  along 
the  vein.  There  may  also  be  a slight 
reddening  along  the  course  of  the  vein 
accompanied  by  some  tenderness  on  palpa- 
tion that  ordinarily  disappears  within  a 
short  time.  At  the  end  of  a week  the 
pains  from  the  varicosities  are  entirely 
gone.  The  disappearance  of  pain  is  a pro- 
gressive affair,  and  often  can  be  noticed  on 
the  second  or  third  day  of  the  treatment, 
becoming  less  intense  each  day  until  it  is  no 
longer  felt.  On  the  fourth  to  the  sixth 
day  the  thronibosed  vessels  are  slightly 
less  prominent  than  before  treatment  and 
often  disappear  within  two  weeks  and  may 
be  felt  as  small  hard  cords  running  beneath 
the  skin.  There  are  some  cases  which  re- 
quire a longer  time  for  the  veins  to 
disappear,  but  few  of  these  require  more 
than  two  monfhs.  During  the  entire  course 
of  treatment  the  patient  is  encouraged  to 
walk  about  and  is  at  liberty  to  attend  to  his 
or  her  work. 

The  action  of  the  sclerosing  solutions  on 
the  varicose  veins  has  been  given  various 
terms.  Sicard  and  Forestier  emphasize 
that  the  reaction  is  essentially  a “venitis” 
as  being  localized,  generating  a very 
adhesive  clot,  which  does  not  give  rise  to 
pain  or  edema  of  the  extremity,  leaves  an 
atrophied  cord,  and  has  positively  no  ten- 
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dency  to  give  rise  to  emboli.  Phlebitis  is 
defined  as  causing  pain  with  a frequent  ex- 
tension from  the  superficial  network  to  the 
deep  lying  network,  causing  edema  of  the 
extremity,  the  clot  formed  is  often  loose 
and  afloat  in  the  blood  in  the  dilated  cavity, 
atrophy  does  not  take  place,  and  the  veins 
remain  hard  and  bulky.  Further  attacks 
of  infection  are  possible  which  may  give 
rise  to  emboli.  Sir  Sidney  Alexander<^^> 
describes  the  same  process  as  a “chemosis 
of  the  intima  that  suggests  acute  conges- 
tion of  the  vein  that  may  be  sufficient  to 
cause  the  opposing  intima  to  come  together 
and  obliterate  the  vein.”  Others  writers 
term  the  process  a phlebitis,  as  all  the 
coats  of  the  vein  are  penetrated  by  the 
fluids,  as  shown  radiologically  by  Sicard 
and  Gaugler.  The  greatest  response  is 
obtained  from  the  intima,  for  here  there  is 
a hyperplasia  of  the  endothelial  cells  with 
approximation  of  the  adjacent  walls. 
Secondary  to  this,  a thrombus  is  formed 
and  is  characterized  by  being  very  hard, 
tenacious,  adhering  very  closely  to  the 
walls  of  the  vessel,  and  anchored  to  these 
walls  by  a firm  network  of  fibrous  tissue 
that  permeates  the  thrombus  and  is  at- 
tached to  the  entire  circumference  of  the 
inner  coat  of  the  vein;  it  is  not  infected; 
shows  no  tendency  to  break  up  and  form 
emboli,  and  organizes  very  quickly. 

Marked  cardiac  or  renal  diseases,  edema 
of  the  leg,  old  feeble  patients,  collateral 
varices,  pregnancy,  and  recent  varicose 
phlebitis  have  been  mentioned  as  contrain- 
dications to  this  method  of  treatment,  and 
with  these  we  concur.  Only  under  excep- 
tional circumstances  do  we  advise  this 
treatment  during  pregnancy. 

The  greatest  objection  to  this  treatment 
is  the  possibility  of  the  occurrence  of 
embolism.  It  is,  certainly,  a theoretical 
possibility,  but,  as  Dr.  E.  T.  Bell,  Professor 
of  Pathology  at  the  University  of  Minne- 
sota, expresses  it,  “There  is  no  amount  of 
experimental  work  that  can  rule  out 
theoretical  possibility  of  embolism,  but  the 
practical  clinical  evidence  of  large  numbers 


of  cases  injected  at  home  and  abroad  with 
thousands  of  injections  having  been  made 
and  only  one  fatality  from  embolism,  is 
sufficient  evidence  to  outweigh  the  theoreti- 
cal possibility.”  (McPheeter,  1927.)  Not 
a single  fatality  has  been  reported  follow- 
ing the  use  of  either  sodium  salycilate  or 
the  quinin-urethan  solutions.  Olson  re- 
ports a fatality  following  the  injection  of 
calarose,  and  Lomholt  (Forestier)  one  that 
followed  the  use  of  sodium  chloride. 
McPheeter  (Oct.,  1928)  collected  from  the 
literature  seven  fatalities  that  are  at- 
tributed to  the  use  of  sclerosing  solution. 

The  injection  treatment  has  many  advan- 
tages over  surgical  excision  in  that:  (a)  It 
requires  no  anesthetic  and  the  discomfort 
that  follows  the  use  of  an  anesthetic; 
(b)  the  injection  method  is  anbulatory  and 
does  not  take  the  patient  away  from  his 
or  her  work,  while  the  excision  of  the  veins 
requires  complete  disability  for  a period 
of  several  weeks;  (c)  the  pain  from  the 
introduction  of  the  needle  is  all  that  is 
experienced,  other  than  the  cramp  with 
the  injection  of  sodium  salicylate,  and 
this  is  surely  less  than  that  experienced 
by  the  dressing  of  the  wound  and  removal 
of  the  sutures;  (d)  even  a slight  scar  left 
from  excision  may  be  objectionable  in  some 
women  who  have  their  varices  removed  for 
cosmetic  effect — injections  leave  no  scars; 
(e)  the  injections  are  far  less  expensive 
than  the  cost  of  excision;  (f)  recurrence 
may  be  easily  treated  with  a few  more 
injections. 

CONCLUSIONS. 

(1)  Obliteration  of  varicose  veins  of 
the  lower  extremity  by  the  use  of  intrav- 
enous sclerosing  solutions  has  proiven 
highly  satisfactory.  The  solutions  of 
choice,  we  believe,  are  quinin,  urethan  and 
sodium  salicylate. 

(2)  The  reaction  of  the  vein  is  essen- 
tially that  of  an  aseptic  inflammation 
caused  by  chemicals,  and  followed  by  the 
formation  of  a thrombus  that  obliterates 
the  vein,  and  is  characterized  by  the  fact 
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that  it  shows  no  tendency  to  break  up  and 
form  emboli  and  that  it  organizes  quickly. 

(3)  There  is  no  loss  of  time  from  work 
as  the  entire  treatment  is  ambulatory  and 
the  procedure  is  relatively  painless. 

(4)  Relief  is  prompt,  and  progressive 
with  a return  of  the  normal  contour  of  the 
diseased  leg  without  any  traces  of  previos 
vuarices. 

(5)  Varicose  ulcers  and  varicose 
eczema  respond  to  this  in  conjunction  with 
local  treatment. 

(6)  Recurrences  are  not  more  frequent 
than  that  following  excision  and  such 
cases  are  easier  handled  with  the  in- 
jections. 

(7)  The  treatment  improves  the  circu- 
lation in  the  legs  without  incapacitating 
the  patient  in  any  manner. 

(8)  There  is  no  record  of  embolism 
having  occurred  following  the  use  of  the 
solutions  advocated  by  the  writers. 
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DISCUSSION. 

Dr.  Earl  Garside:  The  authors  have  so  admir- 

ably handled  this  subject  that  there  seems  little 
to  add.  I am  glad  to  note  their  attitude  is  that, 
although  the  injection  treatment  of  varicose  veins 
is  not  extremely  difficult,  there  is,  however,  an 
element  of  danger  in  it,  and  in  common  with 
many  other  worthy  procedures  in  the  realm  of 
surgery,  it  is  not  “fool-proof.” 

Unfortunately,  I have  had  no  experience  in  the 
use  of  quinin  hydrochloride  and  urethan  solution, 
which  is  apparently  the  authors’  choice  of  solu- 
tions. It  seems  to  have  all  the  advantages  of  the 
others  and  none  of  the  disadvantages.  In  my  first 
cases  I used  15  per  cent  to  20  per  cent  sodium 
chloride  solution,  and  had  no  bad  results.  After 
using  it  for  about  two  months  I learned  of 
McPheeters’  experience  of  slough  following  its 
use.  Knowing  of  Forestier’s  work  I began  the  use 
of  20  per  cent  to  30  per  cent  sodium  salicylate 
solution,  which  gave  excellent  results.  A few 
patients  complained  of  slight  cramp,  but  in  none 
was  it  sufficient  to  cause  much  concern.  I was 
hesitant  to  try  other  solutions  of  which  I knew 
less.  The  glucose  solution  is  difficult  to  inject, 
and  forms  a friable  clot,  necessitating  the  wearing 
of  a bandage  to  compress  the  intima  of  the  veins 
to  facilitate  sclerosis.  The  mercuric  solutions  are 
known  to  be  toxic,  and  may  be  so  caustic  as  to 
form  sloughs. 

By  way  of  emphasis,  may  I repeat  some  of  the 
authors’  contraindications.  Certainly  injection 
should  be  avoided  in  veins  recently  the  site  of  a 
phlebitis.  To  proceed  under  these  circumstances 
is  to  invite  disaster  from  infection  and  septic 
emboli.  The  phlebitis  seen  about  chronic  ulcers  is 
not  a contraindication,  however.  Of  course  scler- 
osing the  superficial  veins  should  not  be  done  when 
the  deep  veins  are  not  competent  to  assume  all 


the  responsibility  of  venous  circulation  of  the 
extremity. 

Undoubtedly  the  injection  treatment  of  various 
veins  has  passed  the  experimental  stage  and  has 
earned  its  place  among  recognized  therapeutics. 


NEUROLOGY  AND  THE  EAR. 

GILBERT  C.  ANDERSON,  M.  D., 

New  Orleans. 

The  eighth  pair  of  cranial  nerves  con- 
sists both  functionally  and  anatomically  of 
two  distinct  nerves  subserving  hearing 
and  equilibrium,  or  spatial  orientation.  A 
third  component,  the  intermediate  nerve 
of  Wrisberg,  travels  for  a distance  with 
the  eighth  but  it  is  not  concerned  with  the 
function  of  the  eighth.  While  the  audi- 
tory branch,  or,  rather,  portion,  of  the 
eighth  is  the  sole  mediator  of  hearing,  the 
vestibular  branch  is  reinforced  in  its  func- 
tion of  maintaining  equilibrium  by  other 
factors  as  the  deep  sensations  from  the 
joints,  tendons  and  muscles,  by  touch,  by 
vision,  and  possibly  somewhat  by  hearing. 

The  cochlear  nerve  originates  in  the 
spiral,  ganglion  of  the  cochlear,  the  cells 
are  bipolar,  the  periphereal  branches  run- 
ning to  cells  in  the  organ  of  Corti,  the 
centrally  directed  branches  passing  to  the 
ventral  and  dorsal  nuclei  of  the  auditory 
nerve.  The  fibres  then  pass  to  the  trape- 
zoid body  and  the  superior  olive,  most  of 
them  crossing  but  some  remaining  homo- 
lateral, then  by  way  of  the  lateral  fillet  to 
the  internal  geniculate  and  the  inferior 
corpra  quadragemini,  then  sweeping 
through  the  posterior  portion  of  the  sen- 
sory part  of  the  internal  capsule  they 
reach  the  cortical  centers  of  hearing  in  the 
superior  temporal  gyrus.  As  some  of  the 
fibres  are  not  crossed  hearing  has  a bila- 
teral cortical  representation. 

The  vestibular  nerve  begins  in  the  gan- 
glion vestibulare,  or  Scarpa’s  ganglion. 
These  cells  are  also  bipolar  and  the  peri- 
pherelly  directed  fibres  pass  to  the  recep- 
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tors  in  the  semicircular  canals,  the  utricle 
and  the  saccule.  The  centrally  directed 
fibres  enter  the  brain  stem  where  they 
divide,  some  passing  downward  to  the  ves- 
tibular nucleus  while  ascending  fibres 
reach  the  medial,  lateral  and  superior 
nuclei.  A few  fibres  pass  directly  to  the 
cerebellar  cortex.  A bundle  of  fibres  from 
the  vestibular  nucleus  descends  the  cord  as 
the  vestibulo-spinal  tract  to  end  about  the 
anterior  horn  cells,  effecting  the  muscles  by 
way  of  the  axones  of  these  cells  or  the 
final  common  pathway.  The  ascending 
fibres  from  the  nuclei  are  directed  upward 
in  the  posterior  longitudinal  bundle  to  ter- 
minate about  the  cells  of  the  oculomotor 
nuclei  bringing  the  vestibular  function  into 
synergic  action  with  the  oculomotor  mus- 
cles. It  is  also  quite  probable  that  some 
fibres  are  connected  with  the  vagus. 

Clinically  the  two  portions  of  the  nerve 
are  generally  effected  in  periphereal  lesions 
while  there  may  be  an  entirely  disassoci- 
ated interference  with  function  in  central 
lesions.  It  is  however  to  be  borne  in  mind 
that  hearing  can  be  entirely  abolished  by 
a central  lesion  which  is  bilateral  because 
of  its  bilateral  cortical  representation. 

The  seventh  nerve,  owing  to  its  juxtapo- 
sition, is  frequently  effected  along  with  the 
eighth,  especially  in  cerebello-pontine  an- 
gle lesions,  but  the  eighth  may  be  effected 
much  sooner  than  the  seventh  because  the 
seventh  is  firmer  and  denser.  One  might 
assume  that  such  a lesion  which  will  effect 
the  seventh  will  almost  surely  effect  the 
eighth  also,  whereas  a lesion  effecting  the 
eighth  may  spare  the  seventh  for  a long 
time.  An  example  is  a tumor  of  the  eighth 
nerve  which,  when  it  effects  the  seventh, 
generally  does  so  rather  late. 

Lesions  of  the  eighth  nerve  naturally 
manifest  themselves  by  interference  with 
its  function  resulting  in  tinnitus,  deafness 
and  vertigo.  While  it  is  true  that  most 
lesions  of  the  nerve  will  affect  both  por- 
tions, certain  toxic  substances  seem  to 
exercise  a selective  action  upon  one  or  the 
other,  as  vertigo  from  alcohol  and  tobacco 
and  tinnitus  and  even  deafness  from  quin- 


ine and  salicylates.  Vestibular  disturb- 
ances affect  the  vagus  far  more  decidedly 
than  do  those  of  the  auditory  apparatus, 
as  witness  the  nausea  and  vomiting  so 
frequently  associated  with  vertigo  and 
viceversa.  Tinnitus  is  a noise  in  the  ear 
and  may  vary  from  a very  indistinct  and 
highpitched  hum  to  a roaring,  rending, 
breaking  or  cracking  sound  either  contin- 
uous or  intermittent.  It  is  often  an  early 
symptom  and  may  occur  months  or  years 
before  any  diminution  of  hearing  is 
noticed.  During  such  a period  it  may  be 
more  or  less  continuous  or  it  may  exist  for 
a time  and  then  cease  altogether  to  be  for- 
gotten and  recalled  only  with  difficulty 
when  other  symptoms  bring  the  patient  for 
consultation.  It  will  disappear  with  the 
onset  of  deafness.  Some  patients  with  im- 
paired hearing  will  recall  tinnitus  as 
having  existed  a long  time  before  only 
after  diligent  questioning.  The  symptom 
is  present  in  lesions  of  all  degrees  of 
severity  ranging  from  intracranial  tumors 
to  inspissated  cerumen;  among  other  con- 
ditions in  which  it  occurs  one  might 
mention  meningitis  or  other  diseases  of 
the  base  of  the  brain,  epleptic  aura, 
migraine,  uremia,  arterio-sclerosis,  laby- 
rinthritis,  perforation  of  the  tympanic 
membrane,  aneurisms,  anemia,  Eustachian 
occlusion,  otosclerosis,  toxic  conditions 
from  acute  infections  or  drug,  and  last  but 
not  least,  hysteria.  Tinnitus  as  a symptom 
should  always  receive  a good  deal  of  re- 
spect and  be  investigated  with  the  utmost 
care.  The  treatment  is,  of  course,  the 
treatment  of  the  underlying  cause,  pre- 
suming this  can  be  found. 

In  every  case  of  impaired  hearing  it  is 
desirable  to  learn  if  the  deafness  is  of  the 
nerve  or  endorgan  type.  Much  can  of 
course  be  learned  by  comparing  air  con- 
duction with  bone  conduction  after  the 
method  of  Rinne.  Normally  air  conduction 
is  greater  than  bone  conduction,  but  in 
disease  of  the  endorgan  the  formula  is  re- 
versed. The  technic  of  the  test  is  familiar 
to  all,  but  it  might  be  mentioned  in  passing 
that  to  definitely  localize  bone  conduction 
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to  one  side  a noise  apparatus  should  be 
used  in  the  opposite  ear.  A lesion  of  the 
temporal  lobe  or  a lesion  which  effects  the 
temporal  lobe  may  cause  unilateral  deaf- 
ness, or,  if  bilateral,  a complete  deafness. 
Such  lesions  are  rare,  but  bilateral  deaf- 
ness is  common  in  Schilder’s  disease  or  en- 
cephalitis periaxalis  diffusa,  the  lesion 
generally  starts  in  the  occipital  region  and 
the  cases  might  go  first  to  an  ophthalmol- 
ogist but  as  the  lesion  advances  forward 
the  temporal  lobes  will  be  involved  and 
bilateral  deafness  will  occur.  Lesions 
effecting  the  first  temporal  convolution 
may  cause  word  deafness  in  which  the 
patient  clearly  hears  all  sounds  but  does 
not  interpret  word  sounds  as  they  have 
lost  their  association.  In  lesions  of  the 
posterior  limb  of  the  internal  capsule  deaf- 
ness occurs  on  the  side  of  the  hemianes- 
thesia which  is  the  contralateral  side  of 
the  body  owing  to  the  decussation  of  the 
fibres.  Hyterical  deafness  is  generally 
unilateral  and  usually  there  is  present 
some  other  factor  to  arouse  the  examiner’s 
suspicion;  it  is  sometimes  associated  with 
hysterical  hemianesthesia,  not  necessarily 
on  the  same  side. 

The  eighth  nerve  is  probably  the  site  of 
new  growths  more  frequently  than  any 
other  cranial  nerve.  These  growths  are 
mostly  neurofibromata  which  are  histologi- 
cally benign  but  clinically  malignant,  as 
they  can,  and  frequently  do,  cause  death. 
They  can  exhibit  a wide  variety  of  signs 
and  symptoms,  according  to  their  size,  for 
when  they  reach  a considerable  growth 
they  affect  not  only  the  eighth  but  the 
sixth  and  seventh  nerves  directly.  They 
may  also  push  toward  the  midline  and 
crowd  the  pons  and  medulla  toward  the 
opposite  side.  Such  pressure  will  affect 
the  lower  cranial  nerves,  the  peduncles, 
the  tracts  passing  through  the  pons,  oc- 
clude the  aqueduct  of  Sylvius,  causing  an 
internal  hydrocephalus,  and  may  finally 
embarrass  the  vital  medullary  centers. 
This  might  occur  either  through  direct 
pressure  or  by  increase  in  the  general  in- 
tracranial pressure.  The  writer  has  seen 


two  cases  in  which  the  brain  stem  was 
markedly  displaced  by  tremendous  acoustic 
tumors.  These  tumors  have  a very  slow 
growth  and  may  be  present  for  a number 
of  years  before  the  patient  comes  for  relief. 
Generally  the  diagnosis  presents  less  diffi- 
culty than  that  of  many  other  intracranial 
lesions.  Roentgenologic  technic  has  been 
developed  which  often  shows  erosion  of  the 
internal  auditory  meatus.  A tumor  in  the 
cerebello-pontine  angle,  other  than  an 
acusticus,  may  prove  confusing  but  the 
treatment  is  the  same.  Posterior  fossa 
tumors  in  general  may  effect  the  eighth 
nerve.  Tabes  dorsalis  commonly  affects 
the  eighth  nerve;  probably  as  frequently 
as  it  does  the  second,  and  in  a similar 
manner,  although  sometimes  the  site  of  the 
process  is  in  the  ear;  the  deafness  is  gen- 
erally very  slowly  progressive  but  it  may 
develop  swiftly;  it  is  usually  bilateral  but 
may  be  more  marked  on  one  side.  Tabetics 
are  also  subject  to  tinnitus  and  vertigo 
which  may  be  severe  enough  to  cause  vom- 
iting and  prostration. 

The  function  of  the  semicircular  canals 
is  spatial  orientation ; a disturbance  of  this 
function  is  characterized  by  vertigo,  com- 
monly called  “dizziness”  or  “swimming  of 
the  head;”  equilibrium  may  be  entirely 
upset  by  vertigo.  Vertigo  is  essentially 
a vestibular  dysfunction  although  the  pri- 
mary or  exciting  cause  may  be  in  some 
part  distantly  removed  from  the  ear.  This 
is  particularly  true  in  gastro-intestinal 
disorders,  diseases  of  the  biliary  appar- 
atus and  any  of  the  multiplicity  of  dis- 
turbances to  which  the  female  pelvis  is 
heir.  It  is  frequently  associated  with  head- 
aches, especially  migraine,  and  accom- 
panies imbalances  of  the  oculomotor 
muscles  or  even  eye  fatigue;  it  may  be  in- 
duced by  gazing  at  rapidly  moving  objects 
when  riding  on  a train,  and  even  by 
nystagmus;  it  is  the  prime  factor  in  sea- 
sickness and  car  sickness.  Text  books 
and  outlines  for  neurologic  examinations 
frequently  separate  vertigo  into  objec- 
tive and  subjective;  objective  when  the 
outer  world  seems  to  spin  around  the 
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patient  and  subjective  when  the  patient 
seems  to  spin  upon  his  own  axis  in 
a stationaiw  world.  In  the  application 
of  this  principle  one  is  apt  to  find 
that  only  rarely  will  a patient  be  able 
to  tell  whether  himself  or  the  outer  world 
has  been  spinning.  Some  have  thought 
that  an  intracerebellar  lesion  will  cause 
objective  vertigo  away  from  the  side  of  the 
lesion  and  an  extra  cerebellar  lesion  toward 
the  same  side.  The  most  striking  vertig- 
inous syndrome  is  that  described  by 
Meniere  as  being  due  to  an  effusion  of 
blood  into  the  canals — some  of  the  cases 
do  have  such  hemorrhages,  but  not  all.  The 
vertigo  is  so  intense  that  the  subject  is 
struck  down  as  if  by  an  axe,  perspiration 
is  profuse,  there  is  nausea  and  vomiting 
and  even  consciousness  may  be  lost  for  a 
time;  it  is  often  accompanied  by  tinnitus 
and  deafness,  the  deafness  may  be  com- 
plete and  last  for  some  time.  Occasion- 
ally there  are  premonitory  symptoms  as 
a slight  vertigo  or  tinnitus.  An  exam- 
ination of  the  ear  will  show  the  tym- 
panic membrane  and  Eustachian  tube 
normal.  The  condition  is  someimes  con- 
fused with  gastro-intestinal  upsets,  epi- 
lepsy, apoplexy,  or  brain  tumor.  The  at- 
tacks may  last  hours  or  days  and  may 
occur  at  frequent  or  long  intervals,  re- 
covery from  the  acute  attack  is  the  rule, 
but  the  vertigo  is  apt  to  remain.  Vertigo 
is  rare  in  childhood  but  becomes  more  com- 
mon as  age  advances  and  men  are  more 
often  affected  than  women.  Arterio  scler- 
osis, hypertension,  nephritis,  gout  and 
rheumatism  are  often  present  in  elderly 
subjects  given  to  vertigo;  tinnitus  and  im- 
pairment of  hearing  are  common  accom- 
paniments as  might  be  assumed  from  the 
structure  of  the  eighth  nerve.  Vertigo  is 
a prominent  symptom  of  a rare  and  obscure 
disease  known  as  paralyzing  vertigo  or 
Gerlier’s  disease.  It  has  not  been  reported 
in  this  country  so  far  as  the  writer  knows, 
seems  to  attack  strong  and  healthy  people 
and  has  a tendency  toward  families;  it 
occurs  in  the  summer,  there  is  a sudden 
onset  of  vertigo  with  pain  in  the  neck,  in- 


terference with  vision  and  marked  muscu- 
lar weakness  even  to  the  point  of  pros- 
tration. The  attacks  lasts  only  a few 
minutes  but  may  occur  with  great  fre- 
quney  over  a period  of  years  and  then 
disappear.  The  Barany  tests  are  par  ex- 
cellence for  vestibular  function ; the  technic 
need  not  be  described. 

Neuralgia  of  the  ninth  nerve  may  first 
come  to  the  ear,  nose  and  throat  specialist, 
as  the  pain  is  in  the  throat  but  radiates  to 
the  ear.  This  is  not  a common  condition 
but  it  is  very  characteristic  and  striking; 
it  is  apparently  a major  neuralgia  of  the 
ninth  nerve  exactly  analogous  to  the  tic 
doulereaux  of  the  fifth  nerve.  The  pain  is 
of  the  same  sudden,  lightning-like,  lanci- 
nating character  and  of  momentary  dura- 
tion. It  is  located  along  the  lateral  wall 
of  the  upper  oropharynx  in  the  region  of 
the  tonsil  and  anterior  pillar  and  at  the 
base  of  the  tongue,  it  radiates  to  the  ear 
on  the  same  side.  There  are  trigger  zones 
as  in  trifacial  neuralgia  and  the  pain  is 
brought  on  by  eating,  drinking,  especially 
cold  liquids,  talking,  etc.  The  patients  are 
completely  disabled  and  describe  the  pain 
as  intolerable.  The  pain  may  be  tempor- 
arily abolished  by  cocainization  of  the 
trigger  zone  but  is  permanently  relieved  by 
section  of  the  ninth  nerve,  and  as  this  sec- 
tion should  be  made  proximal  to  the 
ganglion,  it  must  be  done  intracranially. 

Chronic  purulent  otitis  media,  mastoid 
inflammation  and  occasionally  acute  puru- 
lent otitis  media  may  result  in  intracranial 
complications,  as  the  roof  of  the  antrum  or 
tympanum  is  liable  to  perforation.  We 
may  encounter  sinus  thrombosis,  brain 
abscess,  intra  or  extradural,  or  meningitis. 
The  neurologist  is  seldom  called  in  sinus 
thrombosis  but  may  be  consulted  in  abscess 
or  meningitis.  Extradural  abscess  may  be 
just  above  the  tympanic  roof  or  about  the 
sigmoid  sinus  and  may  be  suspected  when 
the  discharge  becomes  less  or  disappears 
and  the  patient  shows  signs  of  meningeal 
irritation.  Extradural  abscesses  are  more 
common  than  subdural,  the  dura  being  a 
tremendous  barrier.  The  subdural  ab- 
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scesses  are  in  the  temporal  lobe  or  the 
cerebellum — more  commonly  the  former. 
The  temporal  type  lend  themselves  more 
readily  to  drainage  as  the  intracranial 
pressure  tends  to  keep  the  cortex  pushed 
up  against  the  opening  and  so  occlude  the 
subarachnoid  space,  but  in  the  posterior 
fossa  with  its  large  cisterns  there  is  more 
chance  for  the  infection  to  spread.  It  is 
probable  that  many  small  extradural 
abscesses  become  localized  and  heal  spon- 
taneously, and  while  the  same  thing  may 
happen  to  a small  intradural  abscess  it 
seems  far  less  likely.  An  intradural  ab- 
scess may  become  localized  and  exist  for  a 
long  time  to  suddenly  burst  and  result  in  a 
rapid  death. 

A patient  who  has  had  a chronic  ear  or 
mastoid  disease  may  complain  of  headache, 
which  is  the  earliest  and  most  common 
symptom ; the  headache  is  apt  to  persits  and 
may  be  of  moderate  or  the  most  extreme 
severity;  he  will  also  report  a chilly  sensa- 
tion, not  a real  shaking  chill ; there  is  a 
feeling  of  general  malaise  but  no  marked 
prostration.  Vomiting  is  the  rule  and  it  is 
frequently  spontaneous — that  is,  not  asso- 
ciated with  meals  or  nausea  yet  hardly  of  a 
true  projectile  type.  Projectile  vomiting 
occurs  when  the  intracranial  pressure  is 
increased.  Temperature  and  leukocytosis 
may  or  may  not  be  of  help — not  too  much 
dependance  can  be  placed  upon  them  as  the 
temperature  may  be  subnormal,  normal  or 
elevated ; percussion  tenderness  may  be 
elicited  over  the  site  of  the  encephalitis  and 
the  patient  will  most  likely  be  irritable  and 
fussy. 

A picture  of  this  kind  points  very 
strongly  toward  intracranial  invasion  in  an 
early  stage.  As  the  invasion  progresses 
more  positive  signs  appear,  there  is  more 
definite  evidence  of  meningeal  irritation 
and  the  spinal  fluid  should  now  show  a 
great  increase  in  cell  count  with  many 
polymorphonuclear  leukocytes.  If  abscess 
forms  in  the  tempero-sphenoidal  lobe  there 
may  be  one  or  more  convulsion ; a homono- 
mous  hemianopsia  is  of  great  localizing 
significance,  this  may  be  for  colors  only  and 


it  may  be  transitory,  but  do  not  be  misled  if 
it  is  present  one  day  and  absent  the  next. 
Aphasia  in  a right  handed  individual  in 
whom  a tempero-sphenoidal  abscess  is  sus- 
pected on  the  left  side  is  about  as  definitely 
diagnostic  as  one  could  ask.  Motor  paral- 
ysis may  develop;  the  first  muscles  affected 
are  generally  those  of  the  face,  the  cortical 
centers  being  low  down  in  the  precentral 
region.  Such  a paralysis  is,  of  course,  cor- 
tical in  type,  which  is  to  say,  it  involves 
the  lower  portion,  the  upper  having  a 
bilateral  cortical  representation.  Much 
later  there  may  be  paresis  of  the  arm  and 
leg,  seldom  a frank  hemiplegia. 

An  infratentorial  abscess  will  naturally 
give  signs  of  cerebellar  involvement  in 
addition  to  the  general  signs  of  brain  in- 
vasion. There  is  occiptal  tenderness  and 
pain,  cervical  pain  with  rigidity;  the  head 
may  be  tilted  to  one  side,  usually  the  side 
of  the  lesion,  ataxia,  incoordination,  asyn- 
ergia,  past  pointing,  dysdiadokokinesis, 
cerebellar  rebound,  nystagmus,  ocular  pal- 
sies, conjugate  deviation  and  loss  of  cor- 
neal reflex  are  some  of  them.  Then  too 
when  the  pressure  is  sufficient  to  interfere 
with  the  ventricular  circulation,  which  oc- 
curs early  in  infratentorial  lesions,  we  en- 
counter a hydrocephalus,  most  probably  in- 
ternal, with  its  accompanying  choking  of 
the  optic  discs  and  evidence  of  pressure 
everywhere  within  the  cranial  cavity. 
Spinal  puncture  in  brain  abscess  wjould 
certainly  help  in  diagnosis  by  an  early  dem- 
onstration of  meningeal  irritation  but  it  is 
frowned  upon  by  some  upon  the  assump- 
tion that  the  disturbance  of  pressure  may 
favor  spread  of  the  infection  or  even  break 
down  or  impede  the  walling-off  process. 

So  soon  as  one  can  feel  sure  of  the  diag- 
nosis of  abscess  it  should  be  drained.  Some 
few  have  broken  through  to  the  outside 
and  drained  spontaneously  but  to  await 
such  an  eventuality  is  to  show  an  unjusti- 
fiable optimism,  if  not  drained  the  abscess 
is  probably  far  more  likely  to  rupture  into 
a ventricle  and  cause  death  very  promptly. 

There  is  another  condition  upon  which  I 
should  like  to  touch  and  that  is  the  possi- 
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ble  effect  upon  the  region  of  the  ear  of  mal- 
ocusion  of  the  teeth.  A malocusion  which 
disturbs  the  normal  relationship  between 
the  condyle  and  the  glenoid  fossa  will 
sometimes  produce  symptoms  referable  to 
the  ear  alone.  This  is  seen  particularly  in 
cases  where  sufficient  teeth  are  missing  on 
one  side  to  destroy  occlusion  on  that  side; 
when  the  muscles  of  mastication  contract 
the  ramus  on  that  side  is  pulled  to  a higher 
level  and  so  cants  the  entire  mandible  dis- 
turbing the  normal  relationships  of  the 
joint.  In  the  edentulous  there  is  an  abnor- 
mal degree  of  approximation  and  even 
when  the  teeth  have  become  considerably 
worn  there  maybe  an  increase  in  the  nor- 


mal limitation  of  action  of  the  joint.  Such 
a condition  could  also  occur  in  cases 
where  plates  are  not  well  fitted.  The  com- 
monest symptom  is  pain  in  the  region  of 
the  ear  although  function  may  also  be  de- 
ranged, such  derangement  is  more  likely 
to  take  the  form  of  dizziness  occurring 
upon  eating.  It  has  also  been  observed 
that  many  of  the  edentulous  complain  of 
a loss,  or  a distinct  diminution  of,  the  sense 
of  taste. 

These  symptoms  may  he  attributed  to 
the  nearness  of  the  articulation  to  the  mid- 
dle ear  and  the  corda  tympani  and  in  cases 
of  pain  in  the  ear  which  cannot  be  ex- 
plained or  dizziness  after  eating  it  might 
be  well  to  examine  the  mouth. 
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A CASE  OF  AINHUM. 

R.  C.  HILL,  M.  D., 

Bellamy,  Ala. 

Ainhum  is  sufficiently  rare,  especially  in 
women,  to  warrant  the  report  of  a case; 
and,  so  far  as  I have  ascertained,  this  is  the 
only  one  to  be  reported  from  Alabama. 

Case  report.  Mary  W.,  a negro  woman,  aged 
33  years,  widowed,  came  for  treatment  in  April, 
1928,  for  a painful,  swollen  right  little  toe.  About 
seven  years  ago  she  noticed  a callous  on  the 
medial  side,  and  another  on  the  lateral  side,  of 
this  toe.  These  calloused  areas  gradually  spread 
around  the  toe,  completely  encircling  it,  and  the 
band  became  grooved.  This  groove  has  gradually 
deepened;  the  toe  has  been  painful  and  swollen  for 
the  past  three  months,  and  ulcerated  on  its  floor 
for  two  weeks.  The  left  little  toe  has  had  a 
similar  constricted  callous  around  it  for  approxi- 
mally  the  same  length  of  time.  This  groove  is 
not  nearly  so  deep,  nor  is  this  toe  painful. 

Family  History.  Father  is  living,  aged  56  years, 
and  in  good  health.  Mother  died  at  age  of  45  of 
“heart  trouble”.  One  brother  and  two  sisters  are 
living  and  in  good  health.  The  patient  and  her 
parents  were  born  and  have  always  lived  in  this 
immediate  vicinity. 

Medical  History.  Patient  has  had  measles,  ma- 
laria, influenza,  and,  in  February,  1928,  lobar 
pneumonia.  The  right  little  toe  has  been  painful 
since  this  attack  of  pneumonia.  Menses  began  at 
the  age  of  14  years  and  have  always  been  regular. 

Physical  Examination.  The  physical  examina- 
tion does  not  give  much  of  interest  except  the  con- 


dition of  the  toes.  The  patient  is  a well-developed, 
well-nourishd  negro  woman  of  about  33  years  of 
age  of  somewhat  inferior  mentality.  The  pupils 
react  to  light  and  accommodation;  the  patellar  re- 
flex is  present;  there  is  a whitish  ring  in  the 
cornea  resembling  an  arcus  senilis.  The  veins  of 
the  feet  are  prominent;  the  right  little  toe  shows 
a calloused  band  encircling  the  toe  at  the  first  in- 
terphalangeal  joint.  This  band  is  constricted  and 
is  fissued  along-  the  medial  and  dorsal  aspect.  This 
raw  surface  does  not  bleed  easily.  Distal  to  this 
band  the  toe  is  swollen  and  tender,  and  is  spheri- 
cal in  shape.  The  left  little  toe  shows  a similar 
band  but  the  constriction  is  not  nearly  so  marked; 
here  the  calloused  area  is  more  pronounced  on  the 
lateral  surface  and  also  medially,  where  it  presses 
against  the  adjacent  toe. 

Wassermann  reaction  is  negative  and  the  urine 
shows  nothing  abnormal. 

Notes.  The  patient  has  been  seen  often 
since  the  first  examination;  the  ulcerated 
areas  have  healed;  that  is,  become  covered 
over  with  a thick,  comified  layer,  only 
later  to  lose  that  ag’ain.  The  toe  is  not 
painful  now,  but  is  still  globular  in  shape. 
The  groove  has  deepened,  constricting  the 
toe  more.  Roentgen-ray  pictures  show 
partial  absorbtion  of  the  ends  of  the 
bones  making  up  the  first  interphalangeal 
joint,  and  lying  under  the  callous  ring.  The 
left  toe  shows  little  change.  The  patient 
refuses  amputation  and  it  will  be  possible 
to  watch  developments  in  the  case. 
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THE  USAGE  OF  WORDS. 

Words  have  been  used  to  express 
thoughts,  ideas  and  intentions  from  the 
time  the  human  race  first  separated  itself 
by  the  process  of  evolution  from  the  lower 
quadrupeds.  Gradually  there  has  evolved,  in 
an  orderly  process,  a certain  formality  in 
the  use  of  words  which  is  known  as  gram- 
mar. Conformity  of  grammatical  rules  is 
in  a sense  the  index  by  which  an  educated 
man  is  distinguished  from  him  who  has 
lacked  educational  advantages.  It  follows 
that  those  who  have  enjoyed  the  blessings 
of  training  should  speak  a language  which 
is  understandable  and  agreeable  to  others. 


If  one  should  strip  from  the  vocabularies 
employed  by  the  physician,  the  lawyer,  or 
the  priest  the  purely  technical  tenns,  he 
might  expect  to  find  that  these  men  use 
similar  modes  of  expression — a product  of 
proper  regard  for  respectable  English 
usage.  Perhaps,  as  to  member  of  the  other 
learned  professions  the  result  would  be  as 
expected,  but  in  the  case  of  the  physician 
the  researcher  would  most  certainly  be 
doomed  to  disappointment. 

The  use  of  slang,  solecisms  and  jargon  in 
medical  meetings  and  writings  has  spread 
to  such  an  extent  that  what  to  medical  men 
often  seems  plain  every-day  English,  would 
appear  to  other  educated  individuals  as 
meaningless  and  barbarous.  The  summa- 
tion of  this  violating  of  accepted  usage  is 
found  even  in  the  titles  of  books — a form 
of  expression  which  most  certainly  should 
be  impeccable.  The  “acute  abdomen” — 
what  does  that  term  mean?  A sagacious, 
a discriminating  abdomen?  As  well  speak 
of  the  “acute  toe”  or  a “chronic  breast”. 
Surgeons  are  prone  to  say  they  are  going 
“to  operate  a patient”  or  “to  operate  an 
appendix.”  It  is  true  that  patients  may 
be  worked,  so  to  speak,  but  undoubtedly 
when  ill  they  would  prefer  to  be  worked 
upon,  rather  than  to  be  operated.  Good 
usage  requires  that  one  speak  of  operat- 
ing a machine,  but  of  operating  upon  per- 
sons. Internists  often  speak  of  the  “old 
cardiac”  or  “nephritic.”  Again  a ques- 
tionable expression  is  employed.  Patients 
are  said  to  be  tubercular ; perhaps  they  are 
similar  to  the  anatomic  tubercle  or  nodule 
to  which  the  word  tubercular  refers,  but 
the  internist  undoubtedly  means  that  they 
are  tuberculous — affected  with  tuberculosis. 

Such  incorrect  use  of  words  may  be  ex- 
cused on  the  same  plea  that  slang  is  con- 
doned. In  ordinary  confabulations  slang 
frequently  adds  to  the  work  picture  painted 
by  the  talker,  but  in  thoughtfully  prepared 
scientific  writings  it  is  inexcusable  and  so 
is  the  use  of  jargon. 
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MORTALITY  IN  AUTOMOBILE 
ACCIDENTS. 

The  Department  of  Commerce  announces 
that  during  the  four  weeks  ending  October 
6, 1928,  77  large  cities  in  the  United  States 
reported  622  deaths  from  automobile  ac- 
cidents. This  number  (622)  compares 
with  662  deaths  during  the  four  weeks 
ending  October  8,  1927. 

In  the  City  of  New  Orleans  in  this  par- 
ticular time  internal  there  were  21.3  deaths 
per  100,000  of  population  due  to  accidents 
in  the  city  and  24.4  of  total  deaths  within 
the  city  from  accidents.  This  latter  figure 
is  higher  than  the  first  as  of  course  it  in- 
cludes those  individuals  who  were  brought 
into  the  city  for  surgical  treatment  after 
an  automobile  accident  in  the  surrounding 
country.  These  figures  are  approximately 
the  same  as  a year  ago.  New  Orleans  is 
the  only  city  in  Louisiana  or  Mississippi 
which  is  reported.  It  stands  fourteenth  in 
the  list,  in  the  percentage  of  deaths  per 
100,000  population.  Atlanta,  Canton,  Chi- 
cago, Cincinnati,  Cleveland,  Columbus, 
Detroit,  Newark,  Paterson,  Salt  Lake  City, 
San  Diego,  San  Francisco  and  Wilmington, 
Delaware  are  the  only  cities  which  propor- 
tionately have  a greater  number  of  deaths 
than  New  Orleans.  This  is  not  a record  to 
be  proud  of.  Despite  the  efforts  that  have 
been  made  by  civic  organizations  urging 
the  care  in  driving  of  automobiles,  the  rate 
this  past  year  was  higher  than  the  year 
preceding.  Furthermore,  the  death  rate 
from  automobile  accidents  per  100,000 
population  is  higher  by  far  than  the 
greater  majority  of  the  larger  of  the  great 
American  cities,  some  of  which  have  rates 
of  only  10  per  100,000  population. 


INFECTION  WITH  BACILLUS  OF 
PFEIFFER. 

A subject  of  considerable  discussion 
among  internists  and  laboratory  workers 
is  whether  or  not  Bacillus  influenzae 
is  ever  the  primary  cause  of  an  infection. 
In  certain  diseases  such  as  measles  and 
whooping  cough  the  organism  undoubtedly 
is  only  a frequent  secondary  invader.  On 
the  other  hand  in  epidemic  influenza  and 
many  of  that  large  group  of  infections 
diagnosed  as  colds  definite  proof  has  not 
been  introduced  that  the  organism  is  either 
a secondary  invader  or  is  primarily  re- 
sponsible for  the  disease.  Walker*  re- 
counts an  experience  of  a laboratory  work- 
er who  had  the  misfortune  to  have  a rab- 
bit which  was  being  infected  experimental- 
ly with  a strain  of  the  Pfeiffer  organism, 
repeatedly  sneeze  in  his  face.  The  labor- 
atory worker  felt  several  of  these  droplets 
strike  his  face.  Twenty-eight  hours  after 
inoculating  the  rabbit  he  developed  the 
usual  symptoms  with  severe  coryza,  and 
these  persisted  for  some  days.  At  no  time 
was  there  any  fever.  Organisms  serologi- 
cally identical  with  the  laboratory  strain 
were  isolated  from  the  secretions  of  the 
various  mucous  membranes  affected. 

Apparently  this  condition  could  be  called 
a severe  cold;  of  particular  interest  in  the 
fact  that  this  observation  proves  very  defi- 
nitely that  the  organism  B.  influenzae  at- 
tacks the  respiratory  mucous  membrane  as 
the  primary  cause  of  disease. 


* Walker,  John  E.:  Infection  of  Laboratory 

Worker  with  Bacillus  Influenzae.  J.  Infect.  Dis. 
43:300,  1928. 


HOSPITAL  STAFF  TRANSACTIONS 


CHARITY  HOSPITAL  MEDICAL  STAFF 
MEETING. 

November  20,  1928. 

In  the  absence  of  the  Chairman,  Dr.  L.  J. 
Dubos,  Vice-Chairman  presided.  Dr.  J.  H.  Smith 
presented  the  first  case,  showing  the  patient. 
The  young  white  female  had  been  in  the  ward  for 
5 months.  She  had  been  admitted  with  the  com- 
plaint of  pulmonary  hemorrhage.  Except  for 
some  dullness  at  the  right  apex  her  physical  ex- 
amination had  been  negative.  The  roentgenogram 
showed  increased  density  of  the  right  apex,  and 
the  report  read  consolidation  with  tendency  to 
cavity  formation.  The  process  involved  the  whole 
of  the  upper  right  lobe.  The  roentgenograms 
were  demonstrated.  She  had  had  periods  of  com- 
parative well  being,  free  from  hemorrhage  which 
had  been  followed  by  attacks  of  bleeding,  as  much 
as  a teacupful  at  a time.  The  sputum  showed  no 
acid  fast  bacilli.  She  was  given  five  doses  of 
neoarsphenamine  with  no  apparent  benefit.  Arti- 
ficial pneumothorax  had  also  been  attempted. 
After  a severe  hemorrhage  a transfusion  had  been 
given  which  had  helped  considerably.  The 
patient  still  bled,  though  not  as  much  as  pre- 
viously. The  dullness  over  the  right  apex  was 
thought  to  have  decreased,  and  there  was  some 
questionable  clearing  of  the  area  of  density  as 
shown  by  the  roentgen  ray.  The  onset  of  the  con- 
dition followed  after  a tonsillectomy  and  was 
thought  to  have  been  a lung  abscess  at  that  time. 
Dr.  Smith  asked  for  suggestions  as  to  the  further 
treatment  of  the  case. 

Roentgenograms  of  another  case  were  then 
shown.  These  were  of  a white  female,  aged  20 
years,  who  began  to  have  trouble  two  days  fol- 
lowing a tonsillectomy.  The  diagnosis  of  lung 
abscess  had  been  made.  The  abscess  had  been 
rather  large.  The  pictures  showed  the  reduced  size 
of  the  cavity  following  treatment  with  postural 
drainage  only. 

Dr.  de  la  Houssaye  commented  on  the  first  case, 
mentioned  a case  of  lung  abscess  in  a child  which 
had  done  remarkably  well  with  transfusion. 

Dr.  Durel  suggested  pneumothorax  in  the  first 
case,  followed  by  rentgenogram  to  be  certain  that 
collapse  had  been  secured. 

Dr.  Jamison  spoke  of  the  possibility  of  a non- 
opaque foreign  body  being  responsible  for  the 
condition  in  the  first  case.  He  suggested  bron- 
choscopy and  the  use  of  lipiodol,  b'lth  for  diagno- 
sis and  therapy. 

Dr.  Durel  spoke  of  the  beneficial  effects  obtain- 
ed from  creosote  inhalations  in  cases  of  lung  ab- 


scess, and  also  advocated  the  use  of  bronchos- 
copy and  lipiodol  where  indicated. 

Dr.  R.  Lyons  then  presented  a white  female, 
aged  58  years,  who  had  been  in  the  ward  about  1 
month.  The  present  illness  had  begun  about  2V2 
months  previously,  with  fever,  cough,  and  pain  in 
the  chest.  This  was  of  short  duration,  and  she 
returned  to  her  usual  household  duties.  Dyspnea 
and  weakness  then  became  marked;  she  consulted 
a physician  who  gave  her  digitalis  and  in  a few 
days  she  was  improved.  The  condition  returned 
again  shortly,  this  time  associated  with  nausea 
and  vomiting  and  continued  until  her  admission. 
The  past  history  was  unimportant  except  for  the 
fact  that  she  had  had  pneumonia  8 years  pre- 
viously. 

When  first  seen  she  was  acutely  ill,  very  or- 
thopneic.  The  lungs  were  hyper-resonant  with 
crepitant  rales  over  the  bases.  The  heart  rate 
was  rapid,  and  there  was  an  apical  murmur  pres- 
ent. There  was  tenderness  and  resistance  over 
the  liver.  The  sputum  was  blood  tinged. 

The  blood  pressure  could  not  be  obtained.  The 
urine  was  negative  except  for  a trace  of  albumen. 
The  P.  S.  P.  was  40  per  cent,  intravenously.  The 
Wassermann  was  negative  and  the  non-protein 
nitrogen  was  60  mg.  Later  the  N.  P.  N.  was  34 
mg.  Roentgenogram  showed  old  healed  tuber- 
culosis at  both  apices.  A clinical  diagnosis  of 
auricular  fibrillation  was  made,  and  later  the 
diagnosis  of  mitral  stenosis. 

The  case  was  considered  of  interest  for  several 
reasons.  The  acute  onset  was  unusual.  The  ques- 
tion of  when  the  stenosis  developed  or  how  long  it 
had  existed,  was  interesting.  The  patient  was  not 
as  sick  as  one  would  expect  in  a person  who  had 
as  marked  an  auricular  fibrillation  as  she  had. 
The  pulse  could  not  be  felt,  and  the  blood  pressure 
could  not  be  obtained.  She  was  given  1/300 
grain  ouabain  intravenously  and  the  effect  was 
remarkable.  The  pulse  came  back  and  shortly 
the  blood  pressure  could  be  read.  The  next  day 
she  was  given  1/240  grain  ouabain,  and  there- 
after digitalis,  with  improvement. 

Dr.  Jamison  discussed  the  prognostic  signifi- 
cance of  the  blood  pressure  in  mitral  stenosis, 
stating  that  with  an  elevation  of  blood  pressure 
the  prognosis  is  usually  good,  while  with  a low 
pressure  the  patient  rarely  lives  beyond  the  age 
of  40  years.  He  mentioned  the  fact  that  val- 
vular lesions  are  usually  difficult  to  diagnose  in 
the  presence  of  auricular  fibrillation.  The  use  of 
oubain  was  commended  with  the  opinion  that  it 
is  not  a dangerous  drug  when  properly  used,  is 
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excreted  in  12-24  hours,  and  can  be  used  while 
waiting  for  the  digitalis  effect. 

Dr.  Herrmann  mentioned  the  occurrence  of 
pneumofibrosis  resulting  from  chronic  congestion 
in  mitral  stenosis, 

Willard  R.  Wirth,  M.  D. 


TRANSACTIONS  OF  THE  CHARITY 
HOSPITAL  SURGICAL  STAFF 
The  regular  monthly  meeting  of  the  staff  was 
held  November  18,  with  Dr.  Graffagnino  pre- 
siding. At  this  meeting  the  Chairman  explain- 
ed that  he  would  supply  members  of  the  staff 
with  a monthly  mortality  report.  He  stated  the 
membership  would  probably  be  interested  in 
knowing  these  figures  by  sections,  i.  e.,  General 
Surgery,  Gynecology,  Obstetrics,  etc.  According- 
ly, each  member  in  attendance  was  supplied  with 
a report  of  the  previous  months  deaths  and  admis- 
sions— which  had  been  compiled  by  the  secretary 
of  the  staff.  Dr.  Loria.  It  was  proposed  that  this 
plan  be  continued  and  elaborated  from  time  to 
time. 

Nothing  else  of  any  particular  intex’est  scienti- 
fically was  presented  except  a bone  tumor  speci- 
men, an  opinion  on  which  was  withheld  until  the 
case  was  studied  more  carefully. 

Frank  L.  Loria,  M.  D. 


TRANSACTIONS  OF  THE  PRESBYTERIAN 
HOSPITAL  CLINICAL  SOCIETY. 

The  November  meeting  of  the  society,  as  the 
previous  others,  was  presided  over  by  Dr.  John  W. 
Lindner. 

On  completion  of  the  usual  business  Dr.  Chas. 
L.  Cox  read  a short  paper  dealing  with  “Some 
Recent  Observations  on  the  Treatment  of  Sinus 
Disease”.  He  explained  that  the  tendency  is 
away  from  the  heretofore  radicalism  in  the  treat- 
ment of  these  diseases,  and  in  favor  of  conserv- 
atism. The  acute  sinus  infections  were  stated  as 
being  especially  those  needing  conservative  care. 
In  children,  it  was  stated,  one  must  be  ultra  con- 
servative in  the  treatment  of  acute  maxillary 
sinus  disease.  Acute  frontal  sinus  infections 
must  also  be  dealt  with  carefully.  Should  there 
be  an  empyema  which  can  not  be  relieved  by  any 
of  the  other  simple  methods — external  trephining 
must  be  done. 

Dr.  Cox  explained  that  the  roentgen-ray  was 
very  valuable  in  diagnosis  of  sinus  disease,  but 
added  that  unnecessary  chances  are  taken  when 
one  uses  lipiodal  or  any  other  material  to  show 
the  areas  up  better;  and  he  cited  a case  where 
the  lipiodal  went  out  into  the  cranial  cavity  and 


into  the  spinal  canal — but  fortunately,  without 
any  trouble  developing. 

Following  this  Dr.  H.  R.  Unsworth  presented 
an  interesting  case  of  sclerotic  myelitis.  The 
case  was  exceptional  because  it  simulated  tabes. 
iShe  had  been  given  antiluetic  treatment  in  the 
past  simply  because  her  husband  had  been  luetic. 
However,  her  serological  findings — blood  and 
spinal  fluid — were  always  negative.  Clinically 
she  had  vibratory  changes,  absent  knee  jerks, 
fixed  pupils,  right  Babinski,  positive  Rhomberg, 
swaying  gait,  sluggish  bladder,  and  slight  ptosis 
of  the  left  eye-lid. 

This  case  was  seen  by  several  neux’ologists  and 
it  appeared  that  the  only  diagnosis  possible  was 
that  of  sclerotic  myelitis. 

Frank  L.  Loria,  M.  D. 


FRENCH  HOSPITAL  MEDICAL  STAFF 
MEETING. 

A regular  meeting  of  the  French  Hospital 
Staff  was  held  on  October  12,  1928.  The  minutes 
of  the  last  meeting  were  read  and  appx’oved. 

The  report  of  patients  discharged  during  the 
month  of  September  showed  a max’ked  improve- 
ment over  that  of  previous  months. 

Dr.  Graffagnino  announced  that  the  French 
Government  would  make  a donation  to  the  Hospi- 
tal. 

Deaths  occurring  during  the  month  of  Septem- 
ber, due  to  chronic  interstitial  nephx’itis,  bron- 
chial pnuemonia,  and  toxemia  of  pregnancy,  were 
discussed  by  Dr.  F.  J.  Beyt.  Dr.  L.  Menville 
asked  for  a more  careful  observation  of  cases  be- 
fore making  a diagnosis. 

Dr.  P.  Graffagnino  announced  that  the  assembly 
hall  would  be  converted  into  a reading  room  for 
members  of  the  staff.  Donations  of  books  and 
journals  would  be  accepted.  Dr.  D.  N.  Silver- 
mann  suggested  that  the  Orleans  Paxnsh  Medical 
Society  might  make  a permanent  loan  of  some  of 
their  duplicate  books  and  magazines. 

Dr.  D.  N.  Silvermann  was  asked  to  present  an 
abstract  at  the  next  meeting. 

Dr.  E.  L.  Zander  was  appointed  to  assist  Dr. 
F.  J.  Beyt  in  getting  members  of  the  staff  to 
present  their  cases. 

Dr.  W.  H.  Harris  announced  that  the  basal 
metabolism  apparatus  had  been  installed. 
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VICKSBURG  SANITARIUM. 

Tuberculous  Peritonitis  With  Chronic  Intestinal 
Obstruction. 

Presented  by  Dr.  J.  A.  K.  Birchett,  Jr. 

November  10,  1928. 

Patient:  A colored  male,  aged  28,  single,  a 

government  clerk,  gave  the  following  history: 
Several  years  ago  he  began  having  digestive  dis- 
turbance and  abdominal  pain,  gradually  becoming 
worse.  The  diagnosis  of  gall  bladder  disease  and 
appendicitis  was  made  by  his  physician.  Gall  blad- 
der was  drained  and  appendix  removed  in  1926, 
but  symptoms  persisted.  One  year  ago  he  noticed 
swelling  at  site  of  abdominal  scar,  which  was 
diagnosed  as  an  early  hernia.  Since  that  time 
he  has  had  fever,  loss  of  weight,  and  abdominal 
pain.  Denies  venereal  infection;  had  influenza 
and  bronchitis  in  1918.  He  has  had  flatulence 
and  constipation  with  occasional  attacks  of 
diarrhea. 

The  family  history  gives  no  information  as  to 
present  history. 

Physical  examination:  Gives  no  information  as 
to  present  condition.  The  lungs  show  no  rales  or 
areas  of  dullness  and  roentgen-ray  examination 
of  lungs  is  negative.  The  abdomen  shows  nvarked 
distention  with  old  right  rectus  scar,  prominent 
near  middle,  sacculated,  easily  emptied  with  re- 
gurgitation, thin  wall — apparently  a hernia  or 
collection  of  fluid  or  pus.  The  roentgen-ray 
studies  showed  gastro-intestinal  tract  pushed  to 
left  side  of  abdomen  with  apparently  a mass  in 
right  lower  quadrant  and  lumbar  region. 

Procedure:  Under  local  anesthesia,  the  protu- 

sion  in  old  scar  was  opened  and  500  c.c.  of  pm-u- 


lent  material  evacuated.  The  walls  of  abscess 
showed  granulations  with  no  foreign  body  found 
and  no  anatomical  landmarks  disting-uishable. 
The  abdomen  was  closed  with  drainage.  Patient 
improved  in  general  appearance  and  strength  and 
was  discharged  on  thirty-first  post-operative  day 
with  freely  draining  fecal  fistula. 

Subsequent  history:  The  patient  retunied  one 

month  after  discharge  with  increased  discharge 
from  fecal  fistula,  which  at  one  time  had  nearly 
closed,  and  complaining  of  intermittent  diarrhea 
and  constipation.  The  patient  was  apparently  in 
better  condition  than  when  first  seen,  but  had 
pain  in  region  of  sigmoid,  descending  colon,  and 
umbilical  region.  Barium  study  showed  a large 
collection,  apparently  in  terminal  ileum,  with  evi- 
dence of  constriction.  A tentative  diagnosis  of 
tuberculous  peritonitis  with  chronic  intestinal 
obstruction  w'as  made,  and  exploratory  operation 
advised. 

Procedure:  Under  gas-ether  anesthesia,  the 

abdomen  was  opened  at  inner  side  of  fistulous 
tract.  Peritoneum  was  easily  opened.  There  were 
many  adhesions  about  terminal  ileum,  which  was 
distended  with  fecal  contents  and  of  paper  thin- 
ness. The  transverse  and  ascending  colon  was 
mostly  collapsed  due  to  obstniction  at  cecum, 
which  was  very  thick  and  studied  with  tubercles. 
The  mass  was  so  fixed  that  resection  was  impos- 
sible, and  anastomosis  was  done  between  distended 
terminal  ileum  and  transverse  colon,  thus  divert- 
ing fecal  stream  past  the  obstructed  cecum.  The 
abdomen  was  closed  without  drainage  and  patient 
has  had  an  uneventful  convalescence.  The  fecal 
fistula  has  gradually  closed  and  patient  is  much 
improved. 


TWO  HUMAN  CASES  OF  RABIES.— Rice 
reports  two  cases  seen  in  Indiana  during  1927. 
Each  patient  was  bitten  by  a dog  which  was 
proven  rabid  by  the  finding  of  typical  Negri  bodies 
by  the  laboratory  of  the  Indiana  State  Board  of 
Health.  Both  received  first  aid  treatment,  in  one 
case  at  least  nitric  acid  being  used.  Both  were 
boys,  and  both  were  bitten  through  the  upper  lip — 
a very  dnagerous  place.  Both  received  the  full 
fourteen-dose  phophylactic  treatment  without  in- 
terruption. The  virus  used  was  that  of  a firm 
which  is  very  careful  and  conscientious  in  the 
preparation  of  its  product,  which  is  a modified 
Harris  preparation  of  the  living  virus.  Virus 
from  the  same  firm  was  used  in  the  two  cases.  In 
one  case,  the  period  elapsing  before  treatment  was 
begun  was  three  days;  in  the  other  case,  it  was 
four  days.  Both  patients  were  brought  to  the 
Riley  hospital  after  symptoms  were  well  advanced 
and  both  died  in  less  than  twelve  hours  after  being- 
admitted.  Both  had  complete  autopsies  and  both 
had  Negri  bodies  demonstrated  in  the  brain.  In 
one  there  were  four  positive  animal  inoculations; 
in  the  other  there  were  no  animal  inoculations  as 
the  diagnosis  was  absolutely  positive  without  it. 
The  point  emphasized  is  the  extreme  danger  of  a 
bite  on  the  lip.  Patients  so  mutilated  should  begin 
treatment  immediately  and  not  wait  three  or  four 
days  for  the  examination  of  the  brain  of  the 


animal.  Furthermore,  there  is  reason  to  believe 
that  fourteen  treatments  are  not  enough  under 
such  conditions.  At  least  twenty-one  are  recom- 
mended. Cauterization  of  the  wound  with  nitric 
acid  failed  in  one  of  these  cases,  but  it  was  not 
done  until  “several  hours  after  the  injury.”  The 
incubation  period  in  one  case  was  eighteen  days, 
and  in  the  other,  ninety-two  days.  In  the  latter 
case,  the  symptoms  were  probably  delayed  by  the 
treatment,  and,  as  the  child  did  not  suffer  as  hor- 
ribly as  the  classic  picture  of  rabies  would  lead 
one  to  expect,  the  treatment  was  not  entirely  a 
failure,  even  though  the  child  did  die.  The  first 
case  described  was  so  mild  that  several  experienced 
physcians  refused  to  believe  that  it  was  rabies 
until  the  evidence  of  Negri  bodies  and  positive 
animal  inoculation  was  brought  before  them.  The 
latter  case  was  one  of  the  wildest  demonstrations 
imaginable — a nerve  racking  spectacle — and  left 
no  doubt  as  to  diagnosis.  It  is  often  said  that 
human  beings  and  other  animals  which  do  not 
commonly  protect  themselves  with  their  teeth,  or 
bite  when  angry,  will  not  attempt  to  bite  their 
attendants  when  they  have  rabies.  One  of  these 
patients  repeatedly  tried  to  bite  those  about  him, 
and,  as  a matter  of  fact,  did  succeed  in  biting  two 
nurses — one  on  the  finger  and  the  other  on  the 
back  of  the  hand. — J.  Am.  Med.  Assoc.,  91:1631- 
1632,  1928. 
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TRANSACTIONS  OF  THE  ORLEANS  PARISH 
MEDICAL  SOCIETY. 

Besides  the  regular  meeting  of  the  Board  of 
Directors,  the  Society  held  one  Clinical  Meeting  at 
the  United  States  Marine  Hospital. 

The  following  cases  were  presented  at  this 
meeting  by  members  of  the  Staff  of  the  Marine 
Hospital: 

Four  cases  illustrating  the  various  phases  of 
the  injection  treatment  of  varicose  veins,  one  case 
of  Milroy’s  disease,  three  cases  of  aortitis,  one 
case  of  periosteal-osteitis  of  the  sacrum,  one  case 
of  destruction  of  the  pubis  of  unknown  causation, 
one  case  of  cerebrospinal  lues  with  unusual  mani- 
festations and  one  case  of  thrombo-angeitis  oblit- 
erans. 

Following  the  meeting  refreshments  were 
served. 

The  second  December  meeting  was  dispensed 
with  on  account  of  confliction  with  the  holidays. 

December  4,  the  third  Stanford  E.  Chaille 
Memorial  Oration  was  held  with  Dr.  Carl  J.  Wig- 
gers  of  Cleveland  as  the  orator.  The  subject  of 
his  paper  was.  The  Value  and  Limitations  of 
Laboratory  Methods  in  Clinical  Investigation  of 
Cardio-vascular  Diseases. 

The  annual  election  of  officers  for  the  year 
1929  was  held  Saturday,  December  8.  The  follow- 
ing officers  were  elected: 

Dr.  E.  D.  Fenner,  President. 

Dr.  C.  Grenes  Cole,  First  Vice-President. 

Dr.  Frederick  L.  Fenno,  Second  Vice-President. 

Dr.  Adolph  Jacobs,  Third  Vice-President. 

Dr.  H.  Theodore  Simon,  Secretary. 

Dr.  John  A.  Lanford,  Treasurer. 

Dr.  Daniel  N.  Silverman,  Librarian. 

Additional  Members 
Board  of  Directors 

Dr.  P.  Graffagnino.  Dr.  J.  Birney  Guthrie. 

Dr.  Wm.  D.  Phillips. 

The  annual  banquet  of  the  Society  was  held  at 
the  Chess,  Checkers  and  Whist  Club,  and  the  elec- 
tion results  were  read  at  this  time. 

During  the  week  of  December  3-8  the  annual 
Longer  Life  Week  was  held.  Members  of  the 
Society  made  addresses  on  the  value  of  periodic 
health  examinations  before  universities,  high 
schools  and  co-operative  clubs  of  the  grammar 
schools,  and  over  the  radio  and  before  the 
luncheon  clubs  of  the  city.  Streamers  were 
strung  in  front  of  the  hospitals.  Posters  were 
displayed  in  all  large  department  stores  and  there 
was  much  publicity  given  this  week  by  the  press. 
Dr.  Leopold  Mitchell,  Chairman,  and  the  person- 


nel of  this  Committee  deserve  full  credit  for  the 
success  of  this  week. 

The  Secretary’s  office  is  in  receipt  of  a com- 
munication from  Dr.  P.  T.  Talbot,  Secretary- 
Treasurer  of  the  Louisiana  State  Medical  So- 
ciety, stating  that  dues  for  1929  ($4.00)  are  pay- 
able in  advance.  Please  send  your  check  in  for 
this  amount  and  include  your  check  for  dues  in 
the  Parish  Society. 


TREASURER’S  REPORT 


Actual  Book  Balance,  10/31/28  $82.38 

Receipts  during  November  2,489.16 

$2,571.54 

Expenditures:  $611.23 

Book  Balance  11/28/28  ..$1,960.31 


LIBRARIAN’S  REPORT. 

Eighty-seven  books  have  been  added  to  the 
Library  during  November.  Of  these  54  were  re- 
ceived by  gift,  21  by  binding  and  12  from  the 
New  Orleans  Medical  and  Surgical  Journal. 

Gifts  of  journals,  books  and  pamphlets  have 
been  received  from  the  following  persons:  J.  H. 
Musser,  C.  Jeff  Miller,  Haidee  Weeks  and  Joseph 
Hume. 

Notation  of  new  titles  of  recent  date  is  appended 
herewith: 


NEW  BOOKS— NOVEMBER. 

Hazen — Syphilis.  1928. 

Clark — Determination  of  Hydrogen  Ions.  1928. 
Southern  Surgical  Association.  Transactions. 
1928. 

International  Clinics.  Sept.,  1928. 

International  Medical  Annual.  1928. 

American  Gynecological  Society,  Transactions. 
1919-22. 

U.  S.  Public  Health  Reports.  V.  43.  pt.  1,  1928. 
Terry — Opium  Problems.  1928. 

Giltner — General  Microbology.  1928. 

Moynihan — Addresses  on  Surgical  Subjects. 
1928. 

Cemach — Surgical  Diagnosis.  1928. 

Cumulative  Supplement  and  Composite  Index,  to 
Gynecological  and  Obstetrical  Monographs. 
1928. 

Scott — Hughes  Practice  of  Medicine.  1928. 
Index-Catalog  of  the  Surgeon-General’s  Office. 
V.  7.  1928. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


TO  THE  MEMBERS  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY: 

At  the  opening  of  the  year  1929  the  Chairman 
of  the  Committee  of  Arrangements  wishes  to 
remind  you  that  the  Louisiana  State  Medical 
Society  will  celebrate  the  greatest  event  of  its 
Jife,  the  semi-centennial  celebration  of  its  organ- 
ization. Plans  have  been  made  for  elaborate 
preparations,  and  New  Orleans  is  ready  to  re- 
ceive you  with  its  usual  bountiful  hospitality.  The 
dates  of  the  meeting  are  April  9,  10  and  11,  1929, 
and  at  this  time  of  the  year  New  Orleans  is  at 
its  best.  The  temperature  is  temperate,  the  sun 
sheds  plentifully  its  beautiful  sunshine,  the  gar- 
dens are  in  bloom,  and  with  all  the  points  of 
interest  intimately  connected  with  the  history  of 
the  City,  she  feels  that  she  can  offer  you  a week 
of  unusual  pleasure  and  amusement,  to  say  noth- 
ing of  the  interesting  program  of  the  meeting. 
The  committee  has  in  mind  a special  night  where 
the  celebration  will  really  take  place,  and  hopes 
to  make  this  occasion  memorable  from  an  artistic, 
oratorical  and  social  standpoint.  A large  attend- 
ance is  expected,  and  we  believe  with  the  great 
road  facilities  extending  throughout  the  State  that 
motoring  to  New  Orleans  should  be  an  added  at- 
traction and  should  swell  our  attendance  beyond 
all  past  records. 

The  following  is  a list  of  Chairmen  of  the  Sub- 
Committees  of  the  Arrangement  Committee,  who 
will  take  care  of  the  various  arrangements: 

Committee  on  Finance — Dr.  E.  D.  Fenner. 
Committee  on  Registration — Dr.  Walter  J.  Otis. 
Committee  on  Booths — Dr.  0.  C.  Cassegrain. 

Committee  on  Signs  and  Decorations — Dr.  E.  L. 
Leckert. 

Committee  on  Ladies’  Entertainment — Mrs.  C. 
V.  Unsworth. 

Committee  on  Badges — Dr.  Marcy  J.  Lyons. 

Committee  on  Scientific  Exhibits — Dr.  Foster 
M.  Johns. 

Committee  on  Entertainment — Dr.  Homer  Du- 

puy- 

Committee  on  Publicity — Dr.  Lucien  A.  LeDoux. 
Committee  on  Hotel — Dr.  J.  C.  Menendez. 
Committee  on  Golf — Dr.  Allan  Eustis. 

The  Chairman  takes  this  occasion  to  offer  you 
his  very  best  wishes  for  a prosperous  and  happy 
New  Year. 

Dr.  Paul  J.  Gelpi,  Chairman, 
Committee  on  Arrangements. 


NOTICE 

According  to  the  By-Laws  of  the  Louisiana 
State  Medical  Society,  dues  for  the  fiscal  year  of 
1928  are  now  due.  Secretaries  of  the  various 
Parish  Societies  should  begin  at  once  to  collect  the 
annual  State  dues  from  its  members  for  1928, 
and  remit  as  promptly  as  possible  to  the  Secre- 
tary-Treasurer at  1551  Canal  Street,  New  Or- 
leans. Any  members  from  unorganized  parishes 
are  requested  to  send  in  their  dues  direct  to  the 
Secretary-Treasurer  of  the  State  Society. 

In  this  regard  we  would  like  to  call  your  at- 
tention to  the  fact  that  the  protection  under  the 
Medical  Defense  of  the  State  Society  is  only  cov- 
ered from  the  time  that  individual  dues  are  re- 
ceived <by  the  Secretary-Treasurer  of  the  State 
Society.  It  is  therefore  urgent  that  these  dues  be 
remitted  as  promptly  as  possible  in  order  that  one 
may  have  full  protection  under  our  Medical  De- 
fense Act. 


CHAIRMEN  OF  SECTIONS 

The  following  Chairmen  of  Scientific  Sections 
for  the  approaching  meeting  of  the  Louisiana 
State  Medical  Society,  New  Orleans,  April  9, 
10  and  11,  1929,  have  been  appointed  by  the 
President: 

Medicine  and  Therapeutics — Dr.  Robert  Bern- 
hard,  New  Orleans. 

Pediatrics — Dr.  R.  T.  Lucas,  Shreveport. 

Nervous  Diseases — Dr.  C.  V.  Unsworth,  New 
Orleans. 

Bacteriology  and  Pathology — Dr.  Andrew  Fried- 
richs, New  Orleans. 

Public  Health  and  Sanitation — Dr.  E.  B.  God- 
frey, Minden. 

Gastro-Enterology — Dr.  J.  B.  Vaughan,  Monroe. 

General  Surgery — Dr.  Roy  B.  Harrison,  New 
Orleans. 

Gynecology  and  Obstetrics — Dr.  P.  Graffagnino, 
New  Orleans. 

Eye,  Ear,  Nose  and  Throat — Dr.  Lional  F. 
Lorio,  Baton  Rouge. 

Urology — Dr.  C.  M.  Horton,  Franklin. 

Radiology — Dr.  W.  F.  Henderson,  New  Orleans. 

Orthopedic  Surgery — Dr.  P.  A.  Mcllhenny, 
New  Orleans. 

Those  desirous  of  reading  papers  should  com- 
municate with  the  various  Chairmen  as  promptly 
as  possible.  The  program  for  each  Section  must 
be  in  the  hands  of  the  Secretary-Treasurer  not 
later  than  February  9,  1929. 
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TO  ALL  DISTRICT  AND  PARISH  SOCIETIES 

Your  attention  is  directed  to  the  following  reso- 
lution which  was  passed  at  the  last  meeting  of 
the  House  of  Delegates: 

“That  the  President  of  the  State  Society  be 
notified,  in  advance,  of  all  district  and  regional 
society  meetings  in  the  State,  so  that  he  may 
attend,  if  possible.” 

Accordingly,  proposed  meeting  times  in  the  fu- 
ture should  be  sent  to  our  President  as  early  as 
is  consistent,  in  order  that  he  might  avail  him- 
self of  the  opportunity  of  attending  if  possible. 


Minutes  of  the  winter  meeting  of 

THE  SEVENTH  DISTRICT  MEDICAL 
SOCIETY 

The  Seventh  District  Medical  Society  held  its 
Winter  meeting  in  the  Egan  hotel,  Crowley,  De- 
cember 6,  1928. 

The  meeting  was  called  to  order  by  Dr.  J.  W. 
Faulk,  president.  The  large  attendance  of  mem- 
bers and  the  number  of  prominent  guests,  supple- 
mented by  the  delightful  banquet,  contributed 
in  making  the  meeting  one  of  the  best  since  the 
Society’s  organization. 

After  being  introduced  by  Dr.  Faulk,  Mayor 
H.  Gordon  Brunson  of  Crowley  extended  the 
city’s  welcome.  He  paid  tribute  to  the  medical 
profession  in  his  address  of  welcome. 

The  minutes  were  read,  and  upon  motion,  ap- 
proved. Following  the  reading  of  the  resolutions 
on  the  death  of  Dr.  E.  M.  Ellis,  it  was  motioned 
and  seconded  that  copies  be  distributed  in  ac- 
cordance with  the  resolution.  In  a very  touching 
address.  Dr.  Mayer  of  Opelousas  eulogized  Dr. 
Ellis. 

Upon  motion  of  Dr.  E.  J.  Cather  of  Oakdale, 
resolutions  on  the  death  of  Dr.  S.  M.  Scott,  his 
former  associate,  wiere  ordered  prepared  for  sub- 
mission at  the  next  meeting.  A committee  Com- 
posed of  Dr.  E.  J.  Cather,  Oakdale;  Dr.  T.  C. 
Moody,  De  Ridder,  and  Dr.  D.  C.  Isles,  Lake 
Charles,  was  appointed  to  draw  up  the  resolutions. 

Jennings  was  selected  as  the  next  meeting 
place,  after  the  withdrawal  of  an  invitation  to 
meet  in  Lake  Charles. 

The  excellent  scientific  program,  consisting  of 
very  instructive  and  interesting  papers,  was  as 
follows : 

1.  Local  Anesthesia  of  the  Pelvic  Outlet,  Dr. 
Carroll  W.  Allen,  New  Orleans. 

2.  The  Treatment  of  the  Physically  Subnor- 
mal, Dr.  Oscar  W.  Bethea,  New  Orleans. 


3.  External  Epitheliomata  and  their  Treat- 
ment, Dr.  M.  T.  Van  Studdiford,  New  Orleans. 

4.  Surgical  Treatment  of  Arthritis,  Dr.  John 
T.  O’Ferrall,  New  Orleans. 

In  appreciation,  Drs.  Allen,  Bethea,  Van  Stud- 
diford and  O’Ferrall  were  elected  honorary  mem- 
bers of  the  Society.  It  was  ordered  that  these 
papers  be  submitted  for  publication  in  the  New 
Orleans  Medical  and  Surgical  Journal. 

S.  R.  Henry,  M.  D., 

Secretary-Treasurer. 


RESOLUTIONS  ON  THE  DEATH  OF 
DR.  E.  M.  ELLIS 

Whereas,  it  has  pleased  the  Almighty,  on 
August  10,  1928,  to  remove  from  our  midst  one 
of  the  oldest  and  most  highly  respected  of  the 
medical  profession,  an  esteemed  physician  and 
surgeon,  useful  citizen.  Dr.  Elijah  Madison  Ellis, 
and: 

Whereas,  in  the  death  of  this  illustrious  gentle- 
man, the  medical  fraternity,  Acadia  Parish  and 
Louisiana,  sustain  the  loss  of  a man  whose  loyal- 
ty to  all  classes  and  creeds  was  unswerving,  the 
loss  of  a man  who  towered  high  in  the  estimation 
of  those  who  value  rectitude  and  who  have  a 
proper  appreciation  for  the  lofty  attributes  which 
make  the  private  and  public  career,  such  as  that 
of  Dr.  Ellis,  honorable  and  beautiful,  therefore 
be  it: 

Resolved,  that  the  Seventh  District  Medical 
Society,  whose  privilege  and  honor  it  has  enjoyed 
with  the  affiliation  and  cooperation  qf  so  valuable 
a member — the  founder  and  first  president  of  the 
Society — ^udshes  to  chronicle  the  death  of  a 
brother  physician  whose  life  has  been  an  unbroken 
chain  of  charitable  and  industrial  performances 
and  whose  noble  deeds  of  professional  ethics  and 
kindness  all  serve  as  a beacon  light  to  posterity, 
therefore  be  it  further: 

Resolved,  We  extend  the  Society’s  sincerest 
condolences  to  his  sorrowing  widow  and  family, 
and  that  a copy  of  these  resolutions  be  sent  to 
them,  a copy  for  publication  in  the  New  Orleans 
Medical  and  Surgical  Journal,  and  a copy  spread 
with  our  minutes  as  a permanent  record. 

B.  A Littell,  M.  D. 

T.  H.  Watkins,  M.  D. 

M.  L.  Hoffpaur,  M.  D. 


The  East  and  West  Feliciana  Bi-Parish  Medical 
Society  met  in  the  office  of  the  President,  Dr.  E. 
M.  Toler. 

The  essayist.  Dr.  Allan  C.  Eustis  of  New  Or- 
leans read  a most  excellent  paper  on  myocarditis, 
which  was  favorably  discussed  by  members  pres- 
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ent.  Dr.  Eustis  also  demonstrated  the  Tycos 
sperometer  with  Faust  attachment  and  proved  to 
all  present  the  beneficial  and  helpful  results  from 
the  use  of  this  instrument. 

Officers  elected  for  1929  were:  Dr.  J.  W.  Lea 

of  Jackson,  President;  Dr.  C.  S.  Miller,  Jackson, 
Vice-President;  Di’.  E.  M.  Toler,  Clinton,  Secre- 
tary-Treasurer; Delegate  to  Louisiana  State  Med- 
ical Society,  Dr.  E.  M.  Toler;  Alternate,  Dr.  M. 
S.  Freiman.  Physicians  present  were:  Drs.  Eus- 

tis, Jones,  Young,  Morgan,  Miller,  Freiman,  Lea, 
Shaw  and  Toler.  At  1 :00  p.  m.  an  elaborate 
banquet  was  served  in  the  Rist  Hotel. 


LOUISIANA  STATE  PEDIATRIC  SOCIETY 
The  next  meeting  of  this  society  will  be  held  on 
Monday  of  the  week  of  the  meeting  of  the  Louisi- 
ana State  Medical  Society,  in  New  Orleans.  The 
program  will  be  usually  good  and  we  expect 
a large  attendance.  Anyone  interested  in  becom- 
ing a member  of  the  society  should  write  the 
secretary-treasurer.  Dr.  C.  T.  Williams,  7401 
Burthe  St.,  New  Orleans. 


PARISH  MEDICAL  SOCIETY  OFFICERS 
FOR  1929 

The  following  Parish  Medical  Societies  have 
elected  officers  for  1929  as  follows: 

East  Baton  Rouge  Parish  Medical  Society: 

President — Dr.  Rhett  McMahon,  Baton  Rouge. 
Vice-President — Dr.  C.  E.  Latham,  Baton  Rouge. 

Secretary-Treasurer — Dr.  H.  W.  A.  Lee,  Baton 
Rouge. 

Delegates — Dr.  John  McKowen,  Dr.  C.  A.  Lorio, 
Dr.  Rhett  McMahon. 

DeSoto  Parish  Medical  Society: 

President — Dr.  R.  A.  Tharp,  Mansfield. 

Secretary-Treasurer — Dr.  D.  C.  McCuller, 

Mansfield. 

Vernon  Parish  Medical  Society: 

President — Dr.  J.  S.  Branch,  Leesville. 
VicePresident — Dr.  F.  P.  Jones,  Leesville. 
Secretary-Treasurer — Dr.  D.  0.  Willis,  Lees- 
ville. 

Delegate — Dr.  D.  O.  Willis,  Leesville. 

Alternate — Dr.  M.  W.  Talbot,  Leesville. 

Dr.  Amedee  Granger,  Professor  of  Radiology 
in  the  Graduate  School  of  Medicine  of  the  Tu- 
lane  University  of  Louisiana,  attended  the  Con- 
vention of  the  Radiological  Society  of  North 
America  held  at  Chicago,  111.,  beginning  December 
2,  1928,  where,  at  the  request  of  the  Scientific 
and  Clinic  Committee,  he  gave  two  clinics. 


Dr.  E.  Denegre  Martin,  Dr.  Urban  Maes,  Dr. 
Isidore  Cohn  and  Dr.  Joseph  A.  Danna,  members 
of  the  staff  of  the  Graduate  School  of  Medicine 
of  the  Tulane  University  of  Louisiana,  attended 
the  meeting  of  the  Southern  Surgical  Association 
held  at  White  Sulphur  Springs,  Va.,  beginning 
December  10,  1928. 


MEETING  OF  THE  TRI-STATE  MEDICAL 
SOCIETY 

We  wish  to  call  your  attention  to  the  meeting 
of  the  Tri-State  Medical  Society  of  Texas,  Louisi- 
ana, and  Arkansas  in  which  your  readers  should 
be  vitally  interested.  Our  Society  has  grown  from 
a mere  infant  to  over  two  thousand  members. 
Our  meetings  are  now  largely  attended  and  pro- 
grams put  out  by  this  Society  are  second  to  none 
in  the  country.  The  better  men  all  over  the 
world  contribute  to  the  success  of  our  organiza- 
tion. The  meeting  is  to  take  place  in  Texarkana, 
January  17  and  18,  1929. 

Frank  H.  Walke,  Secretary. 


Sanitary  Engineer  A.  W.  Fuchs.  Directed  to 
proceed  from  Jackson,  Miss.,  to  Jacksonville,  Fla., 
and  return,  in  connection  with  field  investigation 
of  milk. 


MEETING  OF  ST.  TAMMANY  MEDICAL 
SOCIETY. 

The  regular  monthly  meeting  was  held  on  Fri- 
day night,  December  14,  at  8 P.  M.  This  was 
the  annual  one  for  strictly  business  and  election 
of  officers  for  the  ensuing  year. 

The  following  doctors  answered  roll  call:  F.  F. 
Young,  G.  McG.  Stewart,  H.  E.  Gautreaux,  W.  L. 
Stevenson  and  L.  Roland  Young,  of  Covington, 
La.;  F.  R.  Singleton,  J.  K.  Griffith  and  J.  F. 
Polk,  of  Slidell,  and  A.  G.  Maylie,  of  Mandeville. 
The  President,  Dr.  F.  F.  Young,  and  Secretary- 
Treasurer,  L.  Roland  Young,  were  at  their  post. 

A letter  was  read  from  Dr.  Talbot  regarding 
the  $5.00  registration  fee  at  the  State  meeting. 
This  was  freely  discussed,  and  nobody  thought 
this  should  be  the  case,  and  the  following  resolu- 
tion was  made  by  Dr.  J.  K.  Griffith,  and  seconded 
by  Dr.  J.  F.  Polk:  That  the  St.  Tammany 

Parish  Medical  Society  go  on  record  as  opposing 
any  registration  fee  at  State  Medical  Society 
Meetings,  and  that  the  Secretary-Treasurer  so 
notify  Dr.  Talbot  and  the  State  Medical  Journal. 
Dr.  Maylie  here  asked  for  a roll  call  and  a vote — 
all  voting  yea. 

After  the  business  and  routine  matters  were 
dispensed  with  it  was  moved  and  unanimously 
c'arried  that  the  Secretary  write  Dr.  Paine  a let- 
ter of  condolence  and  expressed  therein  the 


Louisiana  State  Medical  Society. 


519 


sympathy  of  each  and  all  of  us  for  him  and  his 
over  the  loss  of  his  beloved  wife,  one  who  will 
be  so  much  missed  by  all  in  their  community  and 
the  surrounding  country. 

The  election  of  officers  was  then  in  order  and 
L.  Roland  Young  was  chosen  as  President  and 
A.  F.  Herrin  Secretary-Treasurer.  Dr.  A.  G. 
Mylie  was  re-elected  as  Delegate  and  J.  K.  Griffith 
Alternate  to  State  Medical  Society.  W.  L.  Steven- 
son was  elected  Vice-President. 

Mandeville  was  selected  as  the  next  meeting 
place  and  Bechac’s  will  be  the  grounds  for  the 
annual  banquet  and  installation  of  officers. 

L.  Roland  Young,  Secretary-Treasurer. 


TRI-STATES  MEDICAL  ASSOCIATION. 

All  of  us  think  sometimes  there  are  too  many 
medical  societies.  But  one  that  has  functioned 
regularly  for  nearly  half  a century  must  have 
something  worth  while  about  it.  And  when  that 
particular  one  gets  better  every  year  you  know  it 
must  be  worth  while. 

You  may  or  may  not  know  this  one  I am  writing 
about  is  one  of  the  few  societies  really  profitable 
both  to  men  in  general  work  and  those  engaged 
in  special  lines.  It  has  no  sections  and  every 
address  is  pointed  right  at  the  weak  point  in  the 
whole  scheme  of  the  practice  of  medicine.  And 
that  is,  as  you  have  often  thought,  the  border- 
line where  general  medicine  and  the  specialties 
meet.  The  general  practitioner  must  know  some- 
thing of  the  specialist’s  work  and  the  latter  ought 
to  know  a good  deal  of  general  medicine. 

The  Tri-States  Medical  Association  of  Missis- 
sippi, Arkansas  and  Tennessee,  will  meet  at  Hotel 
Peabody,  in  Memphis,  on  February  6-7-8,  1929. 
For  absolute  quality,  pure  and  undefiled,  the 


NOGUCHI  HONORED. — Dr.  Hideyo  Noguchi,  famed  bac- 
teriologist, who  succumbed  last  May  to  the  effects  of 
yellow  fever  while  studying  the  disease  on  the  African 
west  coast,  was  memoralized  by  his  associates  of  the  Rocke- 
feller Institute  recently.  Dr.  William  H.  Welch  of  Johns 
Hopkins  University,  and  dean  of  American  medical  scien- 
tists, declared  the  world  should  know  that  Dr.  Noguchi’s 
claim  to  fame  did  not  rest  solely  on  the  final  judgment  of 
his  yellow  fever  experiments. 

“I  think  this  needs  a little  emphasis,”  Dr.  Welch  said, 
‘‘because  should  it  appear,  as  it  is  likely  to,  that  the 
American  disease  and  the  African  disease  are  identical; 
should  it  appear  that  Noguchi’s  lepto-spiro  is  not  the  cause 
of  genuine  yellow  fever,  it  does  not  imply  that  Noguchi’s 
work  was  not  a very  important  contribution.  It  is  a con- 
tribution of  the  first  importance  if  the  lepto-spiro  is  a 
secondary  invader  in  yellow  fever.” 

Dr.  Welch  pointed  out  that  the  yellow  fever  researches 
of  Dr.  Noguchi  were  only  a part  of  the  great  scientific  con- 


program to  be  presented  has  never  had  a superior 
at  any  medical  gathering  in  the  South.  That  is  a 
calm  statement  of  fact — not  boasting.  There  have 
been  several  which  had  more  bulk,  but  few  have 
ever  approached  it  in  worth.  Read  the  list  of 
speakers  further  over  in  this  issue  and  begin  right 
now  arranging  your  affairs  so  you  can  hear  ever^ 
one  of  them.  It  means  an  intensive,  varied,  post- 
graduate course  you  can’t  afford  to  miss!  If  you 
fail  to  receive  a program  write  me  for  one. 

This  is  a medical  meeting  and  not  a golf-stick, 
trap-gun  gathering.  If  you  want  to  hear  intelli- 
gent men  talk  interestingly  and  instructively  on 
important  medical  subjects,  come. 

Most  of  us  can  still  learn  a little. 

Dr.  A.  F.  Cooper, 

Bank  of  Commerce  Building,  Memphis,  Tenn. 


NEW  ORLEANS  PURE  MILK  SOCIETY. 

The  activities  of  the  Pure  Milk  Society  are 
well  shown  by  the  recent  report  of  the  Bacte- 
riologist and  Inspector  of  the  Certified  Milk 
Commission,  H.  N.  Heffernan.  During  the  months 
of  October  and  November,  the  report  being  dated 
December  1,  65  samples  of  milk  were  collected 
and  examined,  and  232  other  samples  were  gotten 
together  for  examination.  A total  of  905  bacte- 
riological and  chemical  examinations  were  made 
in  the  laboratory.  One  thousand  four  hundred 
sixty-five  head  of  cows  and  bulls  were  subjected 
to  physician  examination,  and  289  cattle  were 
tested  for  tuberculosis.  Two  hundred  fifty-eight 
herd  milk  samples  were  examined,  and  16  dairies 
inspected.  The  Commission  has  two  dairies  from 
which  certified  milk  may  be  purchased,  the  Colo- 
nial Dairy  and  Cloverland  Dairy.  Inspected  milk 
may  be  secured  from  the  Gillis  Dairy  and  the 
Gregory-Jung  Dairy. 


tribution  in  other  d’^s'^ases  which  he  studied  with  “an  extra- 
ordinary ingenuity  and  artistry.*’ 

Dr.  Simon  Flexner,  director  of  the  institute,  gave  a pic- 
ture of  Dr.  Noguchi’s  life,  from  his  childhood  in  a little 
northern  Japanese  village  to  the  ,peak  of  his  career.  Dr. 
Flexner  said  he  first  met  Dr.  Noguchi  during  the  Spanish- 
American  War;  when  he  was  a member  of  a Johns  Hopkins 
University  Commission  sent  to  the  Philippines  to  study 
epidemic  diseases.  Stopping  over  in  Japan,  he  met  the 
young  doctor,  who  expressed  a desire  to  come  to  America. 

The  story  was  told  of  how  Noguchi  landed  here  with  only 
a few  dollars.  Handicapped  by  lack  of  funds  and  a poor 
knowledge  of  this  country’s  customs,  Noguchi  was  none 
the  less  deterred  in  his  determination  to  contribute  to 
human  welfare.  Dr.  Flaxner  said. 

Others  who  spoke  were  Dr.  George  E.  Vincent,  president 
of  the  Rockefeller  Foundation;  Dr.  Theobald  Smith  of  the 
Rockefeller  Institute,  and  Setsuzo  Sawada,  counsellor  of  the 
Japanese  Embassy  at  Washington. — New  York  Times,  De- 
cember 21,  1928. 
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CHILDREN’S  CLINIC 

The  Missisippi  Society  for  Crippled  Children  at 
the  end  of  the  first  week  in  December  completed, 
at  Oxford,  the  Crippled  Children’s  Clinic  for 
northeast  Mississippi.  Fifty-five  children  were 
examined  and  forty-seven  of  these  were  recom- 
mended for  treatment.  The  local  Kiwanis,  Rotary 
Clubs,  the  P.  T.  A.,  Junior  Chamber  of  Com- 
merce, County  Superintendent  of  Education,  med- 
ical students  from  the  University  of  Mississippi 
were  among  the  organizations  cooperating  in  this 
work. 


Dr.  T.  W.  Foster,  aged  78  years,  of  Tchula, 
died  November  27.  He  was  a native  of  Madison 
County  but  had  practiced  in  Holmes  County  for 
many  years.  He  was  a member  of  the  Methodist 
Church,  Masons  and  Eastern  Star  and  was  also  the 
local  railroad  physician.  He  was  buried  in  Tchula. 

The  Journal  extends  its  heartfelt  sympathy  to 
his  bereaved  family. 


HOSPITAL  ORGANIZED 

December  8,  the  Newton  Infirmary,  Newton, 
Mississippi,  formally  opened  and  organized  its 
staff.  The  institution  was  recently  purchased  by 
Drs.  M.  L.  Flynt  and  H.  McMullan,  and  has  been 
repaired  and  enlarged. 

Regular  staff  members  are:  Drs.  R.  W.  Hall, 

A.  G.  Pouchstone,  R.  C.  Stingley,  M.  L.  Flynt, 
Dudley  Stennis,  T.  E.  Jardis  and  H.  McMullan. 
Visiting  staff  members  are:  Drs.  Henry  Boswell, 

E.  E.  Kemp,  W.  C.  Polk,  W.  T.  Hunter,  S.  A. 
Majure,  C.  D.  Gilmore,  T.  L.  Gandy,  W.  C.  Lamb, 
A.  M.  Harelson,  A.  L.  Majure  and  Dr.  Arrington. 

Officers  are:  Dr.  M.  L.  Flynt,  President;  Dr. 

Dudley  Stennis  and  Dr.  T.  E.  Jardis,  vice-presi- 
dents. 


Dr.  Coleman  C.  Burns  has  recently  settled  in 
Greenville  where  he  is  specializing  in  diseases  of 
the  eye,  ear,  nose  and  throat.  Dr.  Burns  is  a 
graduate  of  the  Medical  College,  University  of 
Tennessee,  and  formerly  resided  in  Memphis. 


Dr.  William  Ross  May  of  Amory,  Mississippi, 
has  been  appointed  head  of  the  new  Lincoln 
County  health  unit  by  the  board  of  supervisors. 
He  is  a graduate  of  the  University  of  Mississippi 
and  Tulane  University;  has  had  extensive  hospital 
experience  and  five  years  practice. 


The  Tri-County  Medical  Society  met  in  Brook- 
haven,  December  12,  and  elected  officers  for  the 
ensuing  year  as  follows: 

President — Dr.  B.  S.  Waller,  Silver  Creek. 

Vice-Presidents — Dr.  D.  T.  Langston,  New  He- 
bron; Dr.  H.  R.  Fairfax,  Brookhaven;  Dr.  L.  W. 
Brock,  McComb;  Dr.  R.  E.  Sylerstein,  Tylertown; 
Dr.  C.  L.  Simmons,  Hazlehurst. 

Secretary-treasurer — ^Dr.  J.  K.  Markette,  Brook- 
haven. 

Legal  Counsellor — Dr.  F.  E.  Collins,  Brook- 
haven. 

Delegates — Dr.  O.  N.  Arrington,  Brookhaven; 
Dr.  W.  L.  Little,  Wesson;  Dr.  A.  B.  Harvey,  Ty- 
lertown; Dr.  F.  F.  Conn,  Monticello;  Dr.  R.  H. 
Brumfield,  McComb. 

Dr.  E.  B.  French  and  Dr.  R.  H.  Brumfield  were 
the  essayists. 

The  next  meeting  was  announced  for  March  12 
to  be  held  in  Brookhaven. 


ORAL  HYGIENE 

Miss  Gladys  Eyrich,  director  of  oral  hygiene 
for  the  Mississippi  Board  of  Health,  has  an- 
nounced that  the  third  100  per  cent  school  in  the 
state  for  this  term  in  dental  corrections  is  the 
Cary  school  of  Sharkey  County.  Work  there  was 
carried  on  in  cooperation  with  the  local  Red 
Cross,  the  organization  obtaining  and  paying  for 
the  services  of  a dentist. 


The  last  semi-annual  meeting  of  the  Clarksdale 
and  Six  Counties  Medical  Society  was  held  in 
Clarksdale,  November  7.  Officers  for  the  ensuing 
year  are  as  follows: 

President — Dr.  H.  G.  Johnson,  Dundee. 

Vice-presidents — Boliver,  J.  L.  Nichols;  Coa- 
homa, J.  W.  Henderson;  Tallahatchie,  J.  G.  Back- 
strom;  Tunica,  M.  B.  Jernberg;  Quitman,  M.  V. 
Kirby. 

Member  of  Board  of  Censors:  J.  W.  Hender- 

son. 

Secretary — D.  V.  Galloway. 

The  program  was  as  follows: 

1.  Radium  Therapy  in  Cancer  of  the  Cervix — 
A.  B.  Carney,  Clarksdale. 

2.  Fracture  of  the  Surgical  Neck  of  the  Hu- 
merus— T.  C.  Mitchell,  Clarksdale. 

3.  Otitis  Media — E.  Leroy  Wilkins,  Clarks- 
dale. 
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4.  Pellagra — J.  A.  Slack,  Friars  Point. 

5.  Malaria  (President’s  address) — J.  D.  Biles, 
Sumner. 

6.  Plasmochin — L.  H.  Brevard,  Dundee. 

7.  Syphilis  of  the  Lung — H.  L.  Cockerham, 
Gunnison. 

8.  Examination  of  Children’s  Ears — Eugene 
Kosamond,  Memphis. 

9.  False  Neuromata — T.  G.  Hughes,  Clarks- 
dale. 

10.  Needs  of  our  State  and  Local  Associations 
— Dr.  W.  H.  Frizell,  Brookhaven. 

At  the  banquet  which  followed  the  evening  ses- 
sion the  notable  events  were  an  informal  talk  by 
Dr.  F.  J.  Underwood,  Executive  Officer  of  the 
State  Board  of  Health. 


At  an  informal  meeting  the  Coahoma  County 
doctors  decided  to  reorganize  the  Coahoma  County 
Medical  Society  and  the  fifth  of  December  was 
set  for  the  first  meeting. 


On  December  11  the  Issaquena-Sharkey-War- 
ren  Counties  Medical  Society  met  in  Vicksburg. 
The  formal  program  Was: 

1.  Throat  Infections  in  General  Medicine — Dr. 
J.  H.  Musser,  Professor  of  Medicine,  Tulane  Uni- 
versity College  of  Medicine,  New  Orleans. 

2.  Goitre  in  Some  of  its  Phases — Dr.  E.  M. 
Holder,  Professor  of  Surgery,  University  of  Ten- 
nessee College  of  Medicine,  Memphis. 

3.  Mechanism  of  Reduction  of  the  More  Com- 
mon Fractures — Dr.  Guy  A.  Caldwell,  Orthopedic 
Surgeon,  Shreveport. 

It  was  reported  that  this  was  an  unusually  good 
meeting.  In  addition  to  the  members  and  the  in- 
vited guests  from  Louisiana  and  Mississippi,  the 
Mississippi  County  Health  Officers  and  Inspectors 
temporarily  adjourned  their  meeting  in  Jackson 
and  attended  the  Vicksburg  meeting. 

Dr.  A.  T.  McCormick  of  Louisville,  Kentucky, 
transferred  his  scheduled  address  from  Jackson  to 
Vicksburg.  His  subject  was.  The  Doctor’s  Duty 
to  the  Community  in  the  Prevention  of  Disease. 

At  this  meeting  officers  were  elected  for  the  en- 
suing year: 

President — Dr.  W.  C.  Pool,  Cary. 

Vice-presidents — Issaquena:  Dr.  T.  W.  Huey, 
Grace;  Sharkey:  Dr.  L.  E.  Martin,  Anguilla; 
Warren:  Dr.  Hugh  H.  Johnston,  Vicksburg. 

Secretary-treasurer — Dr.  L.  S.  Lippincott,  Vicks- 
burg. 


Board  of  Censors — three  years.  Dr.  Augustus 
Street,  Vicksburg;  two  years.  Dr.  H.  S.  Goodman, 
Cary. 

Member  of  Committee  on  Medical  Defense — Dr. 
E.  F.  Howard,  Vicksburg. 


During  the  latter  part  of  November  Dr.  L.  L. 
Lumsden,  Director  of  Rural  Sanitation,  United 
States  Public  Health  Service,  was  in  Mississippi 
for  several  days  for  the  purpose  of  inspecting  the 
full  time  health  units.  After  his  work  in  Missis- 
sippi, he  was  scheduled  to  make  inspections  in  Ten- 
nessee. 


Dr.  Henry  E.  Austin,  psychiatrist  at  the  East 
Mississippi  Insane  Hospital  in  Meridian,  has  ac- 
cepted a position  as  chief  medical  officer  at  the 
Veterans  Bureau  hospital  in  Philadelphia,  Penn- 
sylvania, and  was  scheduled  to  leave  for  his  new 
position  about  December  15. 


HOSPITAL  CLOSED  ON  ACCOUNT  OF 
INFLUENZA 

Early  in  December  the  South  Mississippi  Char- 
ity Hospital  at  Laurel  Was  closed  to  the  admission 
of  new  patients  because  of  an  epidemic  of  influ- 
enza among  the  patients,  doctors  and  nurses.  The 
out-patient  clinic  was  discontinued  and  no  visitors 
were  allowed  in  the  hospital.  At  the  last  report, 
the  condition  is  said  to  be  improving. 


The  South  Mississippi  Medical  Society  was 
scheduled  to  meet  in  Laurel,  Mississippi,  on  De- 
cember 13.  The  following  were  the  essayists:  Dr. 
W.  A.  Dearman,  Gulfport;  Dr.  R.  W.  Hall,  Jack- 
son;  Dr.  C.  G.  Wright,  Hattiesburg;  Dr.  C.  S.  Hol- 
brook, New  Orleans;  Dr.  C.  E.  Burnham,  Bay 
Springs;  Dr.  J.  S.  Gatlin,  Laurel;  Dr.  C.  M.  Davis, 
Laurel. 


Bills  fostered  by  Gov.  Bilbo  for  a central  pur- 
chasing board  for  State  institutions  and  another 
providing  for  a State  Board  of  Charities  were 
both  defeated  by  the  special  session  of  the  Leg- 
islature. 


On  December  3,  the  Adams  County  Board  of 
Supervisors  in  a joint  meeting  with  the  Mayor 
and  Board  of  Aldermen  of  Natchez  elected  Dr. 
B.  D.  Blackwelder  to  be  Director  of  the  new  full 
time  county  health  unit.  Dr.  Blackwelder  is  at 
present  full  time  health  officer  in  Holmes  County. 


The  Vicksburg  Sanitarium  and  Crawford  Street 
Hospital  held  its  regular  monthly  staff  meeting  in 
Vicksburg  on  December  10.  The  following  pro- 
gram was  given: 


522 


Mississippi  State  Medical  Association 


1.  Chronic  Abscess  of  the  Breast  Simulating 
Carcinoma — Dr.  G.  M.  Street. 

2.  Carcinoma  of  the  Stomach — Sleeve  Resec- 
tion— Dr.  A.  Street. 

3.  Traumatic  Aneurism  of  the  Radial  Artery 
— Dr.  J.  A.  K.  Birchett,  Jr. 

4.  Cerebro-spinal  Syphilis — Dr.  L.  J.  Clark. 

5.  Memingococcus  Cerebro-spinal  Meningitis 
— Dr.  H.  H.  Johnston. 

6.  Demonstration  of  Selected  Radiographic 
Studies: 

( 1 ) Fracture  of  the  hip. 

(2)  Calcium  deposit  in  thyroid  gland 

(3)  Sinuisitis. 

(4)  Aneurism  of  aorta. 

(5)  Pulmonary  tuberculosis. 

(6)  Nephrolithiasis. 

(7)  Pyloric  obstruction. 

(8)  Cholelithiasis. 

(9)  Duodenal  ulcer. 

OUR  PREVENTORIUM 

Within  a few  months  Mississippi  will  have  a 
beautiful  preventorium  for  children  at  the  Tubei’- 
culosis  Sanatorium.  To  my  mind  this  institution 
as  a composite  part  of  our  great  institution  at 
Magee  will  do  a far  greater  service  as  an  educa- 
tional factor  of  far  reaching  importance  and  in 
the  ultimate  control  of  tuberculosis  in  the  State 
than  any  previous  step  taken. 

The  teaching  of  selected  children  from  the  vari- 
ous communities  and  homes  of  the  State  how  to 
live  and  how  to  prevent  a breakdown  in  later 
life,  will  go  a long  way  toward  the  prevention  and 
final  stamping  out  of  tuberculosis.  Susceptible 
children  properly  trained  or  educated  in  tubercu- 
losis control  in  a modern  Preventorium  and  sent 
back  into  the  various  communities  of  the  state  will 
eventually  react  for  more  cooperative  community 
work  in  hygienic  matters,  better  and  more  strict 
enforcement  of  the  anti-spitting  law's,  better  and 
more  strict  regulations  for  handling  milk,  more 
careful  medical  observation  of  all  individuals,  a 
better  and  broader  view  of  educational  matters  in 
public  health,  and  finally  a better  and  healthier 
citizenship. 

Some  of  the  reasons  for  this  institutional  care 
are : 

1.  Safeguarding  the  child  from  tuberculous 
parents  or  relatives — in  this  way  preventing  con- 
tinuous infection. 

2.  Discipline  in  habits  and  modes  of  living,  at 
an  age  which  is  most  impressionalble. 


3.  Making  an  asset  to  the  community  of  an 
individual  who  would  otherwise  be  a liability. 

4.  The  child  going  home  to  his  own  community 
leads  others  into  ways  and  requisites  for  better 
health. 

5.  These  little  ones  will  be  s^ved  from  years 
of  invalidism  or  perhaps  death  from  tuberculosis 
and  will  not  become  just  so  many  sources  of  the 
spread  of  infection. 

Mississippi  is  making  a tremendous  effort  along 
the  lines  of  disease  prevention  and  control.  It  is 
well  to  spend  more  money  for  the  prevention  and 
control  of  all  communicable  diseases  and  then 
eventually  less  and  less  money  for  the  cure  of  dis- 
eases in  state  supported  hospitals.  Fifty  years, 
which  is  after  all  much  less  than  an  average  life- 
time, from  today  very  much  smaller  appropria-* 
tions  should  be  necessary  for  charity,  insane  and 
tuberculosis  hospitals,  feebleminded  institutions, 
etc.  Adequate  public  health  programs  properly 
supported  and  administered  will  do  the  job.  These 
institutions  for  the  treatment  of  disease  only  have 
been  supported  for  all  the  years  that  are  past 
and  are  becoming  a greater  necessary  burden  to 
the  taxpayer  every  year.  Reason  it  out  for  your- 
self. Get  behind  a real  state-wide  program  of 
prevention  of  disease,  begin  at  the  source  of  our 
trouble  and  not  spend  all  of  our  time  and  money 
on  the  curative  end — 'Work  at  both  ends  of  Die 
problem  at  the  same  time. 


The  conference  of  County  Health  Officers  and 
Sanitary  Inspectors  was  held  in  Jackson,  Missis- 
sippi, on  December  11-13,  1928.  Their  program 
was  as  follows: 

1.  Brewers’  Yeast  in  Pellagra — Dr.  A.  K.  Bar- 
rier, Rolling  Fork. 

2.  Illegal  Practitioners  — Dr.  J.  C.  Rush, 
Waynesboro. 

3.  Public  Health  Educational  Campaign — Dr, 
F.  Michael  Smith,  Vicksburg. 

4.  Venereal  Disease  Control — Dr.  O.  C.  Wen- 
ger-, Hot  Springs,  Ark. 

5.  Scarlet  Fever — Dr.  H.  C.  Ricks,  Jackson. 

6.  Control  of  Diphtheria — Dr.  T.  W.  Kem- 
merer,  Jackson. 

7.  Round  Table  Discussion  of  Program  for 
Part-Time  County  Health  Officer — W.  H.  Ander- 
son, Booneville. 

8.  Round  Table  Discussion  of  Medical  Inspec- 
tion of  School  Children — Dr.  B.  T.  Tbbinson,  New 
Augusta. 
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9.  Public  Health  Records — Dr.  J.  H.  Janney, 
Indianola. 

10.  Vital  Statistics  in  Kentucky — J.  F.  Black- 
erby,  Louisville,  Ky. 

11.  New  Methods  of  the  Bureau  of  Vital  Sta- 
tistics— Dr.  R.  N.  Whitfield,  Jackson. 

12.  Disease  Causation  and  Prevention — Dr.  C. 
C.  Applewhite,  Jackson. 

13.  Methods  of  Selling  the  Privy  Idea  to  the 
Public — M.  A.  Crawford,  Meridian. 

14.  Privy  Construction — John  B.  Grant,  Vicks- 
burg. 

15.  Septic  Tank  Construction.  Safe  Water 
Supplies — H.  A.  Kroeze,  Jackson. 

16.  Standard  Milk  Ordinance  and  Enforce- 
ment— H.  A.  Kroeze,  Jackson. 

17.  O’Tolidin  Test  for  Strength  of  Chlorine 
Solution,  Demonstration  of  Methylene  Blue  Re- 
ductase Test — Dr.  N.  M.  Parker,  Jackson. 

18.  Standardization  of  Laboratory  Procedure 
and  Cheeking — Dr.  T.  W.  Kemmerer,  Jackson. 


19.  Interpretation  of  Milk  Regulations — Gen- 
eral discussion. 

20.  Municipal  Inspections  — Floyd  Ratcliff, 
Jackson. 

21.  Mosquito  Control  — Nelson  H.  Rector, 
Clarksdale. 

22.  The  Use  of  Maps,  Charts  and  Graphs — 
George  Parker,  Jackson. 

23.  Ordinances — H.  A.  Kroeze,  Jackson. 

As  reported  elsewhere  in  these  columns  the 
address  by  Dr.  A.  T.  McCormack,  State  Health 
Officer,  Louisville,  Kentucky,  was  delivered  be- 
fore the  Issaquena-Sharkey-Warren  Counties  .Med- 
ical Society  which  meeting  was  attended  in  a body 
by  the  conference. 


CORRECTION 

In  the  December  issue  of  the  Journal,  Missis- 
sippi News,  it  is  stated  that  72  per  cent  of  the 
white  children  in  Laurel  have  gold  teeth.  This 
should  read  good. 


CANCER  NOW  SECOND  AS  CAUSE  OF 
DEATH. — ^Cancer  and  other  malignant  tumors 
jumped  into  second  place  as  a cause  of  death  in 
the  United  States  in  1927.  Deaths  from  cancer  in 
that  year,  the  Department  of  Commerce  an- 
nounced today,  totaled  103,578,  as  compared  with 
99,833  in  1926. 

The  death  rate  from  cancer  in  1927  was  95.6 
per  100,000  estimated  population,  compared  with 
94.9  per  100,000  in  1926.  Cancer  ranked  second 
only  to  diseases  of  the  heart  as  a death  cause  in 
1927.  In  1926  cancer  ranked  fourth,  heart  dis- 
eases being  first,  pneumonia  second  and  nephritis 
third. 

The  total  deaths  in  the  United  States  in  1927 
was  1,236,949  within  the  official  death  registra- 
tion area,  representing  a death  rate  of  11.4  per 
1,000  population — the  lowest  since  1900. 

In  1926  there  were  1,285,927  deaths  in  the 
registration  area,  a death  rate  of  12.2  per  1,000. 

The  registration  area  in  1927  comprised  forty- 
two  States,  the  District  of  Coumbia,  and  twenty- 
one  cities  in  non-registration  States,  with  an  esti- 
mated population  on  July  1,  1927,  of  108,327,000, 
or  91.3  per  cent  of  the  estimated  population  of 
the  United  States. 


The  principal  decreases  in  death  rates  in  1927 
were  from  pneumonia,  all  forms,  from  103  to  81 
per  100,000  population;  influenza  from  41  to  23; 
tuberculosis,  all  forms,  from  87  to  81;  diarrhea 
and  enteritis  (under  two  years)  from  27  to  22; 
nephritis  from  98  to  93;  measles  from  8 to  4, 
and  diseases  of  the  heart  from  199  to  196. 

The  death  rate  from  automobile  accidents  in- 
creased from  17.9  per  100,000  in  1926  to  19.5 
per  100,000  in  1927.  The  number  killed  in  auto- 
mobile accidents,  excluding  collision  with  railroad 
trains  and  street  cars,  was  21,160,  compared  with 
18,871  in  1926. 

In  addition,  1,676  were  killed  in  automobile  col- 
lisions with  railroad  trains  in  1927,  compared  with 
1,556  in  1926,  and  476  were  killed  in  automobile 
collisions  with  street  cars  in  1927,  compared  with 
464  in  1926. 

The  suicide  death  in  1927  was  13.3  per  100,000 
population,  as  compared  with  12.8  in  1926. 
The  number  of  suicides  was  14,356  in  1927,  as 
against  13,410  in  1926. 

The  number  of  homicides  grew  from  9,210  in 
1926  to  9,470  in  1927,  but  the  homicide  death 
rate  fell  from  8.8  in  1926  to  8.7  per  100,000  in 
1927. — The  New  York  Times,  December  21,  1928. 


BOOK  REVIEWS 


Textbook  of  Fractures  and  Dislocations:  By  Kel- 
logg Speed,  S.  B.,  M.  D.,  F.  A.  C.  S.  2d  ed. 
Philadelphia,  Lea  & Febiger.  1928.  pp.  952. 

This  volume  is  particularly  valuable  because  of 
the  care  which  the  author  exercises  in  his  atten- 
tion to  minute  details.  He  does  not  take  for 
gi  anted  that  the  readers  may  already  know  cer- 
tain thing's.  In  doing  this  the  wide  experience  of 
Dr.  Speed,  both  in  the  practice  of  the  subject 
undei  consideration,  and  in  teaching  is  everywhere 
manifest.  Each  chaptei'  may  well  be  considered  a 
lecture  on  a particular  subject. 

Theie  aie  certain  points  about  which  one  might 
take  issue  with  the  author,  but  on  the  whole,  this 
book  may  be  considered  one  of  the  most  valuable 
texts  on  the  subject  of  fractures  and  dislocations, 
which  has  been  published  in  recent  years. 

Isidore  Cohn,  M.  D. 


The  Treatment  of  Diabetes  MeUitus:  By  Elliott 

P.  Joslin,  M.  D.,  M.  A.  4th  ed.,  enl.,  and  re- 
written. Illustrated.  Philadelphia,  Lea  & 
Febiger.  1928.  pp.  998. 

Dr.  Joslin  might  very  well  adopt  a paraphrase 
of  the  old  motto,  “Nothing  of  human  interest  is 
foreign  to  me,  and  declare  “Nothing  concerning 
diabetes  is  indifferent  to  me.”  His  monograph  is 
a veritable  storehouse  of  information  not  only  of 
facts  concerning  the  clinical  picture  of  diabetes 
but  of  the  underlying  perverted  function  and  of 
the  history  of  the  development  of  modern  concep- 
tions concerning  the  disease.  There  is  no  question 
which  might  arise  in  the  mind  of  the  clinician  or 
of  the  investigator  in  this  domain  concerning 
which  they  may  not  find  in  this  book  valuable  and 
sound  information  and  a guide  to  the  sources.  To 
one  who  has  seen  the  development  of  the  work 
from  its  first  edition,  the  appearance  of  this  new 
fourth  edition  is  a source  of  solid  satisfaction.  It 
contains  so  much  new  material  that  it  is  in  large 
measure  a new  work.  Neither  the  practitioner  nor 
the  medical  student  should  look  upon  it  as  in- 
tended chiefly  or  entirely  for  the  specialist  nor 
should  they  be  frightened  by  the  size  of  the  book 
which  has  now  reached  approximately  1000  pages. 
Dr.  Joslin’s  style  has  always  made  its  reading 
easy  and  stimulating.  Considering  the  impor- 
tance of  diabetes  mellitus  as  a cause  of  illness 
and  of  death  in  the  United  States,  no  doctor  can 
afford  not  to  be  thoroughly  posted  concerning  it 
nor  can  the  care  of  diabetes  in  general  be  re- 
ferred to  specialists.  Joslin  estimates  there  are 
1,400,000  diabetics  in  the  United  States  (over  1 
per  cent  of  the  population).  The  death  rates  from 
diabetes  per  100,000  population  has  risen  from 


2.8  per  cent  in  1880  to  9.7  per  cent  in  1900  to 
14.9  per  cent  in  1910  and  16.9  per  cent  in  1925 
Between  1880  and  1925  the  percentage  of  diabetic 
deaths  to  total  deaths  rose  tenfold  to  1.43  per  cent. 
In  1900  diabetes  ranked  twenty-seventh  as  a cause 
of  death  in  the  registration  area  of  the  United 
States  but  in  1920  it  was  twelfth. 

There  is  probably  in  the  whole  field  of  medicine 
no  chapter  of  more  fascinating  interest  than  that 
of  diabetes.  In  no  other  field  is  the  diagnosis, 
therapy  and  general  management  so  soundly 
based  upon  scientific  experimentation  and  definite 
almost  mathematical  laboratory  demonstration.  In 
no  other  field  has  the  development  of  knowledge 
proceeded  in  such  a logical,  orderly  and  accurate 
manner.  From  the  time  of  the  demonstration  in 
1889  by  von  Mering  and  Minkowski  of  diabetes  in 
dogs  following  pancreatectomy  there  has  been  a 
steady  march  of  progress;  no  accidental  discovery 
has  been  made  but  each  step  has  depended  upon 
the  one  before  and  has  in  its  turn  indicated  its 
successor.  Opie  in  1901  and  Ssobolew  in  1902 
showed  that  the  islands  described  by  Langerhans 
in  1869  were  the  elements  of  the  gland  involved 
in  diabetes.  Ssobolew  discovered  that  ligation  of 
the  pancreatic  duct  produced  atrophy  of  the 
acinous  tissue  only  and  not  of  the  islands  and  no 
diabetes.  Schafer  in  1916  prophesied  the  dis- 
covery of  the  hypoethtical  internal  secretion  of 
the  Langerhans  islands  and  proposed  the  name 
of  insulin  for  it;  finally  the  trail  culminated  in 
the  isolation  of  insulin  by  Banting  and  Best  in 
the  laboratory  of  Professor  Macleod  at  Toronto 
m 1921.  Nor  is  the  interest  of  the  reader  and 
student  left  satiated  by  this  record  of  the  past. 
Joslin  indicates  many  points  still  not  clear  and 
open  to  controversy  and  further  investigation. 
There  is  for  example  the  question  of  the  relation 
of  diabetic  coma  to  acidosis  and  the  very  practi- 
cal question  as  to  whether  coma  is  best  treated 
with  or  without  alkalies.  Joslin,  as  is  well  known, 
is  much  opposed  to  the  use  of  soda  on  theoretical 
grounds  as  likely  to  produce  alkalosis.  The  re- 
viewer believes  firmly  that  Joslin  has  demon- 
strated practically  that  the  use  of  soda  is  not 
necessary.  My  experience  in  a series  of  coma 
cases  exactly  parallels  his. 

One  may  summarize  the  merits  of  Dr.  Joslin’s 
work  by  saying  that  it  is  not  only  a reference 
book  for  all  questions  concerning  diabetes,  not 
only  a most  interesting  and  authoritative  work 
but  also  a practical  and  definite  guide  to  the 
practitioner.  It  justly  deserves  a place  on  the 
shelves  of  his  library  and  its  pages  should  be  well 
thumbed. 


I.  I.  Lemann,  M.  D. 
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Pocket  Medical  Dictionary:  By  George  M.  Gould, 
A.  M.,  M.  D.  9th  ed.  rev.  Philadelphia, 
P.  Blakiston  Son  & Co.  1928.  pp.  922. 

This  revision  of  Dr.  Gould’s  well-known  pocket 
dictionary  contains  pronunciation  and  definition 
of  the  principal  words  used  in  medicine  and  its 
related  sciences.  There  are  complete  tables  of  the 
arteries,  muscles,  nerves,  bacteria,  bacilli,  micro- 
cocci, spirilla  and  thermometric  scales  and  a 
revised  dose  list  of  drugs  and  their  incompati- 
bilities, in  the  English  and  metric  systems  of 
weights  and  measures,  based  upon  the  tenth 
revision  of  the  U.  S.  pharmacopoeia,  and  a revised 
veterinary  dose  table. 

In  these  days  of  changing  and  voluminous 
nomenclature,  an  up-to-date  dictionary  is  an  essen- 
tial part  of  the  well-informed  physicians  arma- 
mentarium. 

M.  L.  Marshall. 


Syphilis:  By  Henry  H.  Hazen,  A.  M.,  M.  D. 

Ulus.  St.  Louis,  C.  V.  Mosby  Company. 

1928.  pp.  643. 

Dr.  Hazen  has  presented  in  one  volume  infor- 
mation of  inestimable  value.  It  is  hardly  con- 
ceivable to  think  that  so  large  a subject  as 
syphilis  could  be  covered  in  so  thorough  a man- 
ner as  Dr.  Hazen  and  his  collaborators  have 
succeeded  in  doing  in  this  single  book.  The  anato- 
mical structures  are  described  individually  in  a 
most  thorough  manner  with  differential  diagnoses 
and  a complete  bibliography  with  each  chapter 
so  that  the  reader  m.ay  refer  to  the  original  ar- 
ticles cited. 

The  illustrations  are  numerous  and  very  good, 
of  particular  interest  to  the  urologist  is  the  chap- 
ter by  Dr.  H.  A.  Fowler  on  the  Genito-Urinary 
System. 

Monroe  Wolf,  M.  D. 


Modern  Medicine:  By  Sir  William  Osier,  Bart., 

M.  D.,  F.  R.  S.,  re-edited  by  Thomas  McCrae, 
M.  D.,  assisted  by  Elmer  Funk,  M.  D.  Phila- 
delphia, Lea  & Febiger.  1928.  pp.  964. 

This  volume  is  the  sixth  in  number  of  Osier’s 
Modern  Medicine  and  deals  exclusively  with  dis- 
eases of  the  nervous  system  and  diseases  and 
abnormalities  of  the  mind.  The  collaborators  are 
the  representative  men  in  the  field  of  neuropsy- 
chiatry in  America  and  abroad.  This  third  re- 
vised edition  can  be  used  as  a tole  et  lege  type 
of  collateral  reading  for  the  general  medical  man 
whose  spare  time  is  limited,  and  as  an  adjunct  to 
the  book  shelf  of  the  neuropsychiatrist.  It  is 
thoroughly  and  correctly  written. 


The  chapter  on  acute  encephalitis  and  brain 
abscess,  by  the  late  E.  E.  Southard,  M.  D.,  revised 
by  J.  Ramsay  Hunt,  M.  D.,  and  likewise  the  chap- 
ter following  by  J.  Ramsay  Hunt,  M.  D.,  covers 
the  detailed  matter  throughout  using  the  scheme 
term  of  encephalopathy  covering  encephalitis  and 
its  vagaries.  The  paragraph  therein  on  influenzal 
encephalitis  and  likewise  the  following  chapter 
throughout  should  be  instructive  to  the  present 
day  physician,  inasmuch  as  many  of  our  cases  of 
encephalitis  ciim  et  sine  lethargica  can  be  traced 
to  a so-called  attack  of  influenza  at  a past  period. 

A meagre  forty-three  pages  is  given  to  the 
diseases  and  abnormalities  of  the  mind,  not 
sufficiently  abstracted  for  the  general  practitioner. 
In  these  pages,  while  well  written,  the  subject 
matter  therein  is  pruned  to  a rhetorical  minimum. - 
A series  of  case  histories  incorporated  under  each 
abnormality  would  convey  more  rapidly  to  the 
reader  a description  leading  to  a more  conclusive 
opinion. 

Walter  J.  Otis,  M.  D. 


Modern  Medicine,  Its  Theory  and  Practice:  Ed. 

by  Sir  William  Osier,  Bart.,  M.  D.,  F.  R.  S. 
3d  ed.,  thoroughly  rev.  Re-ed.  by  Thomas 
McCrane,  M.  D.,  assisted  by  Elmer  H.  Funk, 
M.  D.  General  index  volume.  Philadelphia, 
Lea  & Febiger,  1928.  pp.  126. 

An  analytic  index,  such  as  the  volume  here- 
with presented  is  an  essential  element  to  any 
reader  gain  the  desired  information  with  speed 
and  facility.  The  publication  of  an  adequate  in- 
dex makes  of  this  system,  a reference  work  of 
prime  importance  to  every  physician. 

M.  L.  Marshall. 


Diseases  of  the  Ear,  Nose  and  Throat:  By  Wen- 

dell Christopher  Phillips,  M.  D.  7th  ed. 
Philadelphia,  F.  A.  Davis  Co.  1928.  pp.  922. 

This  book  by  an  ex-president  of  the  American 
Medical  Association  is  an  excellent  revision  of  the 
former  text  by  this  author.  An  illustration  of 
the  confidence  the  volume  enjoys  among  the  pro- 
fession is  its  widespread  adoption  as  a text  in 
medical  schools. 

A little  more  than  half  of  the  book  is  devoted 
to  the  ear,  and  completely  covers  the  field  of 
otology.  A new  chapter,  “The  Hearing  Prob- 
lem,” is  timely  in  surveying  this  important  and 
much  neglected  subject.  Recent  advances  in  the 
treatment  of  infantile  mastoiditis  are  described. 
Obsolete  clinical  and  operative  procedure  are  elim- 
inated. The  diseases  of  the  nose  and  accessory 
sinuses  are  well  covered.  Variations  in  technique 
of  submucous  resection  are  described.  In  radical 
operation  for  chronic  frontal  sinusitis  the  author 
favors  the  Killian  operation. 


526 


Book  Reviews 


The  laryngeal  section  is  noteworthy.  The  oper- 
ation of  laryngectomy  featuring  the  procedure  of 
McKenty  is  particularly  good.  The  technique  of 
suspension  laryngoscopy  as  used  by  Lynch  of  New 
Orleans  is  well  described  and  it  is  to  Lynch  that 
the  author  gives  credit  for  the  perfected  suspen- 
sion instrument  of  today. 

The  technique  of  bronchoscopy  and  esopha- 
goscopy  is  given  according  to  the  methods  used 
by  Jackson  and  his  staff  at  the  Chevalier  Jackson 
bronchoscopic  clinic  in  Philadelphia.  Reproduc- 
tions of  some  of  the  paintings  by  Chevalier 
Jackson  illustrating  bronchoscopic  views  of  path- 
ology are  used.  Various  bronchoscopic  instru- 
ments devised  by  Tucker,  Clerf,  Mosher,  Lukens 
and  Moore  are  described. 

In  the  description  of  tracheotomy  the  author 
says:  “The  high  tracheotomy  operation  is  pre- 

ferable to  the  tracheotomie  inferieur  of  Trous- 
seau, the  hemorrhage  in  the  former  being  much 
less.”  Most  laryngologists  prefer  low  tracheotomy 
as  less  likely  to  lead  to  laryngeal  stenosis.  Jack- 
son  advises  that  the  treacheotomic  incision  be 
made  below  the  second  ring  of  the  trachea. 

The  book  is  well  written,  well  illustrated  and 
remarkably  free  from  typographical  errors. 

H.  Kearney,  M.  D. 


Ultra-Violet  Rays  in  the  Treatment  and  Cure  of 
Disease:  By  Percy  Hall,  M.  R.  C.  S.  (Eng,), 
L.  R.  C.  P.  (Lond.).  3d  ed.  St.  Louis,  C.  V. 
Mosby  Co.  1928.  pp.  230. 

This  book  contains  twenty-six  chapters  of  in- 
teresting reading  matter  and  there  are  sixty-four 
illustrations,  the  greater  number  being  utilized 
to  illustrate  physio-therapy  apparatus. 

The  author’s  method  of  applying  the  ultra- 
violet rays  in  disease  conditions  is  fully  explained, 
employing  only  the  most  modern  methods  of 
application. 

This  book  is  recommended  to  all  physicians  in- 
terested in  physio-therapy. 

Leon  J.  Menville,  M.  D. 


Recent  Advances  m Physiology : By  C.  Lovatt, 

Evans,  D.  S.  C.  (Lond.),  M.  R.  C.  S.,  L.  R.  C. 
F.,  F.  R.  S.  3d  Ed.  Philadelphia,  P.  Blakis- 
ton’s  Son  and  Company.  1928.  397  pp. 

This  is  one  of  the  valuable  series  of  “Recent 
Advances”  which  includes  similar  works  on 
Anatomy,  Biochemistry,  Medicine,  Surgery,  etc. 
This  volume  will  be  found  particularly  interesting 
in  connection  with  the  one  on  Biochemistry  with 
which  it  has  numerous  points  of  contact. 

This  book  may  be  called  an  Elementary  Text- 
Book  of  Advanced  Physiology.  Its  aim  is  to  pre- 
sent to  the  student  who  has  worked  through  an 
ordinary  text-book  an  account  of  some  of  the 


problems  with  which  physiologists  have  been  con- 
cerned during  recent  years,  and  thus  to  serve,  not 
only  to  enrich  the  student’s  knowledge  as  regards 
subjects  of  contemporary  interest,  but  also  to  form 
a convenient  bridge  by  which  he  may,  if  he  feels 
so  disposed,  pass  more  readily  into  the  original 
literature  of  those  subjects.  Not  only  the  stu- 
dent of  Physiology,  however,  but  the  Physiologist 
and  the  Internist  will  feel  repaid  for  studying  the 
account  of  some  of  the  branches  of  Physiology  in 
which  recent  advances  are  being  made. 

Two  new  chapters — on  “Excitability  and 

Chronaxia”  and  “The  Nerv’ous  Impulse” — have 
been  added  to  this  edition.  In  order  to  make 
room  for  them,  three  chapters  have  been  omitted 
from  among  those  of  the  second  edition.  All  the 
remaining  chapters  have  been  considerably  re- 
vised. The  three  chapters  omitted  dealt  with 
Blood  Corpuscles,  Blood  Plasma,  Suspension  Stabil- 
ity of  the  Blood  and  the  Evidence  of  Blood  De- 
struction. Even  with  the  addition  of  the  new 
material,  the  size  of  the  book  has  been  increased 
by  only  40  pages. 

A list  of  some  of  the  subjects  treated,  indicates 
the  particular  appeal  of  this  work.  Tissue  Oxida- 
tions; The  Application  to  the  Physiology  of  Mus- 
cular Exercise  in  Man  of  the  Results  of  Researches 
on  the  Chemistry  and  Physics  of  Contraction; 
Conditioned  Reflexes,  prepared  with  the  direct 
help  of  Dr.  G.  V.  Anrep,  a pupil  of  Pavlov;  Thy- 
roxin, Pituitary  Principle,  Insulin,  Parathyroid; 
The  Carriage  of  Carbon  Dioxide  by  the  Blood; 
Blood  Reaction,  including  a Discussion  of  Buffers, 
the  H-  electrode,  the  Indicator  Method;  Capillary 
Circulation. 

Henry  J.  Laurens,  Ph.D. 
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FUNGUS  INFECTIONS  OF  THE 
HANDS  AND  FEET.* 

FOSTER  M.  JOHNS,  M.  D.,f 
New  Orleans. 

INTRODUCTION 

Having  studied  a great  many  chronic 
nflammatory  lesions  of  the  hands  and  feet 
Dy  various  laboratory  means  with  a view 
)f  establishing  the  etiologic  factors  con- 
cerned in  their  production,  I have  come  to 
the  conclusion  that  the  groups  of  micro- 
scopic plants  represented  by  the  higher 
Dacteria  and  fungi  are  much  more  com- 
monly concerned  in  the  production  of 
esions  in  these  exposed  portions  of  the 
body  than  we  have  been  wont  to  consider 
them.  For  instance,  Stelwagon,<i^  in  that 
familiar  text-book  of  American  physicians, 
'‘Diseases  of  the  Skin,”  states  that  fungus 
nfections,  ringworm  in  particular,  may  in 
'are  instances  show  themselves  on  the 
bands,  fingers,  feet  or  in  the  interdigital 
spaces.  He  describes  onychomycosis  as  a 
comparatively  ‘'‘rare”  disease.  Sutton’s 
book,<2)  published  as  recently  as  1926,  gives 
1 few  beautiful  pictures  of  trichophytosis 
3f  the  nails,  the  palms  of  the  hands  and 
soles  of  the  feet,  but  at  the  same  time  leads 
the  reader  to  presume  that  these  lesions 
are  by  no  means  common  by  the  statement 
that  such  lesions  “may  occur.” 


“^Read  before  Orleans  Parish  Medical  Society, 
October  22,  1928. 

fFrom  the  Laboratory  of  Clinical  Medicine, 
School  of  Medicine,  Tulane  University  of  Lou- 
isiana. 


By  extending  the  scope  of  my  examin- 
ations to  include  the  nails  of  individuals 
with  chronic  and  recurrent  ulcerative 
lesions,  of  eczemas  between  the  toes, 
pompholyx  and  eczematoid  conditions  of 
the  epithelium  of  the  hands  and  feet,  I 
have  been  convinced  that  not  only  are 
many  of  these  lesions  parasitic  (fungal)  in 
origin,  but  that  the  focus  of  infection  and 
continued  reinfection  of  the  epithelium  of 
these  parts  of  the  body  at  least  does  occur 
by  transplantation  of  fungi  that  are  more 
or  less  continuously  growing  in  the  horni- 
fied  epithelial  cells  comprising  the  nails, 
and  particularly  the  toe  nails.  All  of  the 
members  of  the  ringworm  group  of  fungi 
are  capable  of  living  in  this  modified 
epithelium,  and  while  the  rate  of  growth 
here  is  almost  incredibly  slow,  the  growth 
extending  upward  toward  the  matrix  at 
about  the  same  rate  as  the  cells  proliferate 
and  are  pushed  downward,  they  thus  pro- 
vide a constant  source  of  infection  over  a 
period  of  years.  Sequeira*®)  mentions  ecze- 
matoid ringworm  of  the  toes  as  a “compli- 
cation” of  Tinea  cruris,  and  that  when 
present  it  may  persist  for  years  with  re- 
currences after  apparent  cure  of  the  pri- 
mary lesion. 

It  is  my  belief  that  trichophyton  infec- 
tion of  the  nails  is  the  common  etiologic 
fungus  of  oychomycosis  rather  than  fungi 
of  the  genus  Epidermophyton,  and  that  the 
majority  of  adults  in  this  community  and 
climate,  at  least,  may  be  demonstrated, 
with  the  aid  of  the  microscope,  to  be  in- 
fected. 
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Deforming  dystrophies  of  the  nails  are 
generally  supposed  to  be  due  to  inherited 
diseases,  trauma  and  occupational  injuries. 
Infections  of  the  nails  with  members  of  the 
ringworm  group  are  supposed  to  produce 
softening  of  the  nails  with  resultant 
erosion.  With  precise  methods  of  digest- 
ing the  nails  and  liberating  and  concen- 
trating the  fungi  without  destroying  their 
morphology  beyond  accurate  identification 
with  the  microscope  it  is  really  astonish- 
ing how  many  of  these  conditions  may  be 
demonstrated  to  represent  merely  the  re- 
sult of  a fungus  infection  that  has  been 
present  from  early  childhood. 

The  ability  to  “diagnose”  disease  in 
general  still  remains  more  of  an  art  than 
a science  in  many  instances  in  that  when 
given  a particular  symptom  complex  one 
must  first  “suspect”  a particular  type  of 
disease  process  and  then  endeavor  to  prove 
the  correctness  of  the  suspicion.  This 
method  of  diagnosis  applies  with  particular 
emphasis  in  the  laboratory  demonstration 
of  the  varied  types  of  pathogenic  fungi. 

Considering  all  of  the  above  lengthy 
introduction,  I would  like  to  briefly  review 
the  classification  of  the  microscopic  vege- 
table parasites  that  I have  encountered  in 
lesions  of  the  hands  and  feet,  pointing  out 
the  gross  characteristics  of  the  diseases 
and  methods  of  search  for  the  probable 
etiologic  fungus,  and  to  present  a method 
of  demonstrating  fungi  in  skin,  tissue,  and 
nail  infections  that  has  given  me  the  best 
results. 

CLASSIFICATION  OF  FUNGI 

There  are  a large  number  of  various 
species  of  higher  bacteria  and  fungi  that 
may  infest  such  exposed  parts  of  the  body 
as  the  hands  or  such  well  incubated  sur- 
faces of  the  body  as  the  well  shod  feet  of 
a denizen  of  the  hot  asphalt  of  our  modern 
cities,  and  whose  socks  are  usually  washed 
“out.”  In  general  these  infections  fall 
more  or  less  in  groups,  according  to  their 
botanical  classification.  Specific  case  re- 
ports are  all  too  prone  to  refer  to  some 


particular  species  of  fungus  infection  and 
the  medical  journal  reader  soon  becomes 
impressed  with  the  multiplicity  of  possible 
fungus  infections  rather  than  the  few  gen- 
eral types  of  infection  really  existing  and 
representing  fungi  of  the  various  genera. 
The  classification  of  pathogenic  higher  bac- 
teria and  fungi  as  found  in  our  current 
medical  literature  is  too  confused  to  men- 
tion. The  following  table  is  a practical 
working  guide  that  has  been  found  useful 
in  teaching  my  medical  students,  at  least. 

PHYLUM  THALLOPHYTA 

Microscopic  plants  or  vegetables  whose 
body  includes  one  or  many  cells,  form  a 
more  or  less  branched  structure,  and  many 
varieties  of  which  are  parasitic  upon  man 
or  lower  animals  by  virtue  of  their  ability 
to  grow  and  multiply  in  or  on  the  body  of 
their  host.  This  division  of  the  vegetable 
kingdom  may  be  divided  as  follows: 

Group  I.  Schizomyetes  (bacteria). 

Family  '1 — Coccaccae. 

Family  2 — Bateriaceae. 

Family  3 — Spirillaceae. 

Group  II.  Trichomycetes  (higher  bac- 
teria; bacteria  growing  in  filamentous 
forms) . 

Genus  Leptothrix  (with  no  branching). 

Genus  Cladothrix  (false  branching). 

Genus  Nocardia  (Streptothrix)  (true 
branching  spores). 

Genus  Actinocycetes  (branching;  no 
spores) . 

Group  III.  Hyphomycetes  (yeasts  and 
fungi  or  moulds). 

Genus  Saccharomyces  (budding  fungi; 
yeast-like  or  simple  mycelial  tubes). 

Monilia  (fermenting  sugars). 

Oidia  (no  fermentation  of  sugars). 

Cryptococci  (double-walled,  budding 
fungi) . 

Genus  Microspou  m — M.  audouini 
(type) . 

Parasitic  in  hairs  and  hair  follicles. 
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Mycelia  and  spores  (small). 

Cultures  have  hyphae  bearing  sessile 
conidia  and  septate  fusiform  bodies. 

Lesions  have  no  scutula. 

Genus  Trichophyton — T.  tousurans 
(type) . 

Parasitic  in  hair  and  nails  and  ad- 
jacent epithelium. 

Mycelia,  mycelial  spores,  and  chlamy- 
dospores  in  lesions. 

Conidial  bearing  hyphae  in  cultures. 

Genus  Epidermophyton — E.  cruris 

(type) . 

Parasitic  in  skin.  Does  not  invade 
hair  or  hair  follicles. 

Mycelial  filaments  and  spores  in  le- 
sions. Pluriseptate  spindles  in  cul- 
tures. 

Genus  Achorion  (mycelial  filaments  and 
spores  producing  scutula  about  hair 
shaft) . 

Genus  Sporotrichum  (Mycelial  fila- 
ments or  spores  in  lesions,  and 
producing  conidiospores  in  cul- 
tures). 

Genus  Penicillium  (mycelia  or  spores  in 
lesions.  Fruit  bearing  hypha  with 
sterigmata  and  conidia  in  culture). 

PLATE  1. 

Fig.  1 — Actinomycosis  of  foot. 

Fig.  2 — Portion  of  actinomycotic  granule  flattened 
out  by  pressure  from  a cover  glass  and  viewed 
under  the  high  dry  (4  m.m.)  lens  of  the  micro* 
scope. 

Fig.  3 — Blastomycosis  of  the  hand. 

Fig.  4 — Blastomycetes  digested  free  from  tissue  and 
exudate  and  viewed  with  high  dry  (4  m.m.)  lens. 

Fig.  5 — Microsporosis  of  toe  nails. 

Fig.  6 — ^Microsporons  from  digests  of  diseased  por- 
tions of  naUs  shown  in  Fig.  5,  and  photographed 
with  the  high  dry  (4  m.m.)  lens. 

Fig.  7 — Interdigital  intertrigo  or  eczema.  The  toe  nail 
indicated  by  arrow  was  also  diseased. 

Fig.  8 — ^Trichophytons  recovered  from  scrapings  be- 
tween the  infected  toes  and  the  diseased  nail  shown 
in  Fig.  7. 

Fig.  9 — Finger  nails  of  a very  young  negro  boy 
resembling  in  some  respects  congenital  dystrophy 
of  the  nails. 

Fig.  10 — Enormous  numbers  of  trichophytons  re- 
covered from  portions  of  nails  shown  in  Fig.  10. 

Fig.  11  and  12 — Recurrent  parasitic  pompholyx  asso- 
ciated with  erosions  of  the  finger  nails  and  gross 
trichophytic  involvement  of  the  toe  nails. 

Fig.  13 — Trichophytons  recovered  from  lesions  shown 
in  Figs.  11  and  12. 


Genus  Aspergillus  (Mycelia  or  spores  in 
lesions.  The  conidiophore  hyphae 
terminate  into  ovoid  formations  sup- 
porting sterigmata  bearing  a chain 
of  conidia). 

Genus  Sterigmatocystis  (Mycelia  or 
spores  in  lesions.  Conidiophore 
terminating  in  oval  formation  with 
primary  and  secondary  sterigmata 
bearing  the  conidia). 

TYPES  OF  LESIONS  PRODUCED  BY  FUNGI  OF  THE 
VARIOUS  GENERA 

Actinocycosis  is  the  clinical  name  given 
to  many  infections  by  filamentous  organ- 
isms of  the  group  of  trichomycetes.  Some 
varieties,  such  as  the  true  actinocycetes, 
are  quite  virulent.  Practically  all  of  them 
produce  a chronic  suppurative  process 
tending  to  involve  the  periosteum  and 
bone,  and  are  characterized  by  the  produc- 
tion of  discharging  sinuses  with  crateri- 
form  outlets.  Morphologically  they  are 
long,  thin,  bacilliform  structures  and  often 
take  ordinary  stains  poorly  (Plate  I.  Figs. 

1 and  2).  When  growing  in  the  tissue  the 
filaments  grow  in  huge  colonies,  and  as  the 
lesions  are  always  secondarily  infected 
with  pyogenic  bacteria,  many  of  these  colo- 
nies are  liberated  in  toto  by  the  necrosis  of 
the  tissue.  For  diagnosis  large  quantities 
of  pus  must  be  searched  carefully  for 
yellow,  white,  black  or  red  granules  which 
consist  of  enormous  masses  of  the  mycelial 
filaments.  A plain  “smear”  of  pus  as  is 
routinely  made  for  microscopic  examina- 
tion is  not  sufficient  to  demonstrate  the 
presence  of  such  an  infection. 

Blastomycosis  is  a group  of  diseases 
caused  by  several  members  of  the  genus 
Saccharomycetes.  The  simple  yeasts  (mon- 
ilia) often  secondarily  invade  the  necrotic 
tissue  produced  by  pyogenic  bacteria  in  open 
lesions,  but  the  only  common  primary 
infection  by  fungi  of  this  group  that  I 
have  encountered  is  with  Gilchrist’s  cryp- 
tococcus, or  Cryptococcus  gilchristi.  This 
is  a double-cell-walled,  yeast-like  or  bud- 
ding fungus,  which  produces  an  oval  or 
circular  lesions  of  the  skin  and  subcuta- 
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neous  tissue  characterized  by  masses  of 
semi-necrotic  granulation  tissue.  These 
areas  may  coalesce  to  form  quite  an  irregu- 
lar pattern.  Large  discharging  sinuses  do 
not  occur.  The  fungi  may  be  demonsti’ated 
directly  in  preparations  of  the  necrotic 
material,  but  are  best  found  in  larger 
quantities  of  granulation  tissue  digested 
for  several  hours  (until  barely  disinte- 
grated) in  ten  per  cent  sodium  hydroxide 
solution  and  concentrated  as  will  be  de- 
scribed later  (Plate  I,  Figs.  3 and  4). 

MICROSPOROSIS,  TRICHOPHYTOSIS  AND 
EPIDERMOPHYTOSIS 

These  fungi  of  the  ringworm  group  are 
apparently  only  capable  of  growing  in  the 
epidermis  and  the  modified  epithelium 
comprising  its  appendages,  the  hairs  and 
nails.  There  are  many  different  species 
of  each  of  these  genera  and  their  accurate 
classification  by  means  of  slight  morph- 
ologic or  cultural  differences  seem  to  be 
utterly  impossible.  Even  such  a painstak- 
ing artist  of  nomenclature  as  Castellan! 
may  be  found  using  even  the  generic  names 
rather  indiscriminately  in  referring  to 
epidermophytons  and  microsporons  in  var- 
ious parts  of  his  book  on  tropical  disease. 
The  ,very  listing  of  all  the  names  these 
small  plants  bear  in  the  usual  list  of 
synonyms  merely  tends  to  perpetuate  the 
existing  confusion. 

For  practical  purposes,  I have  classified 
these  groups  as  regards  their  demonstrated 
cultural  differences,  as  shown  by  their 
selected  habitat  as  pai'asites.  Microspo- 
rons seem  to  be  limited  to  the  superficial 
layers  of  the  non-hairy  surfaces  of  the 
body,  and  they  usually  produce  small 
spores.  Trichophytons  invade  the  deeper 
layers  of  the  epidermis,  the  hairs,  and 
nails,  and  they  usually  have  larger  spores 
than  microsporons.  Epidermophytons  favor 
the  semi-moist  epithelial  folds  of  the  body, 
in  the  crural  and  axillary  regions,  for 
instance. 

Upon  the  hands  and  feet  the  triphophy- 
tons  produce  by  far  the  greater  number 


of  infections  (Plate  I.  Figs.  7,  8,  9,  10,  11, 
12,  13,  and  Plate  II,  Figs.  1,  2,  3,  4,  5,  7 
and  8).  I have  found  only  an  occasional 
instance  of  small  spored  fungus  (micro- 
sporon)  producing  white  patches  of  soften- 
ing of  the  nails  with  a very  superficial  ex- 
foliative lesion  of  the  epithelium  of  the  feet. 
(Plate  I.  Figs.  5 and  6,  and  Plate  II. 
Fig.  9). 

From  a therapeutic  or  a diagnostic 
standpoint,  it  usually  suffices  to  demon- 
sti'ate  the  presence  of  a definite  ringworm 
fungus  in  the  epithelial  layers  of  lesions 
that  may  be  present  there  or  in  adjacent 
appendages. 

Demonstration  of  fungi  that  are  grow- 
ing within  thick  hornified  modified  epithe- 
lium with  a high  fat  or  wax  content 
presents  quite  a problem  to  the  laboratory 
technician.  Portions  of  apparently  dis- 
eased nails  or  scrapings  from  lesions  may 
be  removed  and  digested  with  hydroxide 
solutions,  whereby  epithelial  structures 
are  either  removed  or  rendered  trans- 
parent and  the  fungi  which  are  protected 
by  thick  walls  are  left  visible  when  proper- 
ly viewed  through  the  microscope.  This 
process  requires  hours  of  time,  and  when 
carried  on  upon  a microscope  slide  under 
a cover-glass  results  in  only  a very  imper- 
fect digestion  of  the  edges  of  masses  when 
they  are  of  any  appreciable  size  whatso- 
ever. The  digestion  of  large  pieces  of  nails 
and  tissue  removals  may  better  be  carried 
out  en  masse  in  a test  tube  where  the  solu- 
tion has  free  access  to  all  portions  of  such 
removals  and  where  the  digesting  fluid  is 
in  sufficient  quantity  to  effect  complete  di- 
gestion of  the  quantity  of  tissue  to  be  dis- 
integrated. 

In  all  such  digestion  residues  certain 
fatty  bodies  are  frequently  found  (Plate 
II.  Fig.  6)  which  requires  considerable 
technical  skill  to  differentiate,  particular- 
ly from  spores  of  fungi.  These  fat  bodies 
may  be  easily  removed  by  extraction  with 
ether,  which  also  completes*  the  disinte- 
gration of  such  clumps  of  epithelial  cells 
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as  may  not  be  completely  dissolved.  Fin- 
ally, by  means  of  the  centrifuge  we  may 
concentrate  and  average  all  of  such  re- 
movals to  the  extent  that  a single  micro- 
scopic preparation  represents  the  entire 
fungus  content  of  all  material  entering  into 
the  process.  Digestion  by  this  means 
further  liberates  the  mycelial  filaments 
with  all  of  the  ramifications  of  its  network 
of  intricate  branchings  to  pi'esent  a picture 
far  more  easily  recognizable  than  if  such 
vine-like  masses  are  broken  up  into  short 
segments  of  individual  spores  in  small 
fragments  scraped  from  the  nails.  The 
technic  may  be  thus  summarized: 

1.  Cut  or  scrape  as  much  epithelium 
from  apparently  diseased  areas  as  possible. 
Areas  of  apparent  disease  or  abnormality 
of  the  finger  or  toe  nails  are  removed  with 
a sharp  knife. 

2.  Place  fragments  in  a small  round- 
bottomed  test  tube  (12x115  mm.)  and 
cover  with  several  volumes  of  10  per  cent 
sodium  or  potassium  hydroxide. 

3.  Allow  to  digest  (preferably  at  body 
temperature)  for  12  to  18  hours. 

4.  Add  2 volumes  of  ether.  Stopper 
tube  with  finger  and  shake  thoroughly. 

PLATE  II. 

Fiffs.  1 and  2 — Trichophyton  infection  of  toe  nail  and 
foot  with  the  fungi  demonstrated  by  microscopic 
exanrination. 

Figs.  3 and  4 — Parasitic  eczem.^  of  the  dorsum  of 
one  hand,  with  pompholyx-like  lesions  of  the  palm 
and  typical  ringworm-like  lesions  on  the  wrist,  as- 
sociated with  marked  lesions  of  the  finger  and  toe 
nails. 

Fig.  5 — Trichophytons  recovered  from  lesions  on 
wrist  of  hand  shown  in  Fig.  4.  Similar  fungi  were 
demonstrated  in  removals  from  the  finger  and  toe 
nails. 

Fig.  6 — Fatty  bodies  frequently  found  in  simple  hy- 
droxide digests  of  finger  or  toe  nails.  Note  ab- 
sence of  endospores.  Photographed  with  high  dry 
(4  m.m.)  lens. 

Fig.  7 and  8 — Terminal  and  middle  portion  of  a 
trichophyton  filament  to  show  the  definite  endo- 
spores present  and  extending  almost  to  the  very 
tip  of  the  filament.  Photographed  with  high  dry 
(4  m.n?.)  lens. 

Fig.  9 — Microsporons.  Short  mycelial  filaments  and 
small  spores.  Photographed  with  high  dry  (4  m.m.) 
lens. 

Fig.  10 — Culture  of  a drop  of  pus  from  a previously 
unopened  lesion  of  sporotrichosis  on  glucose  agar, 
incubated  for  7 days. 

Fig.  11 — Sporotrichium  filament  and  spores  from  cul- 
ture shown  in  Fig.  10.  Photographed  with  high 
dry  (4  m.m.)  lens. 

Fig.  12 — Mycelial  filaments  and  fructifications  as 
digested  free  from  an  exudate  occurring  under 
finger  nail.  Photographed  with  high  dry  (4  m.m.) 
lens. 


5.  Balance  tube  and  centrifuge  in  elec- 
tric machine  (equipped  with  Cornell 
shields)  at  1500-2000  r.p.m.  for  several 
minutes.  Detritus  which  contains  the 
spores  and  mycelia  of  fungi  will  collect 
between  the  two  layers. 

6.  Carefully  decant  the  ether  from 
above  the  plug  of  detritus;  and  allow  most 
of  the  hydroxide  to  flow  out  from  under 
this  plug  as  it  floats  above  the  heavy  liquid 
when  the  tube  is  slowly  tipped  to  one  side. 

7.  Fill  tube  with  water.  Shake  and 
recentrifugalize.  The  fungi,  dirt  particles 
and  a few  remaining  epithelial  cells  pack 
in  the  bottom  of  the  tube. 

8.  Decant  the  supernatant  fluid.  Trans- 
fer the  sediment  to  a slide  by  means  of  a 
capillary  pipette  having  a large  lumen  and 
equipped  with  a rubber  bulb.  Add  a cover 
glass  and  examine  with  the  16  m.m.  (low) 
and  4 m.m.  (high-dry)  lens  after  properly 
adjusting  the  light  (Plate  II.  Figs.  7 
and  8). 

Aspergillosis.  I have  encountered  only 
one  apparently  primary  infection  with  this 
fungus  (Plate  II.  Fig.  12).  A centrally 
located  collection  of  pus  resting  between 
the  nail  of  the  thumb  and  the  nail  bed  was 
found.  The  pus  contained  innumerable 
mycelia  with  conidiophores  and  spores  de- 
veloping in  situ.  The  patient  stated  that 
the  nail  had  been  removed  twice  before  in 
the  treatment  of  similar  infections. 

Sporoti'ichosis.  Infections  with  fungi  of 
this  genus  are  not  uncommon,  the  primary 
site  of  infection  usually  occurring  upon  the 
hand.  This  produces  a chronic  suppura- 
tive lesion  with  discharging  sinus,  and  is 
soon  followed  by  other  lesions  of  the  fore- 
arm along  the  course  of  the  lymphatic 
drainage.  Direct  microscopic  examination 
of  the  pus  is  usually  futile,  showing  only 
such  secondary  contaminators  as  the 
staphylococcus  group.  Curettings  of  the 
base  of  the  abscess  for  mycelia  is  rather 
difficult.  Cultures  made  in  glucose  agar 
plates  which  are  incubated  for  several  days 
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or  a week  show  numerous  characteristic 
colonies  of  the  fungus  (Plate  II.  Fig  10) 
which  is  easily  identified  by  microscopic 
examination  (Plate  II.  Fig.  11).  The 
colonies  are  at  first  white,  soon  turning  a 
light  brown  in  color. 

SUMMARY. 

Fungus  infections,  particularly  with  the 
two  members  of  the  ringworm  group, 
trichophytons  and  microsporons,  are  quite 
common  in  semi-tropical  climates. 

The  reservoir  from  which  recurrent 
trichophyton  infections  of  the  epithelium 
of  the  hands  and  feet  is  in  the  nails. 

Determination  of  the  presence  of  tripho- 
phyton  or  microsporon  infection  of  the 
nails  is  best  made  by  digestion  of  visibly 
diseased  tissue  en  masse  with  10  per  cent 
sodium  hydroxide,  extracted  with  ether 
and  this  digest  concentrated  by  means  of 
the  centrifuge. 

In  the  diagnosis  of  all  chronic  infections 
of  the  hands  or  feet,  fungus  infections 
should  be  considered,  with  the  various 
laboratory  methods  of  diagnosis  pursued 
that  have  been  found  most  suitable  to 
demonstrate  the  type  of  higher  bacteria 
or  fungi  indicated  by  a consideration  of 
the  physical  characteristics  of  the  lesions 
presenting. 
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DISCUSSION. 

Dr.  M.  T.  Van  Studdiford;  Dr.  Johns  has  very 
beautifully  shown  us  a procedure  for  demonstrat- 
ing and  identifying  the  fungi  of  the  nails.  It  is 
gratifying  to  know  we  have  such  a simple  process, 


because  we  can  now  demonstrate  to  our  own  sat- 
isfaction, and  that  of  the  patients,  the  presence 
of  these  fungi  and  less  doubt  remains  in  the 
patient’s  mind. 

Drs.  Sabouraud  and  Segueira  have  long  con- 
tended that  the  failure  of  treatment  of  the  feet 
was  the  re-infection  from  the  nails.  Dr.  Johns 
has  very  well  demonstrated  that  the  infection 
can  be  produced  in  the  nails  experimentally  and 
shown  also  that  the  reverse  was  far  more  easily 
accomplished. 

One  cannot  be  dogmatic  about  any  treatment 
for  any  one  condition;  however  in  fungi  infec- 
tion of  the  nails  of  the  fingers  or  toes  one  can  say 
that  treatment  is  most  unsatisfactory.  Dealing 
with  a disease  which  inhibits  every  bathroom  floor, 
golf  dressing  room,  gymnasium  mat,  it  would  be 
hard  to  inhibit  re-infection.  In  the  Mississippi 
Valley  where  this  disease  is  so  very  prevalent 
and  resistant,  I wiould  say  any  lotion  or  ointment 
containing  acid  salicylic  and  acid  benzoic  applied 
at  proper  intervals  would  keep  the  upper  hand  of 
the  infection,  but  only  permanent  removal  of  the 
nails  or  source  of  re-infection  would  complete  a 
cure.  Roentgen-rays  or  radium  have  little,  if 
any,  effect  on  the  fungi  and  cannot  be  used  for 
removing  the  nails.  The  slippers,  old  shoes  and 
socks  are  a constant  media  for  reinfecting  their 
wearer.  A trip  to  some  cold  climate  will  give  the 
quickest  temporary  relief  for  the  acute  conditions. 

Dr.  F.  M.  Johns  (closing) ; There  is  one  point 
I wish  to  emphasize  with  reference  to  diagnosing 
actinomycotic  infections.  They  occur  always  in 
chronic  pus  producing  lesions.  In  looking  for  ac- 
tinomycosis, always  look  for  granules  which  are 
big  enough  to  see  with  the  naked  eye.  I have  on 
a number  of  occasions  had  pus  sent  to  me  in  sus- 
pected cases  of  actinomycosis  and  spent  hours 
looking  for  the  organism  without  being  able  to 
definitely  arrive  at  a diagnosis.  The  laboratory 
man  should  see  these  cases  himself.  Sometimes 
the  lesion  must  be  incised. 

With  regard  to  treatment  of  trichophytosis,  I 
believe  it  is  perfectly  possible  to  treat  and  cure 
these  infections  of  the  nails  by  scraping  them 
out  clean,  or  cutting  them  out.  They  cannot  be 
successfully  treated  with  medicine  alone.  I think 
the  skin  specialist  would  do  well  to  collaborate 
with  the  chiropodist.  I have  submerged  sections 
of  infected  nails  in  pure  carbolic  acid,  taken 
them  out,  washed  off  the  acid,  and  then  made 
cultures  which  grew.  In  other  words,  these  nails 
are  so  filled  with  growth  that  it  is  impossible, 
from  the  standpoint  of  using  medicines  alone,  to 
eradicate  the  disease.  It  must  be  done  mechan- 
ically. Almost  any  of  the  exfoliative  agents  may 
be  used  to  cure  the  infection  in  the  epithelium. 
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THE  PLACE  OF  ETHYLENE-OXYGEN 
ANESTHESIA  IN  GENERAL 
SURGERY.* * 

JAMES  THOMAS  NIX,  M.  D. 

New  Orleans. 

Ethylene  anesthesia  has  been  in  more  or 
less  constant  use  since  March,  1923,  when 
Arno  B.  Luckhardt  first  introduced  it  to  the 
medical  profession,  yet  its  true  place  as  a 
general  anesthetic  is  still  unsettled.  That 
is  well  evidenced  by  the  paper  of  Edwin 
Stanton,  Annals  of  Surgery,  Vol.  86,  pages 
273-279,  August,  1927,  and  abstracted  in 
the  International  Surgical  Digest  of  Octo- 
ber, 1927,  pages  199-200.  The  author  sent 
out  a questionnaire  to  prominent  North 
American  surgeons  and  640  answers  were 
received.  Eighty-five  per  cent  of  the  640 
surgeons  used  ether  as  the  standard  anes- 
thetic; only  ten  per  cent  used  ethylene,  and 
the  large  number  of  these  combined  it  with 
ether.  On  the  other  hand,  some  surgeons 
were  extremely  enthusiastic  after  three 
years’  usage.  They  reported  no  accidents 
nor  other  untoward  happenings,  although 
ethylene  uncombined  was  used  for  all  of 
their  operations  requiring  general  anes- 
thesia. 

At  the  Mayo  Clinic  in  the  year  ending 
January  1,  1927,  21,260  anesthetics  were 
given.  Of  these  ether  was  used  in  9,228. 

In  6,734  ethylene  was  used  in  combina- 
tion with  ether  or  some  other  anesthetic. 

In  2,677  nitrous  oxide  was  used. 

In  4,076  ether  was  used  alone. 

In  598  ethylene  and  oxygen  were  used 
alone. 

In  56  nitrous  oxide  and  oxygen  were  used 
alone. 

In  the  year  ending  January  1,  1928,  at 
the  same  institution,  21,773  anesthetics 


*Read  before  the  Orleans  Parish  Medical 
Society,  October  22,  1928. 

*Report  of  1,500  cases  with  this  anesthesia  un- 
combined. 


were  given.  Of  these  ether  was  used  in 
10,007. 

In  7,300  ethylene  was  used  in  combina- 
tion with  ether  or  some  other  anesthetic. 

In  7,143  nitrous  oxide  was  used. 

In  4,387  ether  was  used  alone. 

In  118  ethylene  and  oxygen  were  used 
alone. 

In  59  nitrous  oxide  and  oxygen  were  used 
alone. 

If  we  accept  these  statistics  as  standard 
for  the  large  hospitals  of  the  United  States 
there  are  several  deductions  to  be  drawn: 

1.  Ether  is  the  outstanding  anesthetic 
of  choice. 

2.  In  50  per  cent  or  more  of  all  anes- 
thesias ether  or  some  combination  with 
ether  is  selected. 

3.  Ethylene  in  combination  with  ether, 
carbon  dioxide,  local  or  nitrous  oxide  is 
used  in  33  per  cent  of  the  cases. 

4.  Nitrous  oxide  in  combination  has  in- 
creased from  12  per  cent  in  1926  to  19  per 
cent  in  1927. 

5.  The  addition  of  a gas  in  anesthetic 
combination  has  increased  from  44  per 
cent  in  1926  to  54  per  cent  in  1927. 

On  the  other  hand,  ethylene  and  oxygen 
without  other  supplments  decreased  from 
598  in  1926  to  118  in  1927.  In  more  strik- 
ing figures,  only  .0054  per  cent  of  all  the 
anesthetics  at  the  Mayo  Clinic  during  the 
year  ending  January  1,  1928,  were  ethylene 
and  oxygen  uncombined.  In  most  of  the 
smaller  hospitals  the  percentage  of  ethy- 
lene used  is  far  less  than  this,  while  in 
some,  as  well  as  most  of  the  hospitals  of 
South  America  and  Europe,  ethylene  as  an 
anesthetic  is  not  used  at  all. 

The  fear  of  an  explosion  has  kept  many 
surgeons  from  using  ethylene  in  the  past 
and  has  kept  us  constantly  on  our  guard. 
Although  the  high  humidity  and  other  at- 
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mospheric  conditions  common  to  New  Or- 
leans and  other  places  similarly  situated, 
bordering  a great  stream  of  water  and  near 
the  Gulf,  have  protected  us  from  the  static 
electricity  by  dissipating  the  force  without 
forming  an  actual  spark,  nevertheless  we 
exercise  the  greatest  care  at  all  times  to 
prevent  the  possibility  of  explosions.  We 
do  not  adopt  the  extreme  measures  as  laid 
out  by  the  Presbyterian  Hospital  of  Chi- 
cago, for,  in  our  climate  and  location,  with 
large,  well-ventilated  operating  rooms  and 
high  ceilings,  it  is  unnecessary. 

Shortly  after  its  discovery  and  first  ex- 
perimentation ethylene  was  admittedly  the 
anesthetic  of  choice  for  bad  surgical  risks, 
for  the  anemic,  the  weak,  the  septic,  the 
toxic,  for  goitre  cases,  lung  cases  when  a 
local  anesthetic  could  not  be  used,  and  I re- 
peat, for  those  cases  labelled  “bad  surgical 
risks.”  It  was  selected  here  because  the 
induction  was  short  and  easy,  the  anes- 
thetic pleasant  to  take,  non-irritating  to  the 
lungs,  causing  no  shock,  no  appreciable 
change  to  the  heart,  blood  pressure,  nor 
circulation,  and  even  after  long  anesthesia 
affecting  very  little  or  not  at  all  the  meta- 
bolic processes  of  the  body,  and  permitting 
of  a rapid  return  to  consciousness  and  nor- 
malcy. The  ethylene  sleep  did  not  differ  in 
appearance  from  normal  sleep.  If  for  these 
reasons  it  was  chosen  for  bad  surgical 
risks,  why  should  it  not  be  the  anesthetic 
of  preference  for  all  surgery,  provided  the 
few  minor  objections  could  be  overcome? 

We  have  now  used  ethylene  and  oxygen 
without  supplements  for  anesthesia  in  gen- 
eral surgery  over  1,500  times.  The  follow- 
ing table  includes  cases  operated  on  at 
Hotel  Dieu  of  New  Orleans  from  October 
1,  1925,  to  April  15,  1928,  a total  of  1,402. 

October  1,  1925,  to  April  15,  1928 : 


Brain  3 

Amputations  3 

Appendectomies  without  drainage 317 

Appendectomies  with  drainage 85 

Caesarean  sections  5 

Cholecystectomies  31 


Cholecystostomies  19 

Colostomies  and  resections 20 

Herniae  and  hydroceles 53 

Kidney  cases 14 

Laminectomy  i 

Laparotomies  (upper  abdomen)  26 

Laparotomies  (pelvic)  103 

Lap  and  plastics 167 

Mammary  cases  22 

Plastics  (uterus  and  pelvic  floor) 293 

Rectal  cases  50 

Suprapubic  cystostomies 3 

Thyroidectomies  31 

Thoracic  cases  19 

Miscellaneous  minor  operations  lacer- 
ated wounds,  skin  grafts,  etc.) 400 

Long  bones  15 

Infections  22 


Total  1,402 


The  cases  just  tabulated  were  operated  on 
prior  to  April  15,  1918.  The  smooth  post- 
operative course,  comparative  freedom  from 
nausea,  vomiting,  gas  pains  and  other  dis- 
tressing complications,  the  most  gratifying 
anesthetic  results,  prompted  the  report  in 
this  paper.  Anticipating  such,  the  last  100 
cases  operated  on  prior  to  October  15,  1928, 
were  carefully  observed  and  notations  made, 
making  a total  of  1,502  cases  from  which 
conclusions  have  been  drawn. 

I shall  first  make  general  deductions 
drawn  from  three  years’  experience  with 
ethylene  and  oxygen,  and  later  attempt 
more  concrete  expressions  furnished  by  a 
careful  study  of  the  last  100  cases  operated 
upon. 

From  a surgeon’s  viewpoint  the  pri- 
mary considerations  for  a good  anesthetic 
should  be: 

1.  Safety  should  be  the  paramount  con- 
sideration. 

(a)  The  immediate  safety. 

(b)  Freedom  from  complications. 

2.  Ease  and  rapidity  of  induction.  It 
should  be  pleasant  to  take  and  pro- 
duce sleep  quietly  and  quickly. 
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3.  Satisfactory  surgical  anesthesia 
should  be  possible  for  all  operations. 

4.  The  patient  should  recover  promptly 
and  easily  from  the  anesthetic  and 
show  little  post-anesthetic  distress. 

SAFETY. 

(a)  Immediate  safety:  Let  me  quote 

from  the  article  of  F.  Webb  Griffith,  in 
Anesthesia  and  Analgesia  (August,  1927), 
page  202:  “The  occasional  anesthetist  is 

just  as  dangerous  as  the  occasional  oper- 
ator.” With  a capable  anesthetist  ethylene 
is  a very  safe  anesthetic,  otherwise  it  is 
very  dangerous.  We  have  had  no  fatalities 
from  the  anesthetic,  although  we  have  had 
two  respiratory  failures  which  were  fairly 
easily  resuscitated,  one  of  them  breathing 
very  promptly  after  about  two  minutes  ar- 
tificial respiration;  the  other  one,  however, 
was  resuscitated  only  after  exhaustive 
measures  for  ten  minutes. 

The  concentration  of  ethylene  that  we  use 
is  rarely  more  than  eighty-five  per  cent, 
and  usually  nearer  seventy-five  or  eighty. 
Many  operations  have  been  completed  with 
as  small  a percentage  as  sixty  or  sixty-five 
of  ethylene,  the  balance  oxygen. 

Respiratory  embarrassment  or  failure  is 
usually  the  result  of  overdosage,  over-con- 
centration, and  as  a rule  can  be  quickly  cor- 
rected by  the  anesthetist.  I do  not  believe 
it  is  any  more  likely  to  occur  with  ethylene 
anesthesia  than  with  ether  anesthesia.  Dr. 
Isabella  Herb,  in  Anesthesia  and  Analgesia 
(December,  1927),  page  260,  remarks: 
“Death  from  ethylene  is  due  to  asphyxia 
and  is  not  due  to  a central  paralysis  caused 
by  a poisonous  overdose  as  is  the  case  with 
ether  and  chloroform.” 

(b)  Freedom  from  complications : Later 
complications  of  ethylene  likely  to  produce 
death  are  practically  nil.  The  drug  is 
rapidly  eliminated,  and  in  a very  short 
time,  usually  a few  hours,  no  apparent 
traces  of  the  anesthetic  remain.  Although 
there  is  no  evidence  from  other  sources  to 
bear  us  out  it  is  our  opinion  that  existing 
kidney  diseases  associated  with  hyperten- 


sion is  often  aggravated,  and  an  acute 
nephritis  will  follow  the  administration  of 
ethylene. 

A most  striking  case  was  Mrs.  0., 
operation  8/27/26,  umbilical  hernia.  Blood 
pressure:  systolic  178,  diastolic  110;  urin- 
alysis negative  before  operation.  After 
operation  on  the  first  day  a trace  of  albu- 
min appeared  in  the  urine,  and  on  each  fol- 
lowing day  5 per  cent,  10  per  cent  and  18 
per  cent  respectively  appeared.  The 
patient  recovered  after  a stormy  convales- 
cence. There  were  several  other  cases 
showing  a similar  though  milder  reaction. 

Likewise,  an  existing  pulmonary  infec- 
tion is  sometimes  intensified  by  the 
anesthetic. 

Ethylene  sleep  is  so  like  the  natural 
sleep  that  there  are  few  or  no  visible 
changes  in  the  patient.  The  color,  expres- 
sion, breathing  and  general  appearance  re- 
main the  same.  There  is  no  harsh  breath- 
ing, no  excessive  secretion  of  mucus  in  the 
respiratory  tract,  nor  profuse  perspiration. 
On  awakening  there  is  little  or  no  nausea, 
and  seldom  any  post-anesthetic  discomfort 
or  distress.  Rarely  is  there  an  indication 
for  measures  of  relief. 

EASE  AND  RAPIDITY  OF  INDUCTION. 

It  is  extremely  rare,  and  I might  say 
never  do  patients  complain  of  the  odor  of 
ethylene  gas,  and  some  of  them  really  like 
it.  There  is  no  struggling,  no  stage  of  ex- 
citement, no  forcibly  holding  the  patient  on 
the  table,  and  sleep  is  induced  usually  in 
two  or  three  minutes. 

SATISFACTORY  SURGICAL  ANESTHESIA. 

The  surgical  stage  follows  rapidly  that 
of  induction  although  some  cases  require 
ten  to  twelve  minutes  before  an  operation 
can  be  carried  on.  Satisfactory  surgical 
anesthesia  can  be  obtained  in  nearly  every 
case  if  the  surgeon  will  co-operate  with  the 
anesthetist.  It  very  often  happens  that  re- 
laxation is  not  sufficient,  but  by  simply 
waiting  a few  minutes  to  permit  a greater 
depth  of  anesthesia,  perfect  relaxation  will 
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follow.  In  most  instances  it  is  unnecessary 
to  increase  the  percentage  of  ethylene  used. 

Let  me  stress  what  I would  label  ethy- 
lene technic.  R.  J.  Pickard,  of  San  Diego, 
in  Anesthesia  and  Analgesia  (February, 
1927),  wrote:  “The  difficulties  and  the 

inconveniences  are  rather  for  the  anes- 
thetist and  the  operator.”  If  a surgeon 
expects  and  insists  upon  the  same  degree 
of  relaxation  that  he  has  with  ether,  he 
will  probably  be  disappointed.  The  sur- 
geon should  have  confidence  in  and  co- 
operate to  the  fullest  extent  with  the 
anesthetist.  He  should  not  expect  the  same 
continuous  even  depth  of  anesthesia  that 
ether  gives,  nor  is  it  necessary  for  all  kinds 
of  work,  nor  for  all  stages  in  the  same 
operation.  Relaxation  almost  equal  to  that 
of  ether  can  be  generally  secured,  provided 
the  operator  is  willing  to  wait  for  it.  Do 
not  crowd  the  anesthetic  nor  force  the 
anesthetist  to  give  too  great  a concentra- 
tion of  the  gas.  Eighty-five  per  cent  is  the 
maximum  that  we  employ. 

Not  infrequently  during  the  course  of  an 
operation  the  patient  will  offer  resistance 
to  every  surgical  procedure.  By  momen- 
tarily stopping  the  operation  and  contin- 
uing the  anesthetic  at  the  same  concentra- 
tion, complete  relaxation  will  soon  be 
established.  There  were  very  few  of  our 
cases  where  the  operation  lasted  longer 
than  one-half  hour  that  the  patient  did  not 
offer  resistance  at  some  time  or  other  dur- 
ing the  operation,  and  work  had  to  be 
suspended  until  relaxation  was  again 
secured.  This,  however,  was  only  a ques- 
tion of  a few  seconds.  In  ethylene  anes- 
thesia the  border  line  between  wakefulness 
and  sleep  is  so  close  that  one  should  rather 
expect  this  sub-conscious  response  of  the 
patient  at  brief  inter, vals  than  have  no 
reflex  expression  whatever  to  surgical 
trauma. 


Avoid  the  extreme  Trendellenberg  posi- 
tion, for  this  is  likely  to  cause  respiratory 
embarrassment.  Do  not  forcibly  or  rapidly 
pack  off  the  bowels,  for  just  such  a simple 
procedure  may  temporarily  cause  breath- 
ing to  stop.  In  one  of  our  cases,  the 
patient  was  in  a very  pronounced  Tren- 
dellenberg position.  At  every  attempt  to 
pack  the  bowel  off  from  the  pelvic  cavity 
she  would  stop  breathing,  and  the  proce- 
dure had  to  be  discontinued.  Finally  the 
table  was  lowered  to  a more  moderate 
position,  the  packing  was  less  vigorous, 
and  with  little  or  no  difficulty  the  opera- 
tion was  completed. 

PROMPT  RECOVERY. 

Recovery  from  the  anesthetic  is  usually 
very  prompt.  The  patient  often  awakens 
before  leaving  the  operating  room  and  is 
able  to -talk  intelligently  to  those  present. 
Patients  usually  vomit  once  or  twice  just 
after  reflexes  return  and  before  full  con- 
sciousness is  established.  There  is  often 
no  vomiting  after  this  one  time. 

The  usual  objections  to  ethylene  anes- 
thesia are  smell,  explosiveness,  freezing 
and  cost.  Concerning  the  odor,  we  do  not 
admit  this  as  objectionable  but  find  many 
patients  who  prefer  this  to  any  other  anes- 
thetic. The  explosiveness  is  well  recog- 
nized but  can  be  just  as  easily  met.  There 
is  little  or  no  greater  danger  of  explosion 
here  than  when  you  use  ether  anesthesia 
or  nitrous  oxide  with  ether.  Freezing  can 
be  well  taken  care  of  by  the  anesthetist. 
Cost:  with  a careful  and  competent  anes- 
thetist, the  actual  gas  consumption  should 
not  be  more  than  $4.50  to  $5.00  per  hour 
at  the  maximum.  This  of  course  does  not 
include  the  wear  and  tear  of  the  machine, 
nor  the  services  of  the  anesthetist.  Our 
ward  patients  usually  pay  $15.00  to  $20.00 
for  ethylene  anesthesia. 

Let  us  now  observe  more  closely  the  last 
100  operations  with  ethylene  and  oxygen 
anesthesia,  ending  October  15,  1928: 


Before  Operation  j After  Operation 


Nix — The  Place  of  Ethylene-Oxygen  Anesthesia  in  Gene^'dl  Surgery  537 


73 

0) 

CO 

O 

p 

p 

p 

CO 

m 

•1^ 

4-» 

■;§ 

c 

Q) 

o 

O 

o 

<3; 

o 

o 

0) 

o 

0) 

(3 

3 

(3 

<3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

o 

O 

o 

3 

3 

c 

c 

C 

C 

C 

C 

C 

C 

c 

C3 

c 

C 

c 

o 

(1) 

o 

O 

<3; 

o 

(D 

o 

o 

o 

o 

O 

O 

O 

o 

o 

o 

o 

O 

o 

O 

O 

< 

;z: 

iz; 

p 

iz; 

P 

Iz; 

iz; 

Iz; 

Iz; 

iz; 

iz; 

Iz; 

Iz; 

iz; 

Iz; 

Iz; 

Iz; 

Iz; 

w 

O) 

(3> 

0) 

O' 

0^ 

<3 

3 

3 

3 

3 

3 

3 

3 

3 

o 

c 

O 

c 

o 

C 

c 

C 

C 

c 

C 

c 

S 

o 

O 

o 

o 

O 

o 

O 

o 

O 

o 

O 

o 

o 

O 

O 

M 

Iz: 

:z; 

iz; 

iz; 

iz; 

iz; 

Iz; 

Iz; 

Iz; 

Iz; 

Iz; 

Iz; 

Iz; 

Iz; 

. bo 

cd  c 
O.S 

W -4-S 

£ 

<D 

O' 

0) 

0) 

o» 

(D 

<D 

0) 

o; 

(3 

<3 

3 

3 

3 

3 

3 

3 

3 

C 

c 

c 

o 

o 

O 

C 

c 

c 

C 

C 

c 

C 

C 

C 

05 

S2 

CO 

3J 

o 

o 

o 

o 

o 

O 

o 

o 

o 

O 

o 

o 

O 

O 

O 

o 

O 

O 

)z: 

)z: 

iz; 

;z: 

!z: 

;z: 

;z: 

Iz; 

Iz; 

iz; 

'ol 

Iz; 

> 

Iz; 

Iz; 

Iz; 

Iz; 

> 

Iz; 

> 

Iz; 

Iz; 

rtf 
o *-3 

O 

o 

UO 

o 

O 

IC 

o 

O 

O 

lO 

O 

O 

O 

LO 

O 

LO 

O 

O 

o 

O 

o 

O 

O 

O 

o 

lO 

o 

O 

CO 

o 

O 

05 

CO 

O 

rH 

05 

rH 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

OH 

CO 

CO 

CO 

CO 

05 

05 

CO 

CO 

05 

05 

CO 

05 

CO 

05 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

o 

O 

O 

o 

o 

lO 

o 

O 

o 

o 

o 

IC 

bO 

O 

lO 

00 

O 

o 

o 

o 

LO 

LO 

o 

o 

o 

o 

o 

t- 

t- 

00 

a> 

00 

00 

00 

i>- 

03 

00 

t- 

t:- 

rH 

rH 

00 

00 

rH 

Oi 

00 

<x> 

rH 

Pk 

\ 

o 

uo 

lO 

lO 

CO 

lO 

lO 

lO 

o 

o 

00 

LO 

o 

05 

o 

LO 

LO 

LO 

LO 

o 

o 

LO 

LO 

m 

(M 

1-H 

(M 

(M 

CO 

05 

05 

rH 

05 

05 

05 

05 

05 

CO 

LO 

05 

CO 

05 

rH 

05 

CO 

y-i 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

CO 

CO 

44- 

CO 

+ 

rine 

2d 

+ 

rfi 

O 

rH 

4-5 

3 

T— ( 

ifi 

a 

<; 

<1 

0) 

+ 

+ 

o 

+ 

+ 

rH 

+ 

+ 

+ 

+ 

+ 

p 

H 

+ 

+ 

rH 

-a 

x/l 

T-^ 

bi) 

bi) 

<U 

<D 

£ 

05 

0) 

05 

-J-> 

<D 

05 

-P> 

o; 

CO 

4-3 

<3 

rH 

4-5 

Q) 

rH 

44) 

<3 

bi 

bi 

bi 

-Q 

< 

05 

44) 

3 

> 

c3 

05 

44) 

3 

rH 

4H 

3 

bi 

0) 

a 

o 

sJ 

o 

a 

o 

O 

c 

(3 

O 

3 

3 

3 

3 

)z: 

:z 

H 

<n 

< 

<1 

<j 

< 

H 

<; 

<; 

iz; 

Iz; 

Iz; 

p 

<; 

w 

<; 

<; 

Iz; 

<1 

bis 

g.s 

O 

o 

lO 

LO 

o 

liO 

o 

iO 

lO 

o 

LO 

LO 

O 

O 

O 

o 

O 

LO 

LO 

LO 

O 

O 

LO 

o 

o 

CO 

LO 

CO 

rH 

o 

CO 

o 

CO 

CO 

rH 

o 

CO 

OH 

CO 

CO 

oa 

CO 

CO 

05 

05 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

CO 

o 

o 

o 

LO 

IlC 

o 

o 

lO 

o 

o 

lO 

O 

lO 

o 

lO 

00 

LO 

LO 

o 

o 

LO 

o 

LO 

o 

o 

t- 

o 

00 

00 

00 

1^- 

03 

00 

t- 

tr- 

03 

rH 

rH 

00 

00 

Oi 

05 

00 

o 

uo" 

no 

o' 

o" 

00 

CO 

o 

lO 

o 

00 

LO 

LO 

o 

o 

o 

o 

o 

LO 

LO 

LO 

o' 

m 

(M 

T—t 

t-H 

CO 

05 

rH 

rH 

05 

05 

05 

rH 

CO 

05 

CO 

CO 

05 

CO 

tH 

1-H 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

rH 

<3; 

p 

bi 

bi 

bi 

bi 

bi 

bi 

bi 

< 

bi 

bi 

fcuO 

bi 

bi 

bi 

bi 

bi 

bi 

bfl 

bi 

< 

bi 

bi 

<D 

0) 

Q) 

<v 

0) 

<D 

O' 

o> 

<3 

o; 

<3 

3 

3 

3 

3 

3 

3 

3 

3 

3 

iz; 

:z; 

'z 

:z; 

:z; 

;z: 

H 

Iz; 

iz; 

Iz; 

Iz; 

Iz; 

Iz; 

Iz; 

Iz; 

Iz; 

P 

iz; 

iz; 

>. 

>i 

1 

s 

o 

s 

o 

£ 

o 

S 

o 

S 

>1 

4^ 

>> 

bo 

>1 

>. 

>1 

4-5 

44) 

3 

>> 

O 

'B-E 

s 

o 

O 

s 

S 

s 

g 

3 

o 

p 

Xfl 

s 

o 

o 

o 

o 

O 

o 

73 

>> 

o 

0> 

Qi 

Q 

.S-2 

3.2 

bX)  c 

-4-3 

o 

<D 

C 

Oh 

C3 

V 

a 

cS 

V 

44> 

o 

0) 

o 

-M 

CJ 

a; 

0 

d 

O 

44) 

o 

C3 

C 

2 -2 
C3 

a 

4-^ 

O 

Q> 

73 

C 

4-^ 

a 

0) 

73 

C 

a 

s 

3 

>3 

S 

"o 

Ph 

Pi 

a 

C3 

J 

3 

3 

G 

O 3 

G 

o 

44)  • 

£P 

44) 

3 

3 

73 

$3 

3 

3 

hH  0) 

0) 

Oh 

o. 

;? 

0) 

a 

a 

0) 

a 

a 

*4-3 

CQ 

a 

4-3 

w 

cd 

(3 

a 

a 

-s  =« 

cC 

(3 

a 

a 

<3 

a 

a 

a 

e 

o 

-H> 

o 

3 

44) 

s 

3 

44) 

CO 

C5 

2-fH 

43  ,* 

3 

a 

a 

44) 

CO 

CO 

Pi 

p 

p 

<1 

<1 

p 

Q 

p 

<; 

p 

<; 

<; 

p 

M 

p 

p 

p 

<; 

<; 

P 

P 

O 

"S  o 

00 

lO 

Ci 

o 

05 

C£> 

uo 

o 

o 

uo 

o 

<£> 

O 

LO 

00 

CO 

LO 

t>- 

o 

lO 

;o 

o 

o 

O 

o 

03 

O 

rH 

rH 

CO 

05 

C3 

l> 

o 

05 

Oi 

rH 

CO 

CO 

CO 

tH 

CO 

CO 

CO 

CO 

CO 

rH 

rH 

CO 

tH 

CO 

05 

05 

05 

rH 

CO 

CO 

538 


Nix — The  Place 


of  Ethylene-Oxygen 


Anesthesia  in  General 


Surgery 


After  Operation 

Misc. 

None 

None 

Acute  Nephr. 

None 

None 

None 

None 

None 

Hiccough 

None 

None 

None 

None 

None 

None 

None 

None 

None 

None 

None 

None 

None 

Gas 

None 

None 

Much 

None 

None 

None 

None 

None 

None 

None 

None 

55 

None 

1 

Nausea 

Vomiting 

None 

None 

N. and  V. 

None 

None 

None 

None 

None 

None 

None 

V.  4 

None 

None 

V.  1 

None 

V.  1 

None 

None 

None 

None 

None 

Coag. 

Time 

3:15 

3:30 

2:45 

2:45 

3:00 

4:30 

2:30 

3:30 

2:45 

3:15 

3:30 

2:00 

O 

O 

2:30 

2:45 

3:15 

4:10 

4:15 

4:00 

o 

o 

CO 

2:30 

2:45 

B.  P. 

O 

00 

o 

CO 

115/70 

135/80 

O 

o 

CO 

125/85 

125/75 

120/90 

130/90 

115/85 

120/85 

' 

o 

00 

o 

122/70 

118/90 

o 

o 

o 

115/75 

103/55 

140/110 

130/75 

145/105 

125/80 

o 

00 

o 

(M 

120/90 

Urine 

1st  day  2d  3d 

Neg. 

Acet.  1 + 

Hy.  and  fine  gran,  casts  Tr. 
Acet.  and  Alb. 

None 

+ 

0^ 

a 

< 

Neg. 

Neg. 

Tr.  Alb. 

SI.  Tr.  Sugar 

SI.  Tr.  Alb.  Tr.  Acet. 

Neg. 

Neg. 

Acet.  2 + 

Acet.  1 + 

Acet.  1 + 

Neg. 

Acet.  2 -\- 

+ 

(M 

a 

< 

Tr.  Alb.  Tr.  Acet. 

Neg. 

Acet.  3 + 1 + 1 + 

Acet.  1 + 

Coag. 

Time 

3:15 

3:30 

3:00 

2:30 

3:00 

O 

o 

(d 

O 

o 

3:00 

3.T5 

3:00 

2:00 

4:00 

2:45 

3:30 

3:30 

2:50 

4:30 

3:45 

3:00 

3:15 

3:30 

B.  P. 

O 

00 

o 

115/65 

130/70 

165/105 

125/90 

120/70 

125/90 

140/95 

110/85 

125/85 

130/85 

O 

00 

o' 

120/95 

130/90 

110/75 

105/55 

130/90 

110/75 

155/110 

120/80 

o 

00 

o 

CO 

120/90 

Before  Operation 

Urine 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

bib 

01 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Acet.  2 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Not  1% 
Alb. 

Neg. 

Neg. 

Neg. 

Operation 

Expl.  Lap. 
Appendectomy 

Herniotomy 

Appendectomy 

Pelvic  Laparotomy 

Pelvic  Laparotomy 

Pelvic  Laparotomy 

Plastic 

Plastic 

Pelvic  Laparotomy 

Expl.  Lap.  Up.  Abd. 

Appendectomy 

Pelvic  Laparotomy 

Expl.  Lap. 
Appendectomy 

C h olecystectomy 

Pelvic 

Pelvic 

Laparotomy 

Fractured  Patella 

Appendectomy  Acute 

Hysterectomy 

Pelvic  Laparotomy 

Pelvfc  Laparotomy 

Expl.  Lap.  Up.  Abd. 

Bed 

No. 

124 

133 

O 

1 

326 

360 

365 

CO 

CO 

380 

368 

O 

CO 

357 

O 

229 

228 

00 

CO 

277 

129 

257 

352 

261 

145 

Nix — The  Place  of  Ethylene-Oxygen  Anesthesia  in  Geyieral  Surgery  539 


None 

Acute  Bronch. 

None 

SI.  headache 

None 

None 

None 

Hematemesis 

None 

None 

None 

None 

None 

Retention 
urine  3d. 

None 

None 

None 

None 

None 

None 

None 

m 

4 days 

None 

None 

5o 

55 

55 

SI. 

Id. 

SI. 

Id. 

55 

55 

None 

None 

None 

Much 

distention 

None  1 

None 

V.  2 

V.  2 

SI.  N.  3d. 

None 

None 

None 

None 

None 

SI.  N. 
No.  V. 

V.  Id. 

V.  twice 

V.  3 1st.  d. 

V.  3 1st.  d. 

None 

None 

None 

None 

None  1 

o 

<M 

3:00 

CO 

3:10 

2:40 

2:30 

2:45 

2:45 

3:15 

O 

o 

CO 

2:20 

2:50 

2:45 

O 

o 

CO 

O 

o 

CO 

3:30 

3:00 

2:50 

3:10 

3:00  1 

o 

DO 

LC 

(M 

130/90 

115/80 

Too  low  to 
record 

o 

00 

o 

(0^ 

144/75 

110/75 

110/74 

120/65 

120/55 

110/75 

108/65 

98/80 

115/75 

128/75 

135/85 

116/75 

125/85 

100/55 

120/75 

135/110  1 

Acet.  1 + Neg.  Neg. 

+ 

CO 

-ij 

0) 

o 

< 

Acet.  2 + Tr.  Alb. 

Tr.  Alb. 

Neg. 

Neg. 

Acet.  2-+-  Neg.  Neg. 

Acet.  3+  Neg.  Neg. 

Acet.  1+  Neg.  Neg. 

Neg. 

Neg. 

Acet.  1+  Acet.  1+  Neg. 

Occasional  casts 

Neg. 

.+ 

i2  CO 

. 0) 

Alb.  2% 
Acet.  1 + 

bil 

o> 

iz; 

Acet.  2 -f-  Tr.  Alb. 

Tr.  Alb. 

Neg. 

Neg.  1 

o 

o 

CO 

3:10 

3:00 

3:45 

3:45 

2:50 

2:50 

2:40 

2:45 

3:30 

2:50 

O 

CO 

CO 

2:45 

3:35 

3:15 

O 

lO 

CO 

CO 

3:40 

3:45 

O 

O 

CO 

125/80 

125/85 

125/85 

75/45 

115/68 

140/75 

120/55 

105/70 

120/78 

1 

120/75 

105/78 

115/75 

o 

00 

o 

110/75 

120/70 

135/90 

115/75 

00 

00 

o 

102/55 

118/75 

140/110 

Neg. 

Neg. 

Neg. 

None 

Trace 

Acet. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

bi 

CP 

Neg. 

Tr.  Alb. 

Neg. 

Neg. 

Neg. 

Neg. 

Neg. 

Expl.  Lap. 

Appendectomy 

Appendectomy 

Appendectomy 

Extra-uterine 

pregnancy 

Plastic 

Plastic  and 
Laparotomy 

Expl.  Up.  Abd. 
Appendectomy 

Herniotomy 

Extra-uterine 

Pregnancy 

Pelvic 

Laparotomy 

Pelvic 

Laparotomy 

Appendectomy 

Cholecystectomy 

Appendectomy 

Pelvic  Laparotomy 

Plastic  and 
Laparotomy 

Appendectomy 

Plastic 

Pelvic  Laparotomy 

Appendectomy 

Plastic 

135 

107 

258 

365 

366 

132 

133 

215 

369 

278 

130 

204 

227 

303 

372 

127 

267 

390 

210 

392B 

54 

D 

O 

C/3 

N 

a; 

c 

o 

[X— 

0) 

c 

o 

:z: 

-Th 

O 

c 

o 

;z: 

e 

C 

O' 

o 

-ce 

0) 

s 

o 

of  1 

CD 

C 

o 

z 

None  «■ 

yler 

CD 

C 

O 

z 

le-C 

CD 

P 

O 

z 

)xy^ 

'd 

03 

d 

•M 

<D 

■H 

CD 

gen 

CD 

C 

O 

z 

An 

(D 

C 

o 

z 

Retent.  Ur.  3d.  cc 

<r^ 

- - . ■ ■ 

^sia  i 

0) 

.S 

X 

p 

4H 

C 

CD 

"S 

p^ 

n G 

05 

C 

o 

z 

enen 

05 

c 

o 

Z 

il  s 

05 

C 

o 

z 

urg 

CD 

S 

O 

z 

fe'ry 

05 

C 

o 

z 

05 

G 

O 

Z 

05 

G 

O 

Z 

05 

G 

O 

z 

to 

o 

<y 

c 

o 

z 

02 

CD 

c 

o 

z 

Q> 

C 

o 

Z 

02 

55 

CD 

C 

O 

z 

CD 

P 

O 

z 

o 

p 

o 

z 

OQ 

w 

CD 

fi 

O 

Z 

0> 

c 

o 

z 

0) 

c 

o 

z 

02 

CD 

c 

O 

z 

0; 

c 

o 

z 

X 

CO 

r£l 

0) 

02 

.2 

TO  c 
0)  .tn 
to 

is 

Oi 

c: 

o 

:z; 

103 

cS 

CD 

c 

o 

z 

CD 

C 

o 

Z 

CM 

> 

CD 

C 

o 

z 

<r> 

> 

o; 

CD 

c 

o 

z 

CD 

C 

O 

z 

CD 

S 

o 

z 

a; 

C 

o 

Z 

CD 

C 

o 

z 

05 

p 

o 

z 

05 

p 

o 

z 

0> 

c 

o 

z 

05 

G 

O 

z 

05 

c 

o 

z 

XJ 

CO 

CM 

> 

05 

G 

O 

z 

a 

tH 

o 

o. 

O 

u* 

big 

g.l 

lO 

1-^ 

OO 

O 

00 

CO 

o 

CO 

CO 

o 

CO 

CO 

o 

o 

CO 

o 

CO 

O 

o 

CO 

o 

o 

CO 

o 

o 

CO 

o 

o 

CO 

o 

c^ 

CO 

LO 

T*! 

IM 

o 

o 

o 

o 

CO 

LO 

CO 

LO 

oi 

o 

o 

CO 

o 

CO 

o 

CO 

(M 

O 

<o 

CO 

o 

o 

CO 

< 

CM 

cq 

(M 

9^ 

o 

CO 

o 

o 

lio' 

CO 

rH 

o 

lO 

o 

o 

\ 

o 

CO 

iC 

05 

o 

CO 

o 

o 

iO 

LO 

00 

o 

CO 

LO 

05 

o 

CO 

o 

00 

CO 

CO 

LO 

00 

LO 

03 

00 

00 

o 

rH 

o 

05 

00 

CM 

O 

o 

LO 

CO 

tH 

lO 

<05 

o 

CO 

LD 

CJ5 

o 

CO 

tH 

LO 

C50 

L5 

rH 

LO 

CX5 

O 

CM 

rH 

LD 

00 

LO 

CO 

o 

C?5 

LO 

03 

o 

00 

LO' 

o 

L5 

00 

LO 

rH 

o 

\ 

o 

CC5 

CO 

|S 

tH 

^ >. 
c3 
T3 

CO 

M2 

< 

c, 

H 

< 

+ 

03 

-iJ 

<X> 

CJ 

<1 

lO 

lO 

M2 

< 

M2 

< 

-d 

< 

H 

H 

+ 

4-> 

CD 

o 

rd 

< 

M2 

< 

H 

M2 

< 

H 

•H 

CD 

CJ 

<1 

H 

4- 

CO 

CD 

o 

<1 

+ 

CD 

O 

<J 

-H 

(D 

a 

<d 

M2 

H 

H 

•M 

CD 

O 

< 

H 

H 

-d 

a'i 

<< 

bb 

CD 

+ 

•H 

CD 

05 

■< 

M2 

< 

bb 

05 

z 

+ 

rH 

05 

05 

< 

bb 

CD 

z 

+ 

05 

05 

< 

H 

to 

-H 

t« 

cQ 

o 

rG 

< 

H 

HH 

05 

05 

< 

+ 

rH 

H-> 

05 

C5 

+ 

CO 

4H 

05 

05 

< 

“s 

OH 

lO 

CO 

ic 

CO 

o 

CO 

CO 

o 

CO 

CO 

Ub 

CO 

LO 

CO 

lO 

CO 

LO 

CM 

LO 

CO 

o 

CO 

o 

CO 

LO 

CO 

o 

o 

CO 

o 

<^ 

CO 

o 

CO 

CO 

o 

<o 

CO 

o 

o 

CO 

L5 

CO 

o 

<x 

CO 

LO 

(M 

o 

o 

CO 

o 

o 

Ph' 

eq 

o 

o> 

(M 

o 

o 

rH 

UO' 

tH 

o 

03 

uo 

lO 

lO 

05 

ic 

05 

uo 

CO 

LO 

05 

LO 

LO 

00 

LO 

03 

O 

C75 

00 

03 

tH 

LO 

00 

o 

00 

00 

CO 

o 

C5 

LO 

CO 

o 

05 

LO 

(M 

o 

o 

L^ 

03 

LO 

05 

O 

CO 

LO 

05 

O 

CO 

LO 

oo 

o 

tH 

rH 

o 

00 

o 

03 

LO 

00 

lS' 

LO 

00 

L^* 

03 

LO 

00 

O 

CM 

o 

<J5 

o 

CM 

tH 

o 

TJC 

00 

rH 

Before  Operation 

.1 

<y 

.s 

’C 

bi 

<1> 

:z: 

bo 

<D 

;2: 

H 

bb 

:z: 

bb 

<D 

z 

bb 

CD 

z 

bb 

o 

z 

bb 

<D 

z 

bb 

CD 

z 

bb 

CD 

z 

bb 

(D 

z 

bb 

CD 

z 

bb 

o 

z 

bb 

<D 

:z: 

bb 

05 

z 

bb 

<D 

Z 

bb 

CD 

z 

bb 

05 

z 

bb 

05 

z 

bb 

05 

z 

bb 

0) 

z 

bb 

D 

z 

c 

.2 

’■H 

0> 

a 

O 

>» 

s 

o 

■4^ 

CJ 

^ a; 
C 

ctJ  C 

.2  a 

s 

>j 

6 

o 

•<-> 

o 

H 

a 

rt 

h4 

o 

S 

(1h 

6 

o 

o 

0) 

'T3 

C 

(D 

Qi 

a 

X! 

c 

a 

>% 

lb. 

£| 
cd  iS 

CQ 

hJ 

>i 

6 

o 

o 

CD 

X) 

c 

0) 

cu 

D. 

< 

o 

tn 

cQ 

S 

>i 

E 

o 

O 

(D 

X 

c 

(D 

Q. 

O, 

< 

E 

o 

o 

a 

Ph 

ccj 

o 

z 

CL, 

d 

X 

c 

c3 

Q 

>1 

s 

o 

o 

a 

CL 

cQ 

hP 

O 

Pl 

>i 

s 

o 

•H 

.2 

*s 

fc 

K 

>» 

E 

O 

H> 

V 

O) 

X 

C 

CD 

CL 

CL 

< 

X 

c 

cQ 

s 

o 

s.g 

X -H> 
C W 
S cQ 

<5 

X 

c 

d 

s 

o t> 

I'-s 

CQ 

i-q 

E 

o 

o 

05 

X 

’o 

rC 

tN 

o 

E 

05 

M 

s 

o 

-H 
O 
. 05 
CLX 
cQ  C 
uJ  05 
CL 
^ CL 

&<5 

H 

E 

O 

05 

05 

X 

d 

05 

CL 

CL 

< 

HH 

o 

0) 

c 

o 

pp 

>» 

s 

o 

-H 

o 

%-> 

a 

CL 

cQ 

05 

;? 

PLh 

>» 

s 

o 

H-> 

05 

05 

•H 

tA 

>> 

C5 

r2 

'o 

.£3 

o 

>i 

s 

o 

o 

H 

cQ 

CL 

cQ 

h4 

o 

IS 

Oh 

s 

o 

-H 

05 

D 

X 

'o 

Si 

■So 

eqlz; 

«r> 

o 

CO 

iO 

CO 

00 

rH 

03 

CO 

»H 

CO 

05 

00 

CO 

LO 

»H 

rH 

CO 

CO 

03 

O 

CO 

PQ 

CO 

CO 

CO 

CO 

03 

LO 

CO 

O 

<?5 

CO 

•(}< 

00 

CO 

o 

CO 

1 

LO 

00 

CO 

CO 

rH 

rH 

CO 

o 

rH 

05 

CO 

T}< 

C£> 

CO 

03 

00 

C£5 

CO 

Nix — The  Place  of  Ethylene-Oxygen  Anesthesia  in  General  Surgery 


541 


542 


Nix — The  Place  of  Ethylene-Oxygen  Anesthesia  in  General  Surgery 


1.  In  tabulating  these,  102  general 
anesthesias  were  counted,  for  in  two  opera- 
tions a small  percentage  of  ether  was 
added,  in  one  instance,  to  secure  greater 
relaxation  of  the  abdominal  muscles,  and 
in  the  other  to  act  as  a cardiac  and  res- 
piratory stimulant. 

2.  There  was  no  anesthetic  difficulties. 
All  patients  were  in  surgical  sleep  within 
ten  minutes.  With  comparative  ease  the 
surgical  stage  was  maintained  during  the 
entire  operation. 

3.  Slight  nausea  and  vomiting  were 
generally  present  immediately  after  the 
discontinuance  of  the  anesthetic.  Occa- 
sionally this  lasted  several  hours.  Twenty- 
seven  per  cent  showed  some  nausea, 
although  only  2 per  cent  were  sufficiently 
severe  to  call  for  medical  aid. 

4.  One  of  the  series  became  hysterical 
after  returning  from  the  operating  room, 
and  this  probably  was  due  to  a severe  mis- 
fortune which  had  very  recently  befallen 
her  home,  just  two  days  previous. 

5.  Acetone  appeared  in  the  urine  of  57 
per  cent  of  cases  on  the  first  day  post- 
operative. It  usually  increased  on  the 
second  and  third  days,  quickly  disappear- 
ing after  giving  the  patient  nourishment. 

6.  Gas  pains  and  distention  caused  lit- 
tle discomfort  and  called  for  no  measures 
of  relief  except  a hot  water  bag  to  the 
abdomen  and  rectal  tube  in  all  but  6 per 
cent  of  the  cases.  In  55  per  cent,  how- 
ever, these  were  manifest  to  a very  slight 
degree. 

7.  Post-operative  albuminuria,  1 per 
cent  above,  occurred  in  four  cases.  In 
each  there  was  definite  evidence  of  exist- 
ing or  previous  kidney  disease.  Mrs.  H., 
blood  pressure  178/110  showed  5 per  cent 
albumin  on  the  fourth  day.  Mrs.  C.,  acute 
nephritis  three  years  previous,  postopera- 
tive albumin  1 per  cent,  red  blood  cells  and 
a few  casts.  The  other  two  cases  also  gave 
a history  of  previous  kidney  disease.  Pre- 


operative urinalyses  in  all  cases  were 
negative. 

8.  Coagulation  time  was  definitely  short- 
ened in  70  per  cent  and  lengthened  in  16 
per  cent,  remaining  stationary  in  14  per 
cent.  In  no  instance  was  the  increase  suffi- 
cient to  cause  alarm. 

9.  Vomiting  of  blood  occurred  in  one 
case;  about  one  tablespoonful  bright  red 
blood  was  vomited  ten  hours  after  a simple 
herniotomy  in  a child  twelve  years  old. 

10.  Blood  pressure : It  usually  rose 

slightly  during  the  operation  but  at  the 
conclusion  showed  little  change  over  the 
pre-operative  blood  pressure.  In  45  per 
cent  there  was  a rise  of  20  or  less.  In  20 
per  cent  it  remained  unchanged.  There 
was  very  little  change  in  the  diastolic  blood 
pressure. 

11.  Two  of  our  cases  were  convalescing 
from  influenza  and  in  each  instance  the 
cough  became  worse,  the  expectoration 
more  profuse  and  purulent. 

Ethylene  has  no  effect  on  healthy  lungs 
but  might  easily  cause  an  acute  flare  up  in 
lungs  showing  existing  mild  infection. 

12.  One  of  the  patients  in  this  series 
died;  that  a male,  57  years  old,  having  a 
gangrenous  appendix.  He  was  a very  poor 
surgical  risk  and  only  operated  on  as  an 
emergency.  The  others  made  uneventful 
recoveries. 

The  thermocautery  is  used  by  us  in 
severing  an  appendix  and  searing  the 
stump,  but  only  after  many  precautions  are 
taken.  This  is  the  only  time  the  cautery  is 
permitted  in  our  operations.  We  had  one 
near  explosion  in  1925  when  ethylene  vapor 
beneath  the  sheets  on  the  operating  table 
ignited.  The  tanks  had  previously  been 
turned  off,  the  patient’s  lungs  washed  with 
oxygen,  and  no  ill  effects  resulted. 

What  we  have  said  detrimental  to  ethy- 
lene anesthesia  applies  in  great  measure  to 
ether  and  other  anesthesias.  Many  of  the 
favorable  criteria  pertains  to  ethylene 
alone. 
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In  drafting  a conclusion  let  me  begin 
with  the  opinion  of  Gwathney : “Ethylene 
is  steadily  gaining  ground.  So  far  we 
have  not  found  a gas  or  anesthesia  to  re- 
place it.”  Also  Dean  Lewis,  in  Practice  of 
Surgery  (1928),  Vol.  1,  Chapter  3,  Anes- 
thesia, page  23 : “Ethylene  anesthesia  pro- 
duces muscular  relaxation  almost  equal  to 
ether.” 

CONCLUSIONS. 

In  our  opinion: 

1.  In  the  hands  of  an  expert  ethylene  is 
as  safe  as  ether. 

2.  It  is  the  anesthetic  of  choice  for  gen- 
eral surgery,  good  risks  as  well  as  bad 
ones. 

3.  The  normal  body  functions  are  less 
disturbed  than  with  other  anesthetics. 
During  the  operation  and  afterwards  a con- 
dition approaching  normalcy  prevails. 

4.  The  cost,  though  above  ether,  is  by 
no  means  prohibitive. 

5.  There  are  times  when  a local,  spinal, 
local  with  ethylene,  or  rectal  anesthesia 
are  to  be  preferred. 

6.  Existing  pulmonary  infection  or  kid- 
ney pathology  is  sometimes  slightly  aggra- 
vated by  the  administration  of  ethylene. 

7.  Comparing  it  with  the  other  general 
anesthetics,  the  minor  objections  to  ethy- 
lene are  far  outweighed  by  its  immense 
advantages.  The  many  trying  hours,  and 
sometimes  days,  of  gas  pains,  irritative 
cough,  occasional  conjunctivitis,  nausea 
and  vomiting  are  now  forgotten,  and  the 
anesthetic  course  is  best  described  in  the 
two  questions  so  often  asked  by  our 
patients : 

At  the  end  of  twenty-four  hours, 
“Doctor,  what  can  I eat?”  and  at  the  end 
of  forty-eight  hours,  “When  can  I go 
home?” 

Note — I am  indebted  to  Miss  Agnes 
Grillet,  R.N.,  senior  anesthetist  at  Hotel 
Dieu,  for  giving  and  supervising  the  ad- 
ministration of  these  anesthetics,  to  Dr. 
J.  LaNasa,  for  carefully  compiling  the 


records  of  the  last  ’liQIO  cases  recorded,  and 
to  the  nursing  staff  in  the  operating  room 
at  Hotel  Dieu  for  their  assistance  in  pre- 
paring this  paper. 
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f ^ . DISCUSSION. 

Dr.  Ansel  M.  Caine  (New  Orleans)  : I read 

today  with  a great  deal  of  pleasure  Dr.  Nix’s 
most  excellent  paper.  The  work  of  compiling 

these  cases  and  the  records  that  he  has  are 
most  complete. 

In  general  I agree  with  what  he  says.  In 
order  to  have  the  relaxation  that  is  essential 
for  abdominal  operations  you  certainly  have  to 
have  the  100  per  cent  co-operation  of  the  sur- 
geon, as  well  as  his  forbearance,  and  he  has  to 
realize  the  importance  of  this.  Ethylene  does 
not  give  a perfect  relaxation  like  ether.  The 
surgeon  who  operates  under  local  can  operate 
better  under  ethylene  than  one  who  is  used  to 
ether,  as  he  is  more  gentle.  The  surgeon  who 
is  used  to  ether  and  perfect  relaxation  has  a 


pretty  hard  time  getting  along  with  ethylene 
unless  he  is  absolutely  determined  to  get  along 
with  it  and  co-operates  with  the  anesthetist.  Wait 
until  he  tells  you  to  start  before  making  your 
incision;  if  you  start  before  you  are  pretty  sure 
to  be  displeased  with  the  anesthetic.  It  takes 
time  to  relax  the  patient  and  when  he  starts 
groaning  it  takes  time  to  make  him  stop  groan- 
ing— you  can  use  all  the  drugs  you  know  and 
yet  the  anesthesia  is  not  complete  in  a minute. 

One  thing  Dr.  Nix  did  not  mention  is  that  we 
have  been  using  recently  carbon  dioxide,  which 
helps  to  deepen  the  anesthesia.  The  addition 
of  carbon  dioxide,  6 to  8 to  10  p r cent,  in- 
creases the  respiration;  where  he  has  been  run- 
ning about  500  c.c.  tidal  you  can  run  him  up 
to  1000  C.C.,  and  when  the  air  vesicles  are  thor- 
oughly filled  the  absorption  is  greater  and  the 
patient  gets  under  the  anesthetic  quicker.  It 
assists  in  deepening  the  anesthesia  where  the 
patient  is  breathing  shallow  and  groaning;  they 
are  only  breathing  about  300  to  200  c.c.,  and 
it  is  largely  tracheal  breathing;  instead  of 
breathing  fifteen  times  a minute  they  sometimes 
breathe  about  six  times  and  everybody  is  getting 
nervous  for  the  patient’s  safety.  The  addition 
of  carbon  dioxide  increases  respiration  promptly 
and  the  anesthesia  is  deepened.  I find  with  the 
majority  of  surgeons  it  is  required  to  add  some 
ether  rather  frequently  in  laparotomy  although 
some  are  perfectly  willing  to  do  without  perfect 
relaxation.  Occasionally  we  get  perfect  relaxa- 
tion, but  it  is  not  constant  by  any  means. 

As  to  the  after  effects  we  get,  as  Dr.  Nix 
says,  nearly  every  patient  empties  his  stomach 
during  recovery.  There  are  exceptions,  how- 
ever, and  sometimes  they  are  nauseated  for  quite 
a little  while  afterwards. 

Regarding  the  explosiveness  of  ethylene,  most 
of  the  accidents  reported  are  static  except  those, 
of  course,  that  are  preventable.  Here,  where  it 
does  not  get  so  cold,  and  is  damp,  we  have  no 
static  except  on  cold,  dry  days,  and  they  are 
very,  very  few,  consequently,  with  the  proper 
precaution,  the  danger  of  explosion  is  negligible. 

I have  enjoyed  listening  to,  as  well  as  read- 
ing, this  paper  and  thank  Dr.  Nix  for  his  con- 
tribution. 

Dr.  A.  C.  King  (New  Orleans)  : This  subject 

is  one  of  interest  to  every  surgeon  and  those 
of  us  who  are  growing  gray-headed  can  remem- 
ber the  times  we  had  with  chloroform  and  our 
experiences  in  reaching  around  for  the  safest 
anesthetic  and  the  one  offering  the  most  comfort 
to  our  patients.  A most  important  consideration 
that  should  not  be  overlooked,  I think,  is  to 
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know  the  action  of  the  chosen  anesthetic  on  the 
body. 

I ran  across  a most  interesting,  instructive  arti- 
cle by  Dr.  John  D.  Brumbaugh,  giving  his  deduc- 
tions from  an  experimental  study  on  the  effects 
of  ethylene-oxygen  anesthesia  on  the  normal 
human  being.  The  number  of  experiments  (15) 
is  not  great,  but  sufficient  to  give  us  an  insight 
into  the  effects  of  this  anesthetic  on  a normal 
person.  I quote  it  verbatim: 

“Subjects. — Fifteen  men,  eight  of  whom  were 
graduate  physicians,  officers  of  the  medical 
corps,  and  seven  of  whom  were  enlisted  men  of 
the  medical  department,  volunteered  to  be  anes- 
thetized for  this  study.  The  ages  ranged  between 
21  and  37  years,  and  all  passed  a careful  physi- 
cal examination. 

“Method. — The  anesthesia  was  given  in  the 
morning,  without  breakfast  and  without  any  pre- 
anesthetic medication.”  (I  would  ask  Dr.  Nix  to 
mention,  in  closing,  what  he  uses  for  a pre-anes- 
thetic sedative.)  “Before  the  anesthesia  was  be- 
gun the  blood  pressure,  pulse  and  respirations 
were  recorded,  a specimen  of  urine  was  obtained, 
the  hemoglobin  was  determined,  and  blood  was 
drawn  from  the  median  vein  for  the  determina- 
tion of  the  coagulation  time,  blood  sugar,  blood 
urea,  carbon  dioxide  combining  power,  and  the 
icterus  index.  The  subjects  were  anesthetized 
for  one  hour,  at  as  nearly  a constant  depth  of 
surgical  anesthesia  as  possible;  the  induction  was 
started  with  a mixture  of  approximately  85  parts 
of  ethylene  and  15  parts  of  oxygen,”  (I  wish 
to  know  whether  Dr.  Nix  used  ethylene  and  oxy- 
gen in  the  same  proportion?)  “and  maintained  as 
near  this  concentration  as  the  patient  would 
permit.  Two  brands  of  ethylene  gas,  both  ac- 
cepted by  the  Council  on  Pharmacy  and  Chem- 
istry of  the  American  Medical  Association,  were 
used.  During  the  anesthesia,  the  pulse,  blood 
pressure  and  respirations  were  recorded  at  five 
minute  intervals.  At  the  termination  of  anes- 
thesia, the  hemoglobin  was  again  determined  and 
another  specimen  of  blood  was  drawn  from  the 
median  vein  for  the  determinations  mentioned. 
Twienty-four  hours  after  the  anesthesia,  the  sub- 
jects reported  without  breakfast,”  (this  is  very 
important)  “the  hemoglobin  was  determined,  a 
specimen  of  urine  obtained  and  a specimen  of 
blood  again  withdrawn  from  the  median  vein. 
The  recovery  time  and  all  post-anesthetic  mor- 
bidity were  carefully  recorded.” 

CONCLUSIONS. 

“From  the  study  of  fifteen  normal  subjects 
under  ethylene-oxygen  anesthesia  for  one  hour, 
without  any  pre-anesthetic  medication,  and  with- 
out operative  or  other  complicating  factors,  we 


feel  justified  in  drawing  the  following  conclu- 
sions: 

“1.  The  induction  sensation  of  a subject  un- 
dergoing ethylene-oxygen  anesthesia  is  pleasant; 
the  odor  of  the  gas  is  not  a disturbing  factor 
either  during  induction  or  following  recovery. 

“2.  There  is  no  change  in  the  hemoglobin,  as 
shown  by  the  Newcomer  hemoglobinometer,  either 
immediately  following,  or  twenty-four  hours  after 
anesthesia. 

“3.  There  is  no  change  in  the  icterus  index, 
either  immediately  following  twenty-four  hours 
after  anesthesia,  and  there  is  no  appreciable  de- 
struction of  red  blood  cells,  with  the  resultant 
liberation  and  destruction  of  hemoglobin,  and  no 
appreciable  derangement  of  the  biliary  system, 
following  this  anesthesia. 

“4.  There  is  a marked  increase  in  the  blood 
sugar  immediately  following  anesthesia,  the  aver- 
age being  45.3  per  cent  with  a fall  to  practically 
the  pre-anesthetic  level  in  the  subsequent  twenty- 
four  hours. 

“5.  There  is  no  change  in  the  blood  urea  im- 
mediately following  anesthesia,  but  there  is  a 
definite  increase  in  the  blood  urea  twenty-four 
hours  after  the  anesthesia,  which  in  this  series 
averaged  18.7  per  cent. 

“6.  There  is  a moderate  decrease  in  the  car- 
bon dioxide  combining  power  of  the  blood  which 
is  only  temporary,  and  returns  to  the  pre-anes- 
thetic level  within  twenty-four  hours.  The  aver- 
age decrease  in  this  series  was  8.35  per  cent 
over  the  pre-anesthetic  level. 

“7.  There  is  no  change  in  the  coagulation 
time  of  the  blood,  either  immediately  following 
or  twenty-four  hours  after  this  anesthesia. 

“8.  There  is  no  change  in  the  character  of 
the  blood  clot  either  immediately  after  or  twenty- 
four  hours  following  this  anesthesia. 

“9.  There  are  no  urinary  changes  following 
this  anesthesia. 

“10.  There  is  an  increase  in  the  systolic  blood 
pressure,  which  in  this  series  amounted  to  14.1 
per  cent,  and  a slight  increase  in  the  diastolic 
blood  pressure,  which  in  this  series  amounted 
to  3.5  per  cent,  and  an  appreciable  increase  in 
the  pulse  pressure,  which  in  this  series  averaged 
31.4  per  cent  during  this  anesthesia. 

“11.  There  is  no  appreciable  increase  in  the 
pulse  rate  during  this  anesthesia. 

“12.  The  postanesthesia  morbidity  in  this 
series  was  much  greater  than  is  usually  encoun- 
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tered  in  patients  undergoing  operative  proced- 
ures.” 

Dr.  J.  A.  Danna  (New  Orleans)  : I agree  with 

most  of  the  nice  things  Dr.  Nix  has  said  about 
ethylene,  but  I am  afraid  the  impression  would 
be  given,  from  what  has  been  said  so  far,  that 
ethylene  is  not  dangerous.  I believe  the  reason 
that  the  Mayo  Clinic  does  not  use  as  large  a 
proportion  of  ethylene  or  as  freely  as  they  did 
is  because  they  have  found  it  dangerous.  They 
discovered  that  under  prolonged  ethylene  anes- 
thesia their  patients  did  not  do  as  well  as  under 
ether  anesthesia.  This  thing  struck  home  to  me 
at  just  about  the  same  time  that  they  came  to 
this  conclusion.  I had  been  having  deaths  fol- 
lowing prolonged  anesthesia  with  ethylene  that 
I could  not  understand  and  it  was  not  until  Dr. 
Sistrunk  of  the  Mayo  Clinic  called  my  attention 
to  his  own  feeling  about  the  matter  that  I came 
home  and  stopped  using  ethylene  whenever  anes- 
thesia was  required  for  over  three-fourths  of 
an  hour  or  an  hour.  I am  sure  that  I lost 
four  or  five  patients  because  I used  ethylene. 
Has  anyone  here  had  a pure,  clear-cut  ethylene 
anesthesia  death?  (For  answer  see  Dr.  Jerome 
Landry’s  discussion.)  I had  one,  and  had  it  be- 
fore I knew  that  it  was  possible,  in  giving  ethy- 
lene, to  get  a sample  or  package  of  ethylene  that 
might  contain  carbon  monoxide.  My  patient  died 
of  carbon  monoxide  poisoning,  without  my  know- 
ing it,  right  under  my  eyes.  This  happened  over 
two  years  ago. 

Dr.  Nix  says  his  patients  relax  very  easily.  My 
patients  do  not  relax  very  easily  with  ethylene; 
unless  they  receive  a good-sized  dose  of  morphine 
beforehand,  it  is  very  hard  to  get  them  strictly 
muscularly  relaxed  with  ethylene. 

One  of  the  ways  in  which  patients  do  badly  un- 
der ethylene,  especially  in  warm  weather,  is  that 
they  get  post-operative  high  temperature  which 
looks  very  much  like  heat-stroke.  I had  quite 
a number  of  these  cases  until  I realized  that 
ethylene  was  the  basic  cause. 

Dr.  Jerome  E.  Landry  (New  Orleans)  : About 

ninety  per  cent  of  my  charity  work  is  done  under 
local  anesthesia,  while  in  a little  over  ninety  per 
cent  of  my  private  work  I use  ethylene.  I have 
had  three  ethylene  deaths.  I was  called  in  to 
assist  one  of  my  confi’eres  who  was  trying  to  do 
a herniotomy  under  local  and  had  been  working 
for  an  hour  upon  it.  He  found  that  he  could 
not  reduce  the  contents  of  the  hernial  sac  and 
I suggested  ethylene.  So  Miss  Grilette,  our  anes- 
thetist, started  to  give  the  ethylene  anesthetic: 
about  three  minutes  after  the  patient  was  dead. 
The  two  other  cases  were  at  Charity  Hospital; 
fiv^e  minutes  after  the  ethylene  gas  anesthetic 
was  started  they  were  dead.  However,  I still 


believe  that  ethylene  gas  is  the  safest  of  all 
anesthetics  used  today. 

Dr.  E.  L.  King  (New  Orleans)  : I have  found 

ethylene  very  useful  in  obstetrical  work,  particu- 
larly in  normal  deliveries  or  low  forceps  deliv- 
eries, and  do  not  hesitate  to  give  it  in  those 
cases  for  a matter  of  two  or  three  or  four  hours, 
intermittently  of  course,  only  administering  it 
during  uterine  contractions  and  not  giving  it  in 
between.  It  has  also  proved  useful  in  other  ob- 
stetrical operations,  those  that  we  do  not  per- 
form under  local,  such  as  the  high  classical  Cesar- 
ian or  the  low  operation.  I have  had  similar 
gratifying  experiences  with  a few  cases  of  ectopic 
pregnancy,  but  I will  agree  with  others  that  we 
do  not  always  get  the  absolute  relaxation  that  is 
desirable.  However,  in  most  cases  of  ectopic 
pregTiancy  this  is  not  as  essential  as  in  upper 
abdominal  work. 

The  objection  has  been  raised  that  ethylene 
predisposes  to  post-partal  hemorrhage.  This  has 
not  been  my  experience,  for  I have  noticed  no 
increased  or  excessive  bleeding  following  its  use. 

Ethylene  does  not  give  sufficient  relaxation 
for  the  average  case  of  version.  Really  we  need 
ether,  or,  as  Dr.  Lewis  contends,  it  is  best  done 
under  chloroform.  Potter  of  Buffalo,  one  of  our 
most  expert  obstetricians,  also  claims  that  there 
is  nothing  like  chloroform  in  these  cases  and 
that  not  even  ether  gives  the  relaxation  necessary 
for  version.  So  with  ethylene,  naturally,  we 
would  find  that  the  relaxation  would  hardly  be 
sufficient. 

Dr.  H.  L.  Kearney  (New  Orleans)  : I just 

want  to  say  a few  words  about  the  use  of 
ethylene  from  the  standpoint  of  the  throat  man, 
that  is,  the  use  of  this  anesthetic  agent  for  ton- 
sillectomy and  adenoidectomy,  for  instance. 

In  throat  work  the  production  of  anesthesia 
is  difficult  because  the  mouth  is  open  and  the 
patient  does  not  get  gas  in  the  lung.  Many  ton- 
sillectomies have  been  done  under  gas  anesthesia 
(ethylene)  by  the  use  of  a tube  introduced  into 
the  lower  part  of  the  pharynx,  but  anesthetization 
is  difficult  because,  as  aforementioned,  the  pa- 
tient does  not  get  a sufficient  quantity  of  the 
anesthetic  into  the  lung  for  relaxation  on  account 
of  the  open  mouth. 

Dr.  Baker  has  given  for  me  several  ethylene 
anesthetics  for  tonsillectomies  in  which  we  used 
the  intratracheal  tube,  first  anesthetizing  the  pa- 
tient with  ether,  then  switching  to  the  tube 
and  continuing  the  operation  under  ethylene. 
This  is  very  much  more  satisfactory  than  the 
other  method,  using  only  ethylene,  for  then  the 
patient  is  never  sufficiently  relaxed.  Relaxation 
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with  ethylene,  in  any  way  it  is  given,  to  me  is 
not  as  complete  as  with  ether;  the  patient’s 
tongue  is  apt  to  be  swollen  and  in  the  way,  and 
the  relaxation  is  never  as  satisfactory  as  with 
ether. 

For  the  intratracheal  tube  we  use  a large 
catheter;  through  the  tube  we  have  cut  into 
the  sides,  holes  corresponding  to  Jackson  bron- 
choscope. This  gives  the  gas  a chance  to  escape 
and  facilitates  the  anesthetic. 

For  many  cases  I think  ethylene  is  ideal;  in 
throat  work  it  might  be  particularly  indicated 
in  those  cases  where  there  is  some  suspicion  about 
the  kidney  function.  We  have  used  it  in  these 
cases,  first  obtaining  relaxation  with  ether,  then 
introducing  the  intratracheal  tube  and  continuing 
with  ethylene. 

Dr.  Urban  Maes  (New  Orleans)  : The  discus- 

sion of  this  paper  has,  it  seems  to  be,  put  the 
surgeons  somewhat  on  the  defensive.  I am  quite 
ready  to  agree  with  the  anesthetists  that  the  sur- 
geons should  co-operate  with  them,  bat  I would 
suggest,  in  return,  that  co-operation  on  the  part  of 
the  anesthetists  is  equally  desirable.  When  J am 
operating  and  the  anesthetist  tells  me  tne  patient 
is  ready  for  me  to  proceed,  I take  his  word  for 
it,  and  if  the  patient  strains,  I feel  that  he  has 
quite  as  much  to  do  with  it  as  I have. 

My  own  experience  is  that  ethylene  is  not  the 
ideal  anesthetic  for  upper  abdominal  work.  In 
selected  cases,  especially  where  other  types  of 
anesthesia  are  contra-indicated,  it  has  a definite 
field,  but  generally  its  advantages  are  more  than 
overbalanced  by  the  imperfect  relaxation  and  the 
consequent  additional  manipulations  necessary  to 
keep  the  intestines  in  place.  The  more  the  vis- 
cera are  handled,  the  more  trauma  is  caused,  and 
the  patient’s  condition  is  worse  in  the  end  than 
it  would  have  been  under  ether  anesthesia.  Many 
times  I have  been  very  much  embarassed,  at  the 
close  of  an  operation,  when  I was  not  even  han- 
dling the  viscera,  because  the  patient  forced  out 
his  intestines  and  I could  not  put  in  my  sutures, 
and  for  this  reason,  if  for  no  other,  I am  opposed 
to  the  routine  use  of  ethylene  for  upper  abdominal 
surgery. 

Dr.  H.  W.  Kostmayer  (New  Orleans)  : I cer- 

tainly agree  with  Dr.  Maes  about  the  trauma  to 
the  tissues  more  than  counterbalancing  any  good 
derived  from  the  use  of  ethylene  as  an  anesthetic 
when  working  in  the  upper  abdomen.  I think 
this  is  even  more  true  of  pelvic  work  than  it  is 
of  work  in  the  upper  abdomen.  My  personal  ex- 
perience with  ethylene  is  that  it  costs  more,  there 
is  the  ever  present  possibility  of  blowing  out  the 
patient’s  trachea,  it  makes  the  operating  room 
smell  like  a sugar  house  and  does  not  give  suffi- 
cient relaxation.  If  I learned  tomorrow  that  its 
manufactured  had  been  stopped,  I would  not  be 
disappointed. 


Dr.  Jas.  T.  Nix  (closing)  : I thank  Dr.  Caine 

for  his  kind  discussion,  also  the  other  discussers 
of  my  paper.  I had  anticipated  a difference  of 
opinions  and  knew,  more  or  less,  what  the  argu- 
ments would  be. 

The  very  latest  thing  off  the  press  I can  quote 
is  by  Dean  Lewis,  who  says:  “Ethylene  gives 

you  almost  the  same  degree  of  relaxation  that 
you  get  with  ether.”  I started  the  use  of  ethy- 
lene could  give  it. 

Concerning  the  pre-anesthetic  drug,  I give  1/6 
gr.  of  morphine  and  1/150  gr.  of  atropine  as 
a rule,  varying  the  amount  according  to  the  con- 
dition of  the  patient. 

With  reference  to  Dr.  Danna’s  remarks,  I do 
not  think  that  ethylene  has  fallen  into  disfavor 
at  the  Mayo  Clinics;  I should  say  rather  that  the 
reverse  obtained,  for  last  year  they  gave  7000 
ethylene  and  ether  anesthetics  and  in  1926  the 
number  given  was  6000.  It  would  seem  there- 
fore that  Dr.  Danna  is  wrong.  Regarding  the 
explosiveness  of  this  anesthetic  agent,  the  above 
figures  certainly  indicate  that  they  are  pretty 
well  able  to  handle  the  situation  from  this  view- 
point. 

Reg’arding  the  relaxation,  there  is  no  question 
about  it;  in  some  cases  we  do  have  to  use  ether. 
The  percentage  of  ether  we  used  was  very  small 
and  it  was  only  given  during  that  part  of  tne 
operation  where  there  is  straining.  We  very 
seldom  had  to  resort  to  this  measure. 

I think  that  the  time  factor  plays  an  impor- 
tant part;  if  the  patient  is  on  the  operating  table 
a long  time  it  is  usually  more  dangerous  than  in 
a short  operation.  I have  never  seen  any  deaths 
from  ethylene  anesthesia.  As  stated  in  my  paper, 
I have  had  two  respiratoi-y  failures,  one  very  evan- 
escent, the  other  lasted  ten  minutes.  In  one  case 
I had  two  years  ago,  the  patient  had  undergone 
a very  serious  operation.  He  did  not  die  at  thai, 
time,  but  five  days  later.  Dr.  Jamison,  who  was 
called  in  consultation  called  it  alkalosis;  he  did 
not  call  it  an  anesthetic  death  then,  therefore 
I am  not  counting  it  as  an  anesthetic  death  at 
this  time.  I am  sure  we  have  given  nearly  2000 
ethylene  anesthetics  up  to  the  present.  Two  days 
ago  a patient  who  was  given  anesthesia  caused 
us  some  embarassment  on  the  table.  After  hypo- 
dermic medication,  however,  his  breathing  was  bet- 
ter, and  during  the  operation  he  was  further 
stimulated.  The  operation  (upper  abdomen) 
lasted  three-quarters  of  an  hour  and  was  com- 
pleted successfully.  One-half  ounce  of  ether  was 
given  during  the  course  of  operation ; probably 
20  minutes  after  the  operation  was  begun. 

Again  I thank  you,  gentlemen,  for  the  discus- 
sions, pro  and  con. 
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THE  DISEASED  GALL  BLADDER.* 
CARROLL  W.  ALLEN,  M.  D., 

New  Orleans. 

The  gall  bladder  occupies  much  the  same 
position  in  the  medical  thought  of  today  as 
that  occupied  by  the  appendix  twenty-five 
years  ago.  This  stormy  petrel  of  the  ab- 
dominal cavity  was  often  the  subject  of 
more  than  half  of  the  discussions  at  our 
medical  meetings  of  that  time.  The 
Murphy  drip  and  Ochsner  method  of  treat- 
ment had  their  origin  at  that  time,  as  we 
slowly  emerged  from  a period  of  doubt  and 
obscurity  to  one  of  certainty  and  assurance, 
when  today  we  can  almost  lay  down  dog- 
matic rules  for  the  handling  of  their  little 
trouble-maker. 

We  are  still  far  from  accurate  in  our 
diagnosis  of  diseases  of  the  upper  abdomen 
and  the  best  method  of  handling  the  pathol- 
ogy of  these  parts  is  still  the  subject  of 
much  debate  and  divergent  opinions. 

As  the  results  of  investigation  in  the  ex- 
perimental, pathological,  chemical  and 
radiological  laboratories  in  callaboration 
with  clinical  observation  our  knowledge  of 
the  physiology  and  pathology  of  the  gall 
bladder  is  slowly  evolving  out  of  this  chaos 
until  now  we  are  individually,  if  not  col- 
lectively, able  to  formulate  some  definite 
rules  for  our  guidance  in  dealing  with 
disease  if  this  organ  based  on  well  establish- 
ed data. 

Certain  physiological  facts  regarding  the 
gall  bladder  and  biliary  system  would  seem 
now  as  the  result  of  repeated  observation 
to  be  fairly  well  recognized. 

1.  It  is  a functioning  and  not  a vestigial 
organ. 

2.  During  the  intervals  of  digestion  it 
concentrates  bile  by  absorption  of  the 
watery  element,  which  concentrate  is  again 
diluted  and  delivered  into  the  intestine  dur- 
ing the  next  period  of  digestion. 

*Read  before  St.  Tammany  Parish  Medical 
Society,  Slidell,  November  14,  1928. 


3.  The  nervous  control  of  the  gall  blad- 
der and  biliary  system  is  the  same  as  in  all 
reservoirs  of  the  body.  A relaxation  of  the 
sphincters  is  automatically  followed  by  a 
contraction  of  the  musculature  of  the 
reservoir,  and  the  reverse  holds  true ; a con- 
traction of  the  sphincter  at  the  ampulla 
of  Vater  is  followed  by  a relaxation  of  dila- 
tation of  the  gall  bladder.  The  rectum  and 
urinary  bladder  are  two  other  illustrations 
of  this  universal  rule. 

4.  Following  the  removal  of  the  gall 
bladder  nature  again  prepares  a reservoir 
for  the  accumulation  of  bile  by  a dilatation 
of  the  common  duct. 

Considerable  pathological  data  have  grad- 
ually been  accumulated  and  can  be  stated 
with  a fair  degree  of  certainty. 

1.  The  gall  bladder  is  rarely  ever  a 
primary  focus  of  infection.  It  is  fairly 
well  agreed  that  the  infection  travels  by  the 
portal  vein  to  the  liver,  and  from  here  is 
conveyed  to  the  gall  bladder,  most  probably 
by  the  lymphatics.  It  is  common  after 
typhoid  and  I am  confident  that  influenza 
is  a cause  of  infection  probably  through 
the  blood.  Dental  and  oral  foci  are  also 
stated  as  being  capable  of  producing  gall 
bladder  infection. 

2.  The  gall  bladder  once  infected  may 
be  the  source  for  continued  reinfection  of 
the  liver,  and  a chronic  hepatitis  be  es- 
tablished. 

3.  The  relationship  between  an  infected 
gall  bladder  and  glycosuria  is  now  thor- 
oughly proven  by  the  infection  travelling 
along  the  duct  of  Wirsung  from  the  ampulla 
of  Vater.  This  infection  in  the  pancrease, 
when  once  well  established,  may  lead  to  a 
chronic  fibrosis  of  the  entire  organ  with  a 
destruction  of  the  Islands  of  Langahan  re- 
sulting in  a true  diabetes.  Dr.  Allan 
Eustis,  with  whom  I have  been  working  on 
this  subject  for  some  years,  is  firmly  of  the 
opinion  that  the  diseased  gall  bladder  is  a 
potential  source  of  diabetes. 
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4.  The  infection  may  be  conveyed  from 
the  gall  bladder  by  the  circulation  and  re- 
sult in  an  arthritis  or  myocarditis  (brown 
atrophy  of  the  heart  muscle) — or  an  ar- 
teriosclerosis. 

Dr.  Eustis  in  a careful  analysis  of  100 
cases  of  myocardial  insufficiency  shows 
that  the  chronic  gall  bladder  was  responsi- 
ble in  38  per  cent. 

5.  Imperfect  liver  metabolism  brought 
about  by  biliary  infection  may  result  in  the 
absorption  of  more  or  less  toxic  substances 
resulting  in  a variety  of  disturbances. 

A major  advance  in  the  study  of  gall 
bladder  disease  was  begun  with  the  in- 
troduction of  methods  of  vizualizing  the 
gall  bladder  as  developed  by  Graham,  Cole, 
and  others.  This  method  is  not  only  of 
value  in  recognizing  the  diseased  gall  blad- 
der by  its  failure  to  contract  and  properly 
empty  when  viewed  in  the  cholecystogram, 
but  is  also  of  tremendous  clinical  impor- 
tance in  evaluating  the  results  obtained  by 
the  various  methods  of  treatment,  namely, 
medical  alone,  or  combined  with  trans- 
duodenal  lavage  and  simple  surgical  drain- 
age. 

The  normal  gall  bladder  should  take  up 
the  dye  readily  in  from  eight  to  twelve  hours 
and  show  as  a clearly  outlined  figure  in 
the  roentgenogram,  and  contracts  practical- 
ly to  the  point  of  disappearance  following 
a fatty  meal.  The  failure  of  the  gall  blad- 
der to  vizualize  is  evidence  of  a marked 
degree  of  disease  of  its  walls  and  vessels 
which  renders  it  incapable  of  taking  up 
the  dye.  The  pathological  gall  bladder, 
when  visualized,  may  either  fail  to  con- 
tract or  contract  imperfectly  when  viewed 
by  the  cholecystogram  indicating  its  in- 
ability to  properly  empty  itself  which 
is  taken  as  a guide  of  its  degree  of  path- 
ology. 

As  a result  of  this  means  of  observation 
we  are  able  to  determine  the  benefits  re- 
sulting from  the  various  methods  of  drain- 
age. 


In  a small  number  of  cases  complete  re- 
lief of  clinical  symptoms  is  accomplished 
over  considerable  periods  of  time  and  lesser 
relief  in  a large  number,  with  negative  re- 
sults in  the  large  majority. 

As  a result  of  these  studies  with  the 
cholecystogram  it  is  shown  that  but  a very 
limited  amount  of  benefit  of  transient  dura- 
tion is  obtained  by  any  method  of  drainage 
and  forces  us  to  the  conclusion  that  it  is 
futile  to  expect  the  diseased  gall  bladder  to 
regain  its  normal  function  by  these 
measures  which  may  only  result  in  serious 
organic  change  which  endangers  the  life 
of  these  patients  and  that  these  means  of 
treatment  should  be  reserved  for  that  class 
of  patients  where  the  radical  method  of 
treatment  is  too  hazardous  and  palliation 
is  all  that  should  be  attempted. 

In  my  own  patients  where  surgical  drain- 
age has  been  all  that  was  possible  at  the 
time  of  operation,  nearly  all  have  return- 
ed in  from  one  to  two  years  for  cholecy- 
stectomy. 

There  is  at  present  much  difference  of 
opinion  as  to  the  best  method  of  administer- 
ing the  dye — some  advocates  of  the  intra- 
venous route  insist  that  this  is  the  only  de- 
pendable means  of  administration. 

At  the  Baptist  Hospital  we  almost  in- 
variably use  the  per  orem  method  of  ad- 
ministration, and  in  my  own  cases,  I have 
kept  a close  check  on  results  and  have 
rarely  found  a single  instance  where  the 
operative  findings  were  at  all  at  variance 
with  the  cholecystogram. 

With  these  physiological,  pathological 
and  clinical  data  we  must  conclude  that  the 
diseased  gall  bladder  is  better  “out”  than 
“in”. 

The  same  rules  which  guide  us  in  the 
handling  of  the  acute  appendix  can  not  be 
accepted  as  criteria  in  the  diseased  gall 
bladder. 

Unlike  the  acute  appendix,  the  acute  gall 
bladder  is  better  left  alone  and  rarely  ever 
does  it  present  an  emergency  at  all  com- 
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parable  to  the  acute  appendix  and  unless 
attended  by  very  serious  symptoms,  or 
gangrene  is  feared,  it  is  better  to  palliate 
the  condition  and  operate  in  ten  days  or 
two  weeks  when  its  removal  may  be  quite 
easily  undertaken.  If  operated  in  the 
acute  stage,  drainage  is  all  that  should  be 
attempted  and  is  often  quite  difficult  and 
hazardous  and  is  frequently  attended  with 
infection  of  the  wound  and  slow  healing. 
These  cases  if  allowed  to  “cool  off”  may 
often  have  their  gall  bladders  safely  and 
easily  removed  unless  complicating  con- 
ditions forbid. 

I invariably  do  a cholecystectomy  in  all 
uncomplicated  cases,  and  reserve  drainage 
for  all  cases  of  secondary  pancreatitis, 
chronic  hepatitis,  jaundice,  cases  weakened 
by  long  continued  sepsis.  In  cases  of  stone 
in  the  common  duct  associated  with  jaun- 
dice the  gall  bladder  should  always  be 
drained  and  often  the  common  duct  too 
after  the  stone  is  removed,  occasionally  one 
finds  a case  of  stone  in  the  common  duct 
with  the  duct  embedded  in  a mass  of  ad- 
hesions, matting  it  to  all  surrounding  parts, 
the  patients  jaundiced  and  septic.  Any 
attempt  at  digging  out  the  stone  under 
these  conditions  is  far  too  hazardous  and 
should  not  be  attempted,  it  is  far  better  in 
such  cases  to  drain  the  gall  bladder  and 
await  the  subsidence  of  the  pathology,  and 
go  in  a second  time. 

Prolonged  jaundice  greatly  increases  the 
risk  of  operation  as  these  cases  frequently 
bleed  freely  from  all  traumatized  surfaces 
and  are  prone  to  develop  liver  and  kidney 
complications. 

While  the  clotting  time  of  the  blood  is 
always  a good  guide  in  these  cases,  it  is  not 
always  dependable.  Blood  transfusion  as 
a pre-operative  procedure  is  often  very 
helpful,  or  the  intravenous  injection  of  5 
to  10  c.  c.  of  a 10  per  cent  calcium  chloride 
solution  may  be  used  to  advantage. 


We  have  during  recent  years  heard  much 
of  cholecysto-enterostomy  and  similar  pro- 
cedures. I have  not,  however,  been  able 
to  consider  this  procedure  with  any  favor 
and  if  we  accept  the  view  of  the  majority 
of  surgeons  that  the  diseased  gall  bladder 
should  be  removed  there  is  then  no  place 
for  cholecysto-enterostomy  except  as  a 
means  of  side-tracking  the  biliary  stream 
in  cases  of  loss  or  occlusion  of  the  common 
duct. 

In  the  chronic  gall  bladder  case  the  ap- 
pendix is  nearly  always  involved  and  I have 
found  this  so  frequently  that  I consider  the 
chronic  appendix  as  one  of  the  causes  of 
gall  bladder  disease  and  invariably  remove 
it  at  the  time  of  the  cholecystectomy. 

In  a thorough  study  of  the  pathology  of 
the  upper  abdomen  the  stomach  should  be 
carefully  gone  over.  In  the  typical  gall 
bladder  case  hypochlorhydria  is  the  more 
common  finding  while  with  the  simple 
chronic  appendix  hyperchlorhydria  is  usu- 
ally found. 

The  appearance  of  the  gall  bladder  at 
operation  is  often  taken  as  a guide  to  its 
pathology  and  in  the  hands  of  the  ex- 
perienced this  may  be  reliable  particularly 
so  if  the  gall  bladder  empties  freely  under 
moderate  compression.  We,  however,  oc- 
casionally meet  a smooth  thin-w-alled  gall 
bladder  where  the  duct  is  sufficiently  dis- 
eased to  produce  interference  in  its  evacua- 
tion. The  rule  should  be  when  in  doubt 
remove  it,  particularly  so  if  the  clinical 
symptoms  would  seem  to  indicate  disturbed 
function. 

There  are  few  fields  in  surgery  which 
call  for  more  judgment  and  experience  then 
the  complicated  gall  bladder.  Our  chief 
guide  should  always  be  the  conservation  of 
life  and  to  accomplish  this  end  in  the  com- 
plicated case  one  must  often  be  content 
with  incomplete  work  and  be  willing  to 
leave  behind  some  pathology  to  be  relieved 
at  a later  and  more  favorable  time. 
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PERSONAL  EXPERIENCES  IN 
ABDOMINAL  SURGERY 
EMERGENCIES.* 

ISIDORE  COHN,  M.  D.,f 
New  Orleans. 

Many  are  inclined  to  think  only  of 
traumatic  lesions  when  the  subject  “Surgi- 
cal Emergencies”  is  mentioned. 

It  is  proposed  here  to  discuss  abdominal 
emergencies  under  four  headings. 

(1)  Spontaneous. 

(2)  Traumatic. 

(3)  Operative. 

(4)  Post-operative. 

In  class  (1),  the  so-called  spontaneous 
surgical  emergencies,  will  briefly  discuss 
acute  appendicitis,  perforating  gastric 
and  duodenal  ulcers,  gastric  hemorrhage, 
due  to  intrinic  and  extrinic  causes; 
hemorrhage,  whether  subcutaneous  or 
from  one  of  the  mucous  membranes, 
particularly  those  associated  with  spleno- 
megaly and  acute  gangrenous  cholecystitis. 

In  class  (2),  traumatic,  rupture  of  solid 
viscera,  particularly  the  spleen,  and 
hemorrhage. 

In  class  (3),  operative  emergencies,  or 
such  conditions  arising  from  unintentional 
injury  to  the  common  duct  during  a 
cholecystectomy,  injury  of  the  intestines 
-during  an  abdominal  incision,  hemorrhage 
during  abdominal  operations,  and  sliding 
hernias. 

In  class  (4),  post-operative,  intestinal 
obstruction,  alkalosis,  post-operative  hemor- 
rhage, and  post-operative  rupture  of  the 
abdominal  wall. 

This  paper  was  prompted  by  some  of 
the  following  experiences. 


*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 

fProfessor  Clinical  Surgery,  Tulane  University; 
Associate  Senior  Surgeon,  Touro  Infirmary. 


A young  physician  was  lamenting  the 
fact  that  a patient  could  not  be  operated 
on  by  the  house  officer  and  said : “If  I had 
a pain  in  my  belly  I would  want  the  first 
surgeon  around  to  operate  on  me.”  An 
older  surgeon  replied : “I  would  rather 

wait  a little  until  an  experienced  man  could 
arrive.  His  judgment  would  in  most  in- 
stances justify  the  delay.” 

Another  inexperienced  doctor  operating 
on  a patient  found  a perforating  gastric 
ulcer.  The  doctor  removed  the  appendix, 
put  in  a drain  and  remarked : “If  I knew 

how  to  do  one  of  those  things,”  meaning 
a gastroenterostomy,  “I  would  do  it.” 

It  should  be  remarked,  parenthetically, 
that  this  patient  recovered. 

A great  surgeon  speaking  to  a hopeful 
young  man,  said : “It  is  fortunate  that 

you  have  not  a large  surgical  practice  yet 
because  you  could  not  handle  it.”  Little 
did  the  young  man  realize  the  truth  im- 
plied, “what  would  you  do  with  it?” 

That  is  precisely  the  question  under  dis- 
cussion— what  would  you  do  with  it. 

All  abdominal  emergencies  call  for  ex- 
perience, knowledge  of  literature,  convic- 
tion, and  prompt  action. 

When  one  considers  the  subject  of  ab- 
dominal surgical  emergencies  it  is  neces- 
sary to  mention  first  that  subject  about 
which  most  has  been  written — appendicitis. 

Zachary  Cope  has  only  recently  said: 
“If  the  mortality  from  appendicitis  is  to  be 
reduced  almost  to  the  vanishing  point  it  is 
essential  that  the  early  signs  and  symp- 
toms of  the  condition  should  be  appre- 
ciated.” 

It  is  interesting  to  contrast  that  state- 
ment with  the  expression  of  Murat  Willis 
(1926)  : “The  mortality  from  appendicitis 
has  increased  31  per  cent  during  a period 
from  1905  to  1922.  In  1921  the  mortality 
was  14.4  per  100,000  population.  There 
are  about  16,000  deaths  annually  in  the 
United  States  from  appendicitis.” 
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“The  annual  toll  taken  by  appendicitis 
almost  equals  the  combined  total  of  intes- 
tinal obstruction,  gall  stones,  and  gastric 
and  duodenal  ulcers.  Before  the  age  of  45 
more  persons  die  annually  from  appendi- 
citis than  cancer.” 

The  contrast  between  the  Utopian  idea 
of  Cope  and  the  statistical  findings  of 
Willis  must  make  one  realize  that  the  ideal 
status  of  knowledge  and  skill  has  not  been 
reached. 

Probably  one  reason  is  that  given  by 
Hendon  in  the  following  quotation:  “The 
only  hand  that  paints  a perfect  picture  of 
pathology  is  the  hand  of  death,  and  the 
only  critic  that  applauds  the  pathological 
art  is  the  grave.” 

One  reason  why  so  many  are  lost  is  that 
some  wait  for  the  perfect  picture.  Some 
depend  too  largely  on  the  blood  count.  It 
cannot  be  emphasized  too  much  that  delay 
may  mean  death,  and  that  the  complete 
clinical  picture  is  not  necessary. 

Proper  interpretation  of  signs  and 
symptoms  will  lead  to  better  results. 

We  believe  that  too  much  stress  is  placed 
on  operation  and  not  enough  on  diagnosis. 
There  are  many  skillful  operators  who  are 
not  equally  skilled  in  diagnosis. 

One  way  to  reduce  mortality  is  to  make 
early  accurate  diagnosis  and  operate  at 
once.  To  compromise  on  delay,  because  of 
family  prejudice  to  operation,  may  mean 
your  reputation  and  the  patient’s  death. 

One  cannot  expect  each  case  to  present 
the  classic  picture. 

Some  of  the  worst  cases  are  those  where 
the  patient  walks  into  the  office.  It  may 
not  be  difficult  for  the  surgeon  to  diagnose 
the  condition,  but  the  fact  that  the  patient 
has  a sense  of  well  being  and  has  consid- 
ered his  illness  a trivial  matter  makes  it 
difficult  to  convince  him  of  the  urgency  of 
an  operative  procedure. 

Such  cases  may  be  illustrated  by  the 
following  experiences: 


Case  1.  Mr.  L.  L.  (1914),  walked  into  the 
office  and  gave  the  history  that  he  had  had  ab- 
dominal pain  for  about  48  hours.  During  the  past 
few  hours  his  pain  had  been  relieved. 

Examination  revealed  marked  rigidity  on  the 
right  side  and  a large  mass.  Palpation  did  not 
cause  the  patient  pain. 

Immediate  operation  revealed  a ruptured  gan- 
grenous appendix  from  which  the  patient  even- 
tually succumbed. 

Case  2.  Mr.  J.  L.,  age  40  (1927).  Patient 
complained  of  epigastric  distress;  as  the  patient 
described  it,  “same  feeling  as  it  is  when  stomach 
is  out  of  order.” 

During  the  preceding  day  he  had  taken  a pur- 
gative, since  which  time  his  pain  increased.  No 
nausea  nor  vomiting  had  been  associated  with  his 
pain.  His  bowels  had  acted.  Temperature,  99°. 

Abdominal  examination  revealed  no  tenderness 
above  the  umbilicus.  iSlight  increased  defensive 
attitude  of  the  muscles  on  the  right  side  below 
the  umbilicus.  The  leukocyte  count  was  13,750 
with  a differential  count  of  68  per  cent  neutro- 
phils, 27  per  cent  large  mononucleated,  and  5 per 
cent  small  mononucleated. 

This  patient  was  advised  that  he  had  an  acute 
appendicitis  and  that  he  should  be  operated  on. 
He  demurred;  in  fact,  stated  that  he  was  not  sick 
enough  to  be  operated  on.  After  48  hours  he  con- 
sented to  go  to  the  hospital. 

At  operation  we  found  a gangrenous  appendix. 
The  convalescence  was  stormy  as  it  was  accom- 
panied by  a severe  bronchopneumonia. 

Case  3.  Mr.  G.  L.  (1927),  walked  into  office 
complaining  of  pain  which  had  persisted  for  24 
hours.  His  bowels  had  acted.  He  had  been  able 
to  work  and  at  no  time  had  his  appetite  been 
impaired. 

On  physical  examination  there  was  pain  on 
pressure  on  the  right  side  of  the  abdomen,  slight 
increased  resistance  of  the  right  rectus  muscle, 
and  slight  elevation  of  temperature. 

He  was  operated  on  in  the  afternoon  of  the 
same  day  and  a gangrenous  appendix  was  found. 
Recovery  was  uneventful. 

Case  4.  Miss  M.  S.  (1921),  complained  of  pain 
for  four  days,  nausea,  but  not  vomiting.  Temper- 
ature 99°,  pulse  90.  The  leukocyte  count  was 
12,000,  of  which  83  per  cent  were  neutrophils. 

The  patient  refused  an  immediate  operation. 
Against  advice  she  went  to  the  hospital  in  an 
automobile. 
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At  operation,  which  was  performed  immediately 
after  admission,  we  found  a gangrenous  appendix 
and  a large  quantity  of  cloudy  fluid  in  the  ab- 
dominal cavity.  Her  convalescence  was  uneventful. 

Case  5.  Mrs.  B.  P.  (1927),  was  examined  be- 
cause of  an  epigastric  pain,  for  which  she  had 
been  under  treatment  by  another  physician  for 
several  months.  She  had  had  heaviness  after 
eating,  not  associated  with  eructations.  Tem- 
perature 99  3/5°.  Blood  count  showed  10,000 
leukocytes,  80  per  cent  of  which  were  neutrophils. 

Abdominal  examination  revealed  right  rectus 
rigidity  and  hyperesthesia  of  the  right  side  below 
umbilicus.  Pressure  over  the  umbilicus  was  ac- 
companied by  pain  in  the  right  lower  quadrant 
of  the  abdomen. 

Operation  in  this  case  was  not  considered 
urgent.  The  patient  was  operated  on  the  following 
morning.  At  this  time  we  found  a large  quan- 
tity of  free  peritoneal  fluid.  The  appendix  was 
thick  and  its  vessels  were  markedly  injected. 

The  fact  that  a patient  is  examined  in  the 
office,  and  even  feels  well  enough  to  attend 
to  his  work  should  not  deter  the  surgeon 
from  feeling,  if  the  clinical  manifestations 
justify  it,  that  an  actual  emergency  exists, 
and  the  patient  should  have  the  possible 
danger  which  he  is  facing  clearly  outlined 
to  him,  thus  placing  the  entire  responsi- 
bility on  him. 

Frequently  the  history  may  be  mislead- 
ing, particularly  is  that  true  in  cases  where 
the  patient  insists  that  he  has  committed  a 
dietary  indiscretion.  Diarrhea  associated 
with  abdominal  pain  does  not  necessarily 
mean  that  appendicitis  is  not  the  cause. 

This  can  be  illustrated  by  the  following 
case: 

Case  1.  Mr.  T.  B.  (1927,)  complained  of  pain 
i in  the  abdomen  for  about  24  hours.  During  the 
I preceding  night  he  had  drunk  a large  quantity 
of  home-made  wine.  His  pain  was  not  constant 
I and  he  had  had  frequent  stools.  His  temperature 
■ when  first  seen  was  normal,  pulse  78.  Two  hours 
j later  the  temperature  was  100°,  pulse  90. 

' The  doctor  who  first  saw  him  did  not  consider 
; it  of  sufficient  importance  to  make  a blood  count. 
The  patient  was  seen  two  hours  later  by  the 
author.  The  blood  count  was  18,200  leukocytes, 
! 78  per  cent  neutrophils.  There  was  some  tender- 
ness in  the  lower  quadrant. 


At  operation,  five  hours  later,  we  found  an  ap- 
pendix covered  by  a fibrinous  exudate.  The  lumen 
was  constricted  about  one  inch  from  the  tip. 

When  the  diagnosis  is  questionable,  delay 
for  a few  hours  during  which  time  the 
patient  can  be  kept  under  observation  and 
repeated  blod  counts  made  is  justifiable. 

Case  1.  Mr.  S.  L.,  age  18  years  (1926).  I was 
called  to  see  him  the  night  of  September  27th, 
1926.  He  had  had  pain  in  the  abdomen  during 
the  entire  day;  the  pain  was  diffuse,  later  local- 
izing in  the  upper  segment  of  the  abdomen.  There 
was  no  urinary  frequency.  He  vomited  once 
about  7 p.  m.  His  temperature  was  97  4/5°.  He 
was  apparently  perfectly  comfortable.  There  was 
abdominal  tenderness,  but  no  rigidity  on  either 
side  of  the  abdomen.  The  only  area  where  I 
found  tenderness  at  all  was  the  right  hypochon- 
drium.  His  pulse  was  72.  Blood  count  showed 
14,700  leukocytes,  with  80  per  cent  neutrophils. 
Prior  to  getting  the  report  I advised  the  mother 
that  I could  not  definitely  make  a diagnosis  of 
appendicitis  (at  that  time),  but  in  view  of  the 
fact  that  he  had  had  previous  similar  attacks  I felt 
that  we  should  make  further  observations,  and  if 
within  12  hours  he  still  had  pain  we  would  advise 
operation. 

The  following  morning  it  was  reported  that  he 
had  had  a comfortable  night,  no  nausea  nor  vom- 
iting, the  bowels  moved  by  enema,  the  tempera- 
ture was  normal  and  his  pulse  was  84.  I found 
slight  tenderness  in  the  right  iliac  fossa.  I ad- 
vised operation. 

We  found  an  acute  inflamed  appendix  which 
was  stuffed  and  its  walls  were  tense  and  friable. 
In  places  discoloration  of  the  walls  suggested  be- 
ginning gangrene. 

Relief  from  pain  is  sometimes  taken  by 
the  patient  to  indicate  that  he  is  improv- 
ing -where  as  in  reality  relief  may  be  an 
indication  of  gangrene,  and  therefore  be 
evidence  for  an  emergency  operation. 

Case  l->.  Mr.  E.  M.,  age  22  years  (1927).  His- 
tory— Pain  in  the  lower  abdomen  for  24  hours. 
He  took  a purgative  after  which  his  pain  was 
worse.  When  admitted  to  hospital  he  felt  fine. 
The  abdomen  was  rigid,  particularly  in  the  lower 
segment;  the  blood  count  was  19,500  leukocytes, 
87  per  cent  neutrophils. 

At  operation  we  found  a gangrenous  appendix. 

Certain  cases  particularly  when  viewed 
in  the  light  of  results  make  one  question 
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whether  operation  should  be  performed  in 
some  cases. 

Case  1.  Mrs.  H.  A.  F.,  age  47  years  (1923). 
Present  illness  began  about  four  weeks  before 
with  an  attack  of  pain  in  the  lower  right  abdomen. 
No  nausea  nor  vomiting.  Pain  remained  constant. 

On  examination  there  was  a mass  palpable  in 
the  lower  right  quadrant  of  the  abdomen. 

Clinical  diagnosis;  acute  appendicitis,  probably 
with  abscess. 

At  operation  we  found  a large  quantity  of  free 
peritoneal  fluid.  The  appendix  was  closely  ad- 
herent to  the  posterior  cecal  wall.  After  the 
appendix  was  removed  the  cavity  from  which  it 
had  been  taken  was  enlarged  and  a large  quan- 
tity of  thick  purulent  material  evaculated. 

Five  days  after  operation  the  patient  com- 
plained of  gi-eat  pain  in  the  left  leg  and  thigh. 
Examination  revealed  marked  redness  and  swell- 
ing of  the  leg,  evidence  of  a thrombo-phlebitis. 

Three  days  later  temperature  rose  to  104°. 
There  were  rales  at  the  base  of  the  right  lung 
and  the  patient  succumbed  from  pneumonia  which, 
I believe,  was  due  to  a septi  infarct. 

Case  2.  Mr.  S.,  age  4.5  years  (1924).  His- 
tory— Pain  for  about  2 days  during  which  period 
he  was  confined  to  bed.  He  was  first  seen  on  the 
days  of  the  operation. 

Examination  revealed  abdominal  pain,  tender- 
ness, distention  and  rigidity.  Blood  count  26,000 
leukocytes,  73  per  cent  neutrophiles. 

Immediate  operation  was  done,  at  which  time  a 
large  quantity  of  free  pus  was  found.  A fibrin- 
ous exudate  was  seen  on  tbe  coils  of  the  small  in- 
testine. The  appendix  was  seen  in  the  fossa  be- 
tween the  cecum  and  ilium  and  removed. 

Six  days  after  the  operation  he  developed  an 
acute  dilatation  of  the  stomach,  toxic  nephritis, 
and  death  ensued. 

In  cases  of  this  kind  Wilkie’s  statement 
is  particularly  pertinent:  “In  late  cases  in 
reasonably  good  condition  is  one  justified  in 
interpreting  the  natural  process  of  cure 
which  by  that  time  is  well  established? 
To  operate  on  all  cases  at  once  is  to  allow 
reason  to  be  overruled  by  prejudice.” 

Since  some  of  these  cases  are  in  reality 
peritonitis  one  might  add,  to  what  Wilki 
has  said,  the  notable  comment  of  George  E. 
Armstrong:  “The  operating  surgeon  only 


needs  courage,  not  the  courage  of  heroic 
activities,  but  courage  to  stay  his  hands.” 

It  is  easy  enough  to  philosophize  about 
these  cases  in  the  light  of  their  end-results, 
but  no  hard  and  fast  rule  can  be  made  and 
judgment  alone  in  the  individual  cases  must 
be  our  guide. 

If  we  knew  before  hand  much  which  we 
find  out  afterwards,  it  is  easy  to  see  how 
much  better  doctors  we  would  be.  Our  best 
will  be  better  if  we  analyze  our  own  results, 
and  try  to  profit  by  the  experience  of 
others. 

Enough  has  been  said  about  the  appen- 
dix. Most  of  us  feel,  I believe,  that  early 
diagnosis  and  early  operation  will  avoid 
many  of  the  sad  sequences  of  delay. 


Another  type  of  acute  abdominal  condi- 
tion is  acute  gall  bladder  disease.  The 
question  as  to  whether  these  are  emergen- 
cies or  not  is  still  being  discussed  and 
variously  answered  by  some  of  the  greatest 
masters  dealing  w-ith  the  subject. 

This  may  be  illustrated  by  quoting  from 
a recent  paper  by  Bruggeman,  read  before 
the  Western  Surgical  Association,  Decem- 
ber, 1927 : 

“Acute  cholecystitis  may  be  compared  to 
acute  salpingitis  in  that  it  rarely  kills  if 
treated  conservatively.  Surgical  writers 
are  prone  to  compai'e  it  to  acute  appendi- 
citis, but  this  comparison  is  not  in  conso- 
nance with  the  clinical  facts.  Acute  cho- 
lecystitis does  not  cause  widespread  perito- 
nitis unless  a perforation  occurs  early.” 

“Operation  is  indicated  in  any  case 
when  the  diagnosis  is  questionable,  or  if  a 
perforation  is  suspected.  The  greatest 
danger  in  this  conservative  treatment  is 
the  possibility  of  mistaken  diagnosis.” 

“I  feel  that  I have  ample  support  in  my 
position  that  operation  is  very  seldom  in- 
dicated. It  is  my  conyiction  that  as  a rule 
operation  should  be  avoided  until  the  signs 
of  active  inflammation  have  disappeared.” 
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Bruggeman  quotes  Walton,  Leriche, 
Cotte,  Kirscher  and  many  other  foreign 
surgeons  who  advocate  cholecystectomy  in 
acute  cholecystitis ; on  the  other  hand, 
Haggard,  Deaver,  Bunts,  Lyons,  Judd, 
Richardson,  George  Muller,  Archibald  and 
many  other  American  surgeons  are  opposed 
to  operation  in  the  acute  stages. 

Most  of  them  are  of  the  opinion  that  only 
the  urgent  cases  should  be  drained.  We 
have  not  considered  acute  cholecystitis 
as  a condition  warranting  emergency 
operation. 

In  these  cases  where  an  empyema  of  the 
gall  bladder  or  gangrene  is  associated, 
drainage  operations  are  done.  The  fri- 
ability of  the  gall  bladder,  the  possible 
difficulty  incident  to  ligation  under  these 
conditions  and  the  fact  that  the  gall- 
bladder is  usually  well  walled  off  seems  to 
justify  this  policy. 

Case  1.  Mr.  C.  L.,  age  24  years  (1927).  His- 
tory— Two  days  ago  he  was  siezed  with  severe 
pain  j^the  upper  right  abdomen.  The  pain  has 
been  crastant  and  severe.  There  was  a prodromal 
malaise  for  a few  days  before  the  attack.  Nausea 
was  noted. 

P.  H.  A year  and  one-half  ago  he  was  jaun- 
diced for  several  weeks.  Preceding  the  jaundice 
he  had  had  pain  in  the  upper  quadrant  of  the 
abdomen,  but  not  nearly  so  severe.  Again  about 
three  weeks  ago  he  had  pain,  not  very  severe. 
During  the  attack  his  stools  were  pale,  the  urine 
was  dark  brown  and  the  perspiration  stained  his 
garments. 

Abdomen:  Marked  rigidity  of  the  upper  right 

quadrant  with  considerable  pain  and  tenderness  in 
this  region.  There  is  slight  rigidity  in  the  lower 
right  quadrant  and  very  slight  tenderness.  We 
were  unable  to  palpate  the  liver  and  spleen. 

Leukocyte  count  22,000,  87  per  cent  neutrophils. 

Operation:  Right  rectus  incision,  its  middle 

corresponding  to  the  umbilicus,  so  that  we  could 
enlarge  above  and  below  as  the  case  may  be. 
There  were  no  flakes  of  fibrin  on  the  cecum.  The 
appendix  was  small,  almost  of  the  obliterative 
type.  There  was  a band  covered  by  pericolic 
membrane.  It  was  easily  seen  at  a glance,  that 
the  appendix  was  not  responsible  for  any  of  the 
man’s  present  trouble.  The  hand  introduced  into 
the  upper  abdomen  revealed  a gall  bladder  which 
was  about  five  inches  long  and  its  greater  diame- 


ter about  two  and  a half  inches.  It  was  thick 
walled,  tense  and  stood  out  against  the  surround- 
ing collapsed  organs  as  the  evident  cause  of  the 
disease. 

The  incision  was  prolonged  upwards,  the  walls 
of  the  gall  bladder  were  seen  to  be  pale  gray,  very 
thick,  and  friable. 

A cholecystostomy  was  done,  and  tbe  abdomen 
closed.  The  appendix  was  not  removed.  He  made 
an  uneventful  recovery.  , 

Three  months  later  a cholecystectomy  was 
performed. 

Case  2.  Mrs.  M.  B.  W.  (1921).  History — Pain 
in  the  back  for  six  days  which  increased  in 
severity.  The  pain  radiated  to  the  right  breast. 
In  spite  of  her  pain  she  continued  to  work. 

She  had  never  had  digestive  disturbances  of  any 
kind. 

Four  days  after  the  onset,  the  pain  began  to 
localize  in  the  upper  right  quadrant  of  the  abdo- 
men. Two  grains  of  codein  failed  to  relieve  her 
pain.  The  physician  in  attendance  introduced  20 
per  cent  magnesium  sulphate  solution  through  a 
Jutte  tube  for  the  purpose  of  draining  the  duo- 
denal contents  and  the  gall  bladder.  She  vomited 
the  tube,  after  which  the  severity  of  the  pain  in- 
creased so  that  Vz  grain  of  morphin  had  to  be 
given. 

The  following  day  her  temperature  was  102°, 
pulse  108.  The  blood  count  at  the  time  of  her 
admission  to  the  hospital  showed  26,000  leukocytes. 

Abdominal  examination:  Marked  tenderness 

and  pain  in  the  upper  right  quadrant  localized 
over  the  gall  bladder.  The  examination  otherwise 
was  unimportant. 

Diagnosis  of  acute  cholecystitis  with  probable 
empyema  of  the  gall  bladder  was  made. 

At  operation  we  found  a quantity  of  clear 
serious  fluid.  The  small  intestine  was  covered  by 
a fibrinous  exudate.  The  tip  of  the  gall  bladder 
was  black.  A rubber  dam  strip  was  applied  over 
the  gauze  packs  so  if  there  was  any  spilling  we 
would  limit  it  to  a certain  extent.  The  incision 
was  made  in  the  gall  bladder  and  about  6 ounces 
of  thick  bile  was  aspirated.  The  walls  of  the 
gall  bladder  were  possibly  1/16  of  an  inch  thick 
and  when  the  finger  was  introduced  into  the 
abdominal  wound,  we  were  able  to  feel  a large 
stone  in  the  lower  portion  of  the  gall  bladder,  pos- 
sibly obstructing  the  cystic  duct.  The  stone  was 
removed  from  the  gall  bladder  after  which  a Pez- 
zar  catheter  was  introduced  into  the  opening.  The 
appendix  was  seen  to  be  small  and  gave  no  evi- 
dence of  disease  and  for  that  reason,  no  attempt 
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was  made  to  remove  it,  belie\ang  that  the  pro- 
prolongation of  the  operation  under  these  condi- 
tions might  possibly  be  disastrous. 

Summary : This  operation  was  done  seven 

years  ago.  Our  findings  were  acute  gangrenous 
cholecystitis,  cystic  duct  obstruction  as  well  as 
general  peritoneal  reaction. 

Reference  to  the  operative  record  will  show  that 
there  was  a fibrinous  exudate  over  the  entire 
small  intestine,  the  fundus  of  the  gall  bladder  was 
discolored,  the  walls  were  thick. 

The  pain  which  she  experienced  was  evidently 
due  to  the  blocking  of  the  cystic  duct  by  a large 
stone.  A cholecystostomy  was  done. 

No  effort  was  made  to  do  a cholecystectomy  as 
we  believed  that  such  an  operation  would  prob- 
ably have  resulted  fatally. 

Jaundice  is  at  times  an  indication  for 
emergency  procedure  such  as  cholecystos- 
tomy in  gall  bladder  disease. 

Case  Mr.  H.  J.  F.,  age  35  years  (Nov.,  1927). 
Two  weeks  ago  patient  became  jaundiced.  The 
stools  were,  at  times,  normal  in  color,  at  other 
times  grey.  No  pain  had  been  experienced  in  the 
abdomen  at  any  time.  He  had  been  nauseated  and 
at  times  complained  of  an  epigastric  fullness. 

Examination  of  the  patient  revealed  a deep 
jaundice,  patient  extremely  toxic  and  weak.  The 
abdomen  was  distended,  but  no  marked  tender- 
ness except  in  the  right  hypochondrium. 

The  Van  den  Bergh  direct  showed  strong  re- 
action. The  leukocyte  count  was  9,000,  80  per 
cent  neuthrophils.  Bleeding  time  was  2 minutes. 

The  roentgen-ray  diagnosis  was  perforating 
duodenal  ulcer. 

He  was  seen  by  me  first  on  November  23,  1927. 
Operation  was  done  November  25,  1927 ; operation 
consisted  of  cholecystostomy. 

This  was  done  because  of  the  marked  toxemia 
and  in  the  hope  that  the  biliary  drainage  might 
relieve  the  jaundice  and  the  toxemia  incident  to  it. 

The  patient  improved  readily,  his  jaundice 
gradually  cleared  up,  and  3 weeks  after  the  oper- 
ation the  patient  was  allowed  to  go  home. 

Cholecystectomy  was  done  February  25,  1928. 
At  this  time  the  patient  was  no  longer  jaundiced 
and  the  drainage  from  the  gall  bladder  was  only 
a clear  mucus.  The  stools  had  normal  color  and 
we  therefore  felt  that  cholecystectomy  was 
justifiable. 


At  operation  we  found  a great  many  adhesions. 
We  found  the  omentum  adherent  along  the  whole 
upper  portion  of  the  retracted  peritoneal  leaf. 

These  dense  adhesions  were  cut  through  after 
clamping  and  the  omentum  transfixed  and  dropped 
back.  The  gall  bladder  was  adherent  to  the  peri- 
toneum by  a large  omental  fold.  This  was  cut 
through  and  transfixed.  The  gall  bladder  was 
large  and  thick  walled.  There  were  no  stones 
palpable,  but  there  was  a gland  just  at  the  cystic 
duct  which  was  probably  three-quarters  of  an 
inch  in  length  and  half  an  inch  in  the  transverse 
axis.  (The  largest  gland  I have  ever  seen  along 
the  cystic  duct.) 

There  were  apparently  no  stones  in  the  common 
duct,  which  was  patulous  and  soft.  The  head  of 
the  pancreas  was  not  hard — there  was  no  evidence 
of  an  ulcer  of  the  stomach  or  duodenum.  The  ad- 
hesions between  the  gall  bladder  and  the  omentum 
had  produced  a constriction  of  the  duodenum  and 
this  in  turn  had  caused  a dilatation  of  the  first 
portion  of  the  duodenum. 

As  soon  as  these  adhesions  had  been  cut  through, 
the  duodenum  filled  out  below.  The  gall  bladder 
was  removed  then  in  retrograde  fashion  and  the 
fossa  peritonealized. 

It  should  be  noted  that  on  the  under  surface  of 
the  liver,  just  beyond  the  gall  bladder  fossa,  there 
was  a small  circumscribed,  elevated  nodule  which 
was  of  a deeper  color  than  the  remaining  portion 
of  the  liver.  This  presented  a firm  consistency. 

For  fear  of  getting  into  uncontrollable  bleed- 
ing, I did  not  excise  this  mass  which  appeared  to 
be  inflammatory,  rather  than  a malignant  mass. 

The  abdomen  was  closed,  without  the  use  of  a 
drain. 

This  patient  has  gained  in  weight,  has  had  no 
recurrence  of  his  jaundice,  and  has  been  able  to 
return  to  his  work. 

Comments:  This  patient  was  markedly  jaun- 

diced, emaciated,  and  it  was  impossible  to  arrive 
at  a definite  diagnosis  in  spite  of  the  fact  that 
all  of  the  laboratory  tests,  including  Van  den 
Bergh’s,  both  direct  and  indirect,  were  utilized. 

The  pre-operative  diagnosis  was  cholecystitis, 
cholangitis.  The  possibility  of  a carcinoma  of  the 
ampulla  of  Vater  had  to  be  considered. 

The  roentgen-ray  diagnosis  was  perforating  duo- 
denal ulcer. 

At  operation  as  will  be  noted  by  the  first  oper- 
ative record,  as  well  as  at  the  second,  found 
no  evidence  of  a malignancy. 
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The  first  operation  consisted  of  a simple  chole- 
cystostomy,  at  the  second  a cholecystectomy  was 
done. 

SUMMARY 

1.  In  gall  bladder  cases  emergency  oper- 
ations are  comparatively  rare. 

2.  In  acute  cholecystitis  if  there  is  evi- 
dence pointing  to  perforation,  empyema  or 
gangrene,  operation  is  an  emergency 
procedure. 

3.  Cholecystectomy  under  these  condi- 
tions may  prove  disastrous. 

4.  Cholecystostomy  should  be  done,  and 
at  a later  date  cholecystectomy  done  with 
less  danger  to  the  patient. 

PERFORATION  OF  GASTRIC  AND  DUODENAL  ULCERS 

Perforations  of  gastric  and  duodenal 
ulcers  require  immediate  operative  inter- 
vention if  the  patient  is  to  be  saved.  The 
results  obtained  will  depend  entirely  on  the 
accuracy  of  the  diagnosis  and  the  length  of 
time  after  the  perforation  occurs  that  oper- 
ative intervention  is  instituted. 

It  is  possible  at  times  to  confuse  a per- 
foration with  an  acute  appendicitis,  but 
as  a rule  the  diagnosis  can  be  made  if  the 
symptoms  are  properly  interpreted. 

When  perforation  of  a gastric  ulcer 
occurs  in  elderly  people  confusion  some- 
times exists  and  a diagnosis  of  retroperi- 
toneal hernia,  or  even  acute  appendicitis, 
is  made.  Perforation  is  not  unusual  in  the 
fifth  and  sixth  decades. 

The  symptomatology  and  clinical  find- 
ings in  perforation  present,  as  a rule,  a 
definite  picture. 

The  roentgen-ray  can  be  of  great  value 
because  of  the  finding  of  a gas  bubble  be- 
tween the  liver  and  the  dome  of  the 
diaphragm  which  causes  elevation  of  the 
diaphragm. 

The  type  of  operation  must  depend 
largely  on  the  condition  of  the  patient  and 
the  skill  of  the  operating  surgeon.  In 
those  cases  where  it  is  expedient  to  do 


nothing  more  than  close  the  perforation, 
if  this  closure  does  not  interfere  with  the 
lumen  of  the  pylorus,  this  procedure  may 
be  all  that  is  necessary  and  certainly  will 
suffice  as  a life  saving  procedure.  Other 
operations  may  be  done  at  a later  stage. 

The  usual  story  in  perforating  ulcers  is 
well  illustrated  in  the  following  case : j 

Case  1.  Mr.  L.  S.  (1928).  History— Abdom- 
inal pain  began  about  10  P.  M.  when  he  was  at- 
tending to  his  duties  as  a policeman.  The  pain 
was  so  severe  that  it  was  necessary  for  him  to 
sit  down.  He  had  a desire  to  vomit,  but  could  not. 

On  admission  to  Touro  Infirmary  (11  P.  M.), 
physical  examination  revealed  a well  nourished 
young  man  who  was  not  particularly  pale,  but 
whose  face  presented  an  axious  expression,  indi- 
cating an  intense  pain;  pulse  90,  good  volume. 
Abdomen  was  rigid,  particularly  in  the  upper 
segment. 

The  radiologist  was  called  and  requested  to 
make  a picture  of  the  abdomen. 

The  patient  was  then  taken  immediately  to  the 
operating  room.  The  operation  was  performed 

within  TWO  hours  of  the  onset  of  the  patient’s  pain. 

• 

A large  quantity  of  fluid  which  was  cloudy 
and  contained  many  particles  of  digested  food 
was  found. 

As  soon  as  packs  were  introduced,  the  stomach 
came  easily  into  view,  and  immediately  over  the 
pylorus  we  could  see  an  opening  through  which 
the  gastric  contents  were  spilling  into  the  abdom- 
inal caviety. 

The  stomach  was  picked  up  and  the  discharge 
of  its  contents  stopped  in  this  way.  Packs  were 
introduced  and  the  opening  closed,  transverse  to 
the  axis  of  the  bowels.  Two  layers  of  sutures  in- 
troduced; first  row,  chromic  catgut;  second  row, 
fine  linen. 

The  patient’s  condition  was  good,  except  that 
the  anesthetist  informed  us  that  he  was  slightly 
cyanosed,  and  for  that  reason  we  did  not  proceed 
with  a gastroenterostomy.  His  recovery  was  not 
marked  by  anything  unusual. 

Case  2.  Mr.  W.  G.  (May,  1914).  Diagnosis: 
Perforating  gastric  ulcer.  This  young  man  had 
complained  of  an  abdominal  pain  for  two  weeks. 
Nausea  without  vomiting  had  been  present  dur- 
ing this  period.  The  pain  had  never  been  severe 
enough  to  cause  the  patient  to  go  to  bed. 

He  had  had  a similar  attack  one  year  before.  In 
the  interval  he  had  had  sour  eructions  following 
the  ingestion  of  food. 
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When  first  seen  at  1 P.  M.  in  the  office  I 
found  no  evidence  of  rigidity  but  some  epigastric 
pain  and  some  pain  to  the  right  and  left  of  the 
midline.  Below  the  umbilicus  there  was  no  pain. 

This  young  man  was  a medical  student  and  the 
day  of  examination  antedated  the  close  of  school 
by  about  two  weeks,  for  that  reason  I felt  it 
might  be  possible  to  delay  interference  until  the 
close  of  school. 

At  5 P.  M.  of  the  same  day  I was  called  be- 
cause the  patient  had  violent  abdominal  pain 
localized  in  the  upper  portion  of  the  abdomen. 
He  had  not  vomited.  His  temperature  was  99°, 
pulse  80.  Marked  rigidity  to  the  right  of  the 
midline  above  the  umbilicus.  Pain  was  so  acute 
that  he  could  not  bear  the  touch  of  the  hand. 
The  patient  was  immediately  transferred  to  the 
Presbyterian  Hospital  where  he  was  operated  on. 

At  operation  (2  hours  later)  we  found  a large 
quantity  of  gastric  contents  pouring  into  the 
field.  A perforation  was  found  in  the  first  por- 
tion of  the  duodenum.  The  edges  of  the  ulcer 
were  very  friable  and  with  great  difficulty  the 
perforation  was  closed  because  sutures  did  not 
hold. 

Gastroenterostomy  was  not  done. 

The  patient  with  the  exception  of  a develop- 
ment of  a fecal  fistula  had  no  trouble.  He  left 
the  Hospital  two  w'eeks  after  the  operation  and 
7 weeks  after  operation  the  fecal  fistula  had 
closed.  His  weight  at  this  time  was  158  pounds. 

This  operation  was  performed  14  years  ago. 
The  patient  was  seen  about  one  year  ago.  At 
the  present  time  he  weighs  about  185  pounds. 
He  has  had  no  further  trouble. 

There  are  cases  ivhich  demand  subsequent 
operation  where  the  original  operation  con- 
cisted  of  closure  of  the  perforation  alone. 

Secondary  operation  may  demand  exci- 
sion of  the  ulcer  or  that  combined  with 
gastroenterostomy;  or  even  more  radical 
procedure. 

This  is  illustrated  in  the  case  of  Mr.  P.  S. : 

February  9,  1922,  I was  called  to  see  the  pa- 
tient because  of  intense  abdominal  pains.  The 
patient  was  seized  with  these  pains  while  at  work 
at  4:30  in  the  afternoon.  He  immediately  went 
home  to  bed,  the  pain  being  intense.  It  was  more 
marked  in  the  epigastrium  and  right  iliac  fossa. 
He  had  not  vomited  up  to  the  time  I saw  him.  In 
an  attempt  to  get  some  relief  he  sat  up  in  bed. 
When  seen  at  home  I found  patient  very  very 
pale,  sitting  in  the  upright  position,  and  he  had 


the  facies  of  intense  pain.  Examination;  Tem- 
perature subnormal  97  4/5°.  Pulse  80,  good 
volume,  regular.  Abdominal  examination:  All 

of  the  muscles  contracted.  The  greatest  amount 
of  tenderness  was  noted  in  the  epigastrium  and 
iliac  fossa.  There  was  marked  dulness  below  the 
umbilicus.  Hyperresonance  in  epigastrium. 
Taken  immediately  to  the  Touro  in  ambulance 
w'here  a leukocyte  count  was  made,  which  was 
19,500  with  85  per  cent  neutrophiles.  He  was 
immediately  operated  upon. 

Operation:  High  right  rectus  incision.  When 

the  peritoneum  was  opened  a large  quantity  of 
thick  yellowish  fluid  with  air  bubbles  discharged 
from  the  wound  immediately.  The  peritoneum 
was  thickened  and  examination  of  the  stomach 
from  the  cardiac  end  to  the  pylorus  revealed 
nothing  on  the  anterior  of  the  body  of  the 
stomach.  The  pylorus  was  about  1/6  of  an  inch 
in  diameter.  Its  walls  were  thickened  and  its 
edges  everted.  We  could  see  the  chyme  pouring 
out  of  the  opening.  The  opening  was  closed  with 
chromic  gut  sutures  No  0.  A small  quantity  of 
greater  omentum  was  sutured  over  the  opening  as 
a protective  covering. 

A gastroenterostomy  was  not  done  for  two 
reasons,  first,  because  I did  not  believe  the  man’s 
condition  justified  any  further  operative  pro- 
cedure, and  second  because  the  sutures  did  not 
cause  sufficient  constriction  to  obtain  the  pylorus. 

This  patient  required  a second  operation  8 
months  later  because  of  recurrence  of  the 
symptoms. 

At  the  second  operation  a gastroenterostomy 
was  done. 

Since  the  second  operation,  October,  1922,  this 
patient  has  gained  about  50  pounds  in  weight 
and  he  never  has  digestive  disturbances. 

Case  II.  Mr.  E.  P.,  age  22  years.  (1914)  Pa- 
tient complained  of  “indigestion”  for  three  weeks. 
He  had  abdominal  pain  on  February  15.  The  pa- 
tient took  a dose  of  salts  and  his  bowels  acted 
within  the  hour.  The  pain  persisted  and  began 
to  localize  ax’ound  the  umbilicus.  Not  being 
satisfied  he  took  5 grains  of  calomel. 

On  admission  to  Touro  his  temperature  was 
99°,  pulse  102.  There  was  pain  on  pressure  all 
over  the  abdomen,  particularly  in  the  right  iliac 
region,  also  the  epigastrium,  with  rigidity  of  both 
recti. 

The  leukocyte  count  was  17,000,  94  per  cent 
neutrophils. 

Pre-operative  diagnosis:  Acute  appendicitis. 
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Operation:  A large  quantity  of  sero-purulent 

material  was  seen.  The  appendix  was  covered 
with  flakes  of  fibrin.  The  appendix  was  removed. 
Further  exploration,  because  of  the  great  quantity 
of  fluid,  showed  a perforation  on  the  anterior  wall 
of  the  stomach  close  to  the  pyloims.  The  perfora- 
tion was  closed.  Gastroenterostomy  was  not  done. 

Patient  left  the  hospital  three  weeks  after 
operation.  A letter  received  from  him  April, 
1923  stated  that  he  had  developed  tuberculosis 
and  he  had  recently  been  having  “stomach 
trouble.” 

Comment  on  Case: 

The  history  of  indigestion,  the  sudden  acute 
diffuse  abdominal  pain,  and  the  generalized 
rigidity,  without  nausea  and  vomiting,  probably 
should  have  directed  attention  to  the  possibility 
of  perforation.  The  fact  that  the  appendix  was 
covered  with  flakes  of  fibrin  and  was  itself  acute- 
ly inflammed  shows  how  easily  a case  of  this  kind 
may  have  been  closed  without  further  search  for 
the  cause  and  the  patient  po'obably  would  have 
been  lost  because  of  the  failure  to  recognize  a per- 
forating gastric  ulcer. 

Case  III.  Mr.  B.,  age  63  years  (1914).  Acute 
abdominal  pain  5 P.  M.,  October  29,  epigastric 
and  right  iliac  in  character.  Patient  vomited. 

Examination  showed  a man  past  middle  age, 
well  nourished  and  apparently  acutely  ill.  The 
abdomen  was  extremely  rigid.  The  greatest  pain 
and  rigidity  was  in  the  epigastrium.  Blood 
count  showed  12,100  leukocytes  with  85  per  cent 
neutrophils. 

The  patient  was  kept  under  observation  for 
about  4 hours.  Since  the  symptoms  did  not  abate, 
the  patient  was  operated  upon  and  we  found  a 
perforating  gastric  ulcer*. 

A large  quantity  of  stomach  contents  was  seen 
pouring  out  of  the  perforation.  The  perforation 
was  closed  and  the  omentum  sutured  over  the  site 
of  the  perforation  to  act  as  a buffer. 

The  convalescence  was  uneventful  and  the 
patient  left  the  hospital  11  days  after  operation. 

When  last  heard  from,  about  5 months  after 
operation,  he  was  feeling  perfectly  well. 

Another  type  of  surgical  emergency  is 
one  in  which  there  is  a gastric  hemor- 
rhage. A word  of  caution  should  be  given 
here  against  surgical  intervention  with  a 
view  of  trying  to  find  the  bleeding  vessel. 
Gastric  hemorrhage  may  be  associated  with 
esophageal  varicosities,  and  with  varicos- 


ities in  the  stomach,  or  with  diffuse  hemor- 
rhage from  the  stomach  not  particularly 
because  of  erosion  of  a vessel. 

Archibald  of  Montreal  has  called  atten- 
tion to  this  and  has  advised  transfusion  in 
preference  to  gastrotomy. 

There  are  times  when  gastric  hemor- 
rhage is  associated  with  gall  bladder  and 
hepatic  diseases.  In  some  of  these  in- 
stances drainage  of  the  gall  bladder  may 
prove  all  that  is  necessary. 

This  is  illustrated  in  the  case  of  Mrs. 
E.  M.; 

Patient,  age  39  years  (1925).  History — Epigas- 
tric pain  which  had  become  more  intense  and  was 
of  the  varying  character.  Pain  was  not  increased 
by  eating,  but  was  less  severe  after  vomiting. 
She  had  vomited  blood  several  times. 

On  the  night  of  July  20,  1925,  she  vomited  a 
large  quantity  of  blood. 

When  admitted  to  the  hospital  her  pulse  was 
130,  temperature  normal.  The  patient  was  pale, 
but  did  not  present  a picture  of  an  individual  in 
shock. 

Pre-operative  diagnosis:  Ulcer  of  the  stomach, 

gastric  hemorrhage. 

Post-operative  diagnosis:  Cirrhosis  of  liver, 

cholecystitis,  cholelithiasis,  probable  esophageal 
varices. 

Operation:  High  right  rectus  incision.  Large 

amount  of  fat  both  pro-peritoneal  and  subperi- 
toneal.  When  the  peritoneum  was  opened,  there 
was  no  fluid  found.  The  liver  was  seen  to  be 
very  large,  rough  and  presenting  a mottled  red 
and  gray  appearance.  The  gall  bladder  was  thick 
walled  and  of  grayish  hue  and  it  was  distended. 
The  stomach  came  into  view.  There  were  no 
adhesions  about  it.  Its  walls  throughout  pre- 
sented the  same  consistency.  No  infiltration  of 
the  stomach  walls  either  on  the  lesser  or  the 
greater  curvature.  The  pylorus  was  perfectly 
free.  No  evidence  of  thickening.  The  first  por- 
tion of  the  duodenum  presented  no  abnormality, 
no  infiltration  or  evidence  of  ulcer.  To  make  cer- 
tain that  there  was  no  ulcer  a gastrotomy  was 
done  and  a Cameron  light  introduced.  No  blood 
was  found  in  the  stomach.  The  rugae  presented 
nothing  abnormal.  Sponge  introduced  into  the 
stomach  came  away  without  more  than  a simple 
blood  stain.  The  stomach  was  then  closed — 3 
tiers  of  chromic  catgut  used.  The  gall  bladder  was 
palpated  and  we  found  two  small  stones  in  the 
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gall  bladder.  Inspection  of  the  small  intestine 
showed  that  they  were  filled  with  a dark  bluish 
looking  material  giving  the  impression  that  there 
was  blood  in  the  bowel.  Hence  we  had  evidence 
of  cholecystitis,  hepatitis  with  stones  in  the  gall- 
bladder. It  was  thought  expedient  to  drain  the 
gall  bladder  and  remove  these  stones.  This  was 
done.  Chromic  catgut  used  and  pezzar  catheter 
introduced,  2 small  mulberry  stones  removed.  The 
bile  was  thick  and  almost  tar  colored.  The  cystic 
duct  was  patent.  Pancreas  was  palpated  and  no 
indurations  found.  Abdomen  closed  in  tier  suture. 
Patient  left  table  in  good  condition. 

While  on  the  subject  of  hemorrhage  one 
cannot  pass  without  a word  regarding 
those  cases  in  which  hemorrhage  is  part  of 
a disturbance  of  the  reticulo-endothelial 
system.  In  a case  of  purpura  hemorrha- 
gica after  proper  investigation  of  the 
laboratory  findings,  transfusion  followed 
later  by  splenectomy  will  give  the  most 
spectacular  result. 

II.  Traumatic  Emergencies. 

In  this  particular  paper  we  will  limit 
our  discussion  of  traumatic  emergencies  to 
rupture  of  the  abdominal  viscera. 

Rupture  of  a hollow  viscus,  excepting 
the  bladder,  and  that  in  conjunction  with 
fractures  about  the  pelvis,  are  uncommon. 
Rupture  of  a solid  viscus,  such  as  the  liver 
or  spleen,  are  relatively  uncommon,  but 
this  should  not  deter  us  from  looking  for 
it  following  violent  injury  to  the  abdominal 
wall. 

It  must  be  remembered  in  dealing  with 
these,  that  pain  is  not  a prominent  mani- 
festation. The  patient  does  not  show  evi- 
dence of  shock  until  hemorrhage  has  been 
severe. 

During  the  first  few  hours  following 
rupture  of  a solid  viscera  an  anemia  is  not 
evident  from  the  blood  picture. 

In  two  cases  of  rupture  of  the  spleen, 
which  I have  seen  and  operated  on,  the 
blood  count  was  respectively  4,565,500- 
4,950,000;  hemoglobin,  respectively  65  and 
83.  Hemorrhage  is  associated  with  leuko- 
cytosis. These  phenomena  have  been  ac- 


cepted by  most  of  the  authorities  for  many 
years. 

The  physical  findings,  as  a rule,  when 
there  is  a rupture  of  one  of  the  solid 
organs,  are  marked  pallor,  rapid  respira- 
tion, low  tension  pulse,  abdominal  pain, 
rigidity  of  the  abdominal  muscles,  dullness 
on  percussion  of  the  abdomen  and  fullness 
in  the  posterior  cul-de-sac  on  rectal 
examination. 

There  are  two  definite  indications  in 
these  cases  — immediate  operation  and 
transfusion. 

It  is  not  sufficient  for  the  surgeon  to 
satisfy  himself  with  “internal  injuries’” 
and  wait  for  the  post-mortem  to  reveal  the 
facts  which  may  have  been  obtained  at 
operation,  and  a life  possibly  saved. 

III.  Operative  Emergencies. 

I think  this  subject  may  be  discussed 
under  the  following  headings: 

1.  The  finding  at  operation  of  an  un- 
expected condition.  This  is  considered  an 
operative  emergency  because  it  demands 
resourceful  and  prompt  decision. 

2.  The  injury  to  an  important  vessel, 
or  hollow  viscus. 

We  might  begin  by  asking  the  following 
question:  “Did  it  ever  happen  to  you?” 

Did  you  ever  find  at  operation,  when 
operating  for  what  seemed  to  be  a simple, 
indirect  inguinal  hernia,  that  you  were 
dealing  with  a sliding  hernia? 

Have  you  ever  been  unfortunate  enough 
to  injure  the  common  duct  in  doing  a 
cholecystectomy  ? 

Has  hemorrhage,  while  doing  an  append- 
ectomy or  cholecystectomy,  ever  given  you 
concern  at  the  table? 

Every  surgeon  of  experience  has  been 
forced  at  times  to  admit  before  operation 
that  the  diagnosis  in  some  cases  has  been 
undetermined  and  for  that  reason  the  ex- 
pression, exploratory  laparotomy,  has  been 
coined. 
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These  operations  are  becoming  less 
iTequent  as  the  diagnostic  acumen  of  the 
operating  surgeon  and  his  medical  con- 
freres increases.  But  in  spite  of  all  labor- 
itory  aids  there  are  times  when  one  will 
ind  the  unexpected  condition  at  the  table. 

Such  an  instance  is  illustrated  in  the 
allowing  cases: 

Case  1.  Mr.  0.  S.  W.,  age  68  years.  Patient 
lomplained  of  an  epigastric  pain  which  had  ex- 
sted  for  two  months.  Great  loss  of  weight. 

Five  weeks  before  coming  under  Observation  he 
lad  had  an  attack  of  abdominal  pain  which  he 
ras  unable  to  get  rid  of  it.  He  went  to  an  insti- 
ution  where  he  was  purged  daily. 

Since  admission  to  Touro  Infirmary,  on  medical 
ervice,  he  had  vomited  only  one  time.  No  eruc- 
ations. 

Examination:  Patient  very-  much  emaciated. 

!kin  dry.  Mucous  membranes  normal  in  color, 
abdominal  findings — Fulness  below  the  umbilicus, 
luperficial  veins  well  marked.  There  is  a visible 
eristalsis.  In  the  upper  portion  of  the  abdomen 
0 definite  mass  could  be  palpated. 

The  roentgen-ray  findings  suggested  a perforat- 
ig  ulcer.  On  account  of  the  patient' s age,  great 
)ss  of  weight,  and  icteric  tinge  of  skin,  and 
he  filling  defect  in  the  colon  as  well  as  in  the 
tomach,  the  clinical  findings  seemed  to  indicate 
he  probability  of  a carcinoma  either  of  the 
tomach  or  transverse  colon. 

At  operation  we  found  a subphrenic  abscess 
'hich  had  been  walled  off  from  the  abdominal 
avity  by  plastic  exudate  which  held  the  stomach 
rm  out  against  the  liver  and  diaphragm.  As 
3on  as  the  stomach  was  separated  from  the  liver 
lere  was  a spilling  of  some  of  the  contents  in 
le  cavity.  This  necessitated  immediately  an  in- 
jrcostal  drainage  of  the  subphrenic  accumula- 
on,  also  an  effort  to  cofferdam  the  opening  lead- 
ig  into  the  general  cavity. 

Another  type  of  operative  emergency 
ccurs  in  connection  with  gall  bladder  sur- 
ery  where,  during  a cholecystectomy,  the 
ommon  or  hepatic  duct  is  injured  due  to 
n anomalous  angle  formed  by  the  two 
ucts.  If  one  sees  a spilling  of  bile  into 
le  ca^vity,  after  the  ligation  of  the  stump 
f the  cystic  duct,  careful  search  should  be 
lade  for  the  injury  in  the  hepatic  or 
)mmon  duct. 


This  emergency  had  best  be  met  by  in- 
troduction of  a tube  into  the  duct  or  suture. 

Such  an  experience  once  had  will  never 
be  forgotten. 

In  connection  with  this  the  following 
brief  summary  may  be  cited: 

Case  1.  Mrs.  K.  P.  (1916).  Operative  diag- 
nosis: Empyema  of  gall  bladder,  cholelithiasis, 

cystic  duct  obstruction. 

The  gall  bladder  walls  were  extremely  thick  and 
the  walls  of  the  cystic  duct  were  also  very  thick. 
After  ligature  had  been  placed  around  the  cystic 
duct  and  the  duct  severed  between  the  ligature 
and  the  clamp  removed  we  saw  that  there  was  a 
drainage  of  bile  from  a lateral  wound  in  the  he- 
patic duct.  A small  rubber  tulbe  was  introduced 
in  the  hepatic  duct.  This  drained  bile  freely 
prior  to  closure  of  the  abdominal  wound. 

In  citing  the  above  emergency  those  who 
have  not  been  unfortunate  enough  to  have 
such  an  emergency  may  be  inclined  to  be  a 
bit  critical. 

One  of  the  most  interesting  of  all  emer- 
gencies is  that  which  occurs  in  the  course 
of  apparently  a simply  indirect  inguinal 
hernia  when  one  finds  that  instead  of  a sac 
there  are  apparently  adhesions  everywhere 
and  these  “adhesions”  when  cut  bleed  very 
freely. 

Some  have  had  the  experience  of  open- 
ing what  they  thought  was  a sac  and  found 
that  they  were  within  one  of  the  hollow 
viscera,  particularly  the  cecum  or  bladder. 
An  attempt  to  separate  the  expected  sac 
from  the  surrounding  tissue  is  met  every- 
where by  increasing  bleed. 

I recall  being  present  in  the  operating- 
room  when  a surgeon  was  in  such  a 
dilemma  and  he  was  unaware  that  he  was 
dealing  with  a sliding  hernia.  The  so- 
called  adhesions  were  in  reality  the  vascu- 
lar supply  to  the  cecum  and  the  ascending 
colon  as  they  wound  around  the  posterior 
parietal  peritoneum  from  the  roots  of  the 
mesenteries.  He  accepted  the  suggestion 
that  he  make  a second  incision  after  the 
plan  of  Moschowitz.  Immediately  the 
difficulty  was  overcome. 
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Until  the  recent  work  of  Mochowitz  the 
difficulties  incident  to  this  particular  oper- 
ative emergency  were  very  great.  His  sug- 
gestions of  making  an  incision  along  the 
outer  border  of  the  rectus  muscle,  as  for 
an  appendectomy,  and  introduction  of  a 
pair  of  sponge  forceps  from  above  to  bring 
the  abdominal  viscera  back  into  the  cavity 
make  it  very  easy  to  deal  with  this  particu- 
lar condition. 

Nothing  can  be  more  embarrassing  than 
to  have  a condition  of  this  kind  and  not 
know  just  what  to  do  with  it. 

In  this  connection  I am  reminded  of  the 
story  of  a certain  doctor  who  was  operat- 
ing on  a patient  with  a hernia.  Someone 
asked,  “Suppose  that  the  hernia  returns, 
what  will  you  do?”  his  reply  was,  “Then 
the  patient  can  wear  a truss.” 

It  is  fortunate  that  there  are  few  such 
men. 

Hemorrhage  during  the  course  of  any 
abdominal  procedure,  whether  it  be  an  ap- 
pendectomy, cholecystectomy,  or  other  con- 
dition, can  produce  a great  deal  of  trouble. 
Indiscriminate  clamping  without  ha,ving  a 
clear  field  is  to  be  deplored.  The  introduc- 
tion of  sutures  blindly  into  the  depths  may 
do  untold  harm.  A good  exposure  and  an 
attempt  to  obtain  a clean  field  will  enable 
one  often  to  see  bleeding  points.  Do  not 
close  an  abdomen  unless  you  are  satisfied 
that  all  bleeding  is  controlled. 

Operative  emergencies  will  be  few  in  the 
hands  of  the  experienced  surgeon  in  pro- 
portion as  his  assistants  are  trained  each 
to  do  his  particular  work  and  not  every- 
body attempt  to  be  the  opei’ating  surgeon. 

IV.  Post-Operative  Emergencies. 

The  post-operative  emergencies  may  be 
immediate,  as  those  which  occur  from  shock 
and  hemorrhage;  those  that  come  on  after 
24  or  28  hours,  such  as  the  acute  toxemias 
following  cholecystectomy,  and  those  which 
occur  at  a later  time  such  as  alkalosis,  evi- 
dence of  an  obstruction  or  an  ileus,  fecal 
fistulae,  and  post-operative  eventration. 


Many  more  might  be  mentioned,  but 
those  grave  emergencies  will  supply  a 
sufficiency  for  this  particular  reminiscence. 

Post-operative  shock  from  hemorrhage 
fortunately  is  diminishing  and  shock  from 
all  other  causes  will  diminish  in  the  hands 
of  the  individual  surgeon  in  proportion  to 
his  experience,  technical  skill  and  the  dura- 
tion of  the  operative  procedure. 

Shock  due  to  hemorrhage  can  be  com- 
batted in  only  two  ways : first,  the  surgeor 
must  not  lack  the  courage  to  reopen  the 
abdomen  for  the  purpose  of  finding  the 
bleeding  points;  second,  transfusion  anc 
morphin  represent  the  other  measure; 
which  are  of  immediate  value. 

The  acute  toxemias  which  follow  a cho 
lecystectomy  and  which  are  characterizee 
by  a marked  febrile  reaction,  vomiting  an( 
tachycardia  can  only  be  combatted  symp 
tomatically. 

Alkalosis,  evidence  of  obstruction,  or  o 
an  ileus,  is  an  indication  for  the  use  o 
large  quantities  of  saline  intraveonusly,  b; 
hypodermoclysis,  and  proctoclysis.  At  th 
same  time  relief  of  the  obstruction  is  ob 
tained  by  the  introduction  of  the  pezza 
catheter  in  the  first  loop  of  distended  bowt 
which  presents  on  opening  the  abdomen. 

Post-operative  eventration  is  one  of  th 
unfortunate  surprises  which  the  surgeo 
may  find  when  he  goes  to  dress  a patien 
particularly  if  the  patient  has  been  vomh 
ing  and  there  is  distention  of  the  abdomei 
To  say  the  least,  this  complication  is  di: 
agreeable,  but  it  is  one  which  every  surgeo 
of  experience  probably  has  faced.  T1 
indication  is  immediate  resuture  of  tl 
abdominal  wall. 

This  is  only  a brief  summary  of  son 
of  the  causes  of  premature  old  age  four 
among  surgeons. 

To  lessen  these  complications  we  mu 
be  continually  on  the  alert  for  anythir 
which  will  make  us  better  diagnosticiai 
as  well  as  better  technicians. 
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DISCUSSION. 

Dr.  A.  J.  Comeaux,  (Youngsville,  La.)  : I agree 
with  Dr.  Cohn’s  statement  in  regard  to  the  advis- 
ability of  immediate  operation  in  these  cases. 
Just  a few  days  ago  I had  one  of  these  surgical 
emergencies.  The  patient  was  taken  suddenly 
ill  at  3:00  o’clock  in  the  morning  and  I was  called 
to  see  him.  I saw  him  at  6:00  o’clock  and  made 
a diagnosis  of  appendicitis.  At  operation  the  ap- 
pendix was  perforated,  one-half  of  it  gangrenous 
and  fecal  contents  had  escaped  into  the  abdominal 
cavity.  Drainage  was  instituted. 

I left  this  patient  in  the  care  of  another  physi- 
cian and  I hope  that  he  recovers. 

Dr.  Joseph  Cohen  (New  Orleans)  : I wish  to 

supplement  what  Dr.  Cohn  says,  especially  in  re- 
gard to  old  people.  We  ought  not  to  hesitate 
too  long  to  operate  on  old  people  who  show  signs 
of  appendicitis,  no  matter  what  the  laboratory 
findings  are,  for  often  their  blood  counts  are  mis- 
leading. Old  people  are  very  prone  to  have  a 
ruptured  and  gangrenous  appendix.  I can  recall 
three  cases. 

First  Case:  An  old  lady  of  72  years,  the 

mother-in-law  of  a doctor,  drank  a coca-cola  and 
shortly  afterwards  experienced  pain.  On  examin- 
ing her  I decided  she  had  appendicitis.  Her  blood 
count  and  temperature  were  normal,  but  I oper- 
ated anyway  and  found  an  appendiceal  abscess. 
Drainage  was  instituted.  Subsequently  she  de- 
veloped a fecal  fistula  which  healed  spontaneously 
and  she  is  now  all  right. 

Second  Case:  An  elderly  lady  of  sixty-two, 

shortly  after  eating  some  nuts,  was  seized  with 
abdominal  pains  which  she  attributed  to  indiges- 
tion. Her  blood  picture  was  normal.  Examina- 
tion of  urine  showed  four  per  cent  sugar.  She 
was  operated  upon  under  local  and  in  this  case 
also  I found  an  appendiceal  abscess,  which  was 
likewise  drained.  The  patient  recovered. 

Third  Case:  Only  a few  days  ago  a lady  fifty- 

eight  years  old  was  seized  with  abdominal  pains, 
also  after  eating.  A consultant  was  called.  Thq 
signs  were  so  indefinite  that  he  advised  waiting 
until  morning.  I asked  her  people  to  allow  me  to 
operate  at  once,  and  they  agreed.  She  had  a 
gangrenous,  ruptured  appendix. 

The  point  I wish  to  bring  out  is  this;  old  people 
do  not  present  the  same  picture  as  young  people; 
they  have  not  the  resistance  to  give  the  blood 
picture  and  it  is  a safe  thing  to  go  on  your  diag- 
nosis and  not  wait,  but  operate  at  once. 

Dr.  0.  C.  Cassegrain  (New  Orleans) ; A type 
of  case  that  truly  comes  under  the  heading  of 


surgical  emergency,  which  on  account  of  lack  of 
time  Dr.  Cohn  barely  touched  upon,  is  intestinal 
obstruction.  In  dealing  with  this  condition,  I 
should  like  to  see  surgeons  in  general  adopt  the 
same  attitude  towards  it  that  is  taken  in  handling 
cases  of  acute  osteomyelitis,  viz : immediate  oper- 
ation. We  do  not  hesitate,  in  fact,  we  teach  our 
medical  students  to  cut  down  on  the  bone  when 
acute  osteomyelitis  is  suspected,  and  by  so  doing 
prevent  the  tremendous  deformities  which  follow 
neglect,  or  surgery  too  long  deferred.  In  dealing 
with  intestinal  obstruction  delay  is  fatal.  To  wait 
until  the  condition  is  frankly  diagnosable  means 
death.  So  whenever  a doubt  arises  as  to  whether 
we  are  dealing  with  obstruction,  I think  an  ex- 
ploratory laparotomy  is  not  only  permissible,  but 
urgent.  And  this  applies  to  every  case  irrespec- 
tively, the  suspected  and  the  recognized. 

Four  or  five  years  ago  I lost  a patient  with  in- 
testinal obstruction  just  because  I was  in  doubt 
about  the  diagnosis.  The  first  enema  given  re- 
turned frankly  clear,  was  repeated,  and  again 
came  back  clear.  I waited  for  fecal  vomiting 
and  lost  thirteen  to  fourteen  hours,  by  which  time 
the  patient  was  too  toxic  and  far  gone  to  derive 
benefit  from  any  treatment.  Since  then,  when- 
ever a patient  comes  in  with  abdominal  distension, 
with  or  without  vomiting,  an  enema  is  given  and 
if  it  returns  clear,  I consider  that  a positive  reason 
for  going  in  and  exploring.  Whether  the  enema 
is  slightly  colored  or  clear,  if  the  patient  gives 
signs  of  obstruction,  by  all  means  an  exploratory 
laparotomy  should  be  performed.  Dp  not  wait 
for  the  blood  chemistry — go  ahead  and  operate 
and  save  the  patient’s  life. 

Dr.  Isidore  Cohn  (closing)  : Just  for  the  bene- 
fit of  everybody  else,  I wish  to  state  that  I do 
not  believe  Dr.  Cassegrain  meant  some  of  the 
things  he  said.  It  does  not  take  so  long  to  get  a 
chemical  analysis  of  the  blood  and  we  should  not 
“pooh  pooh”  at  these  laboratory  aids  which  can 
be  of  assistance  to  us.  Every  hospital  has  a 
laboratory  that  can  do  a Wassermann  and  a blood 
chemistry  and  it  takes  but  a little  while  to  find 
out  if  there  is  a rather  high  carbon  dioxide  com- 
bining power  and  a fall  in  the  blood  chlorides.  I 
am  sure  Dr.  Cassegrain  did  not  mean  to  give  the 
impression  that  whenever  an  enema  was  given  and 
it  returned  clear  that  the  patient  had  intestinal 
obstruction. 
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THYROTOXICOSIS— ITS  SYMPTOMS 
AND  IMPORTANCE  OF  EARLY 
RECOGNITION. 

A.  G.  PAYNE,  M.  D„ 

Greenville,  Miss. 

The  thyroid  gland  has  long  demanded 
the  attention  of  the  internist  and  surgeon, 
from  the  standpoint  both  of  diagnosis  and 
treatment. 

The  diseased  thyroid  gland  is  one  of  the 
most  outstanding  conditions  that  we  en- 
counter and  one  of  the  most  complex  that 
we  have  to  evaluate  in  the  examination  of 
certain  patients  that  present  manifold 
symptoms. 

The  essential  cause  of  goiter  is  unknown, 
although  it  is  thought  that  eventually  it 
will  be  proved  to  be  due  either  to  the  direct 
infection  of  the  thyroid  with  bacteria  or 
the  indirect  action  on  the  thyroid  of  toxins 
from  infections  in  other  regions,  such  as 
the  teeth  or  tonsils,  and  in  the  latter  be- 
lief I think  all  will  agree  that  such  foci  of 
infection  should  be  gotten  rid  of  as  a pre- 
liminary to  operation  or  treatment. 

Goiter  is  much  more  common  in  women 
than  men,  and  this  is  believed  to  be  due 
to  the  fact  that  the  thyroid  is  a sex  gland 
and  disturbances  or  diseases  of  the  organs 
of  reproduction  are  more  frequent  in  the 
female  than  in  the  male. 

The  thyroid  gland  is  in  many  respects 
the  most  wonderful  organ  in  the  body. 
Through  its  internal  secretions,  its  influ- 
ences the  physical  development  of  the  child 
and  the  mental  activity  of  the  adult.  It 
regulates  the  growth  of  bone,  the  formation 
and  distribution  of  fat  and  the  nutrition 
of  the  skin,  teeth,  hair  and  nails.  It  plays 
an  important  part  in  menstruation  and 
parturition,  and  has  much  to  do  with  the 
sexual  desire  and  power.  It  influences  the 
rate  of  the  heart  beat  and  the  character  of 
the  peripheral  circulation.  It  presides  over 


*Read  before  the  Delta  Medical  Society  April, 
1927. 


the  nitrogenous  metabolism  of  the  body 
and  in  other  and  perhaps  unsuspected 
ways  plays  an  important  part  in  the  human 
economy. 

If  thyroid  secretion  is  excessive  there 
are  symptoms  of  metabolic  riot.  Heat  pro- 
duction and  gaseous  interchange  are  rapid. 
The  body  tissues  are  stimulated  to  a cause 
of  wasting  dissipation.  There  are  seen 
tremors,  sweating,  tachycardia,  muscular 
weakness,  loss  of  weight  and  feverish 
mental  activity.  The  evidence  of  thyroid 
excess  suggests  the  entrance  of  tragedy 
into  the  life  of  its  subject. 

If  thyroid  secretion  is  deficient  the 
metabolism  of  the  body  is  depressed  and 
heat  production  and  gaseous  interchange 
are  at  low  ebb.  In  the  young,  growth  is 
lessened  and  the  skeletal  system  is  unde- 
veloped ; the  connective  tissue  cells  remain 
myxomatous.  The  skin  is  dry  and  the  hair 
coarse  and  shows  deficient  nourishment. 
The  nervous  system  halts  in  development 
and  mentality  does  not  rise  aibove  the  level 
of  the  infant.  Physically  and  intellectually 
the  victim  of  thyroid  poverty  is  less  the 
man,  more  the  beast. 

Toxic  goiters  develop  in  patients  who 
usually  have  had  a simple  adenomatous 
goiter  for  years.  These  patients,  in  addi- 
tion to  the  symmetrical  enlargement  of  the 
thyroid,  have  nervousness,  tachycardia, 
coarse  tremors  of  the  fingers,  and  marked 
loss  of  weight  and  strength.  Their  basal 
metabolism  is  perceptibly  increased.  Unlike 
the  exophthalmic  type,  they  have  no 
marked  changes  in  the  eyes.  Owing  to 
the  character  of  the  disease  there  is  apt  to 
develop  secondaiy  degenerative  changes  in 
certain  vital  organs,  such  as  the  heart, 
liver  and  kidneys. 

There  are  two  types  of  thyroid  toxicity, 
primary  hyperthyroidism  or  exophthalmic 
goiter,  and  secondary  hyperthyroidism  or 
toxic  adenoma.  The  primary  form  comes 
from  excessi(Ve  secretion  of  the  gland 
itself,  while  secondary  hyperthyroidism 
comes  from  an  excessive  secretion  of  the 
thyroid  cells  within  the  adenoma. 
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The  diagnosis  of  thyroid  toxicity  in 
frankly  toxic  cases  is  simple.  The  less 
frank  cases  perhaps  without  exophthalmos 
and  goiter  with  uncertain  tremor  often 
with  little  or  no  loss  of  weight,  may 
cause  some  diagnostic  difficulty  when  it 
comes  to  determining  whether  the  symp- 
toms are  partly  due  to  thyroidism  and 
part  neurosis,  or  whether  they  are  wholly 
neurotic  in  origin.  The  introduction  of  the 
metabolic  test  bids  fair  and  is  doing  much 
to  settle  many  questions  under  discussion. 

It  has  been  demonstrated  that  the 
thyroid  regulates  the  general  metabolism 
of  the  body  and  that  an  increase  or  de- 
crease of  thyroid  activity  is  accurately 
shown  by  corresponding  changes  in  the 
patient’s  metabolic  rate.  Hence,  by  deter- 
mining the  degree  of  metabolism,  we  now 
have  a scientific  means  by  which  we  can 
estimate  thyroid  activity  in  an  individual 
case  and  can  tabulate  mathematically  the 
effect  of  the  various  forms  of  treatment 
that  are  advocated  for  its  abnormalities. 

The  difficulties  in  the  diagnosis  of 
thyroid  toxicity  in  general  practice  are 
many.  To  be  able  to  differentiate  it  from 
the  many  diseases  and  conditions  "with 
which  it  may  be  confounded  requires  care- 
ful history  taking,  physical  and  clinical 
examination  and  the  use  of  the  metabolic 
rate  estimation.  Even  with  all  the  com- 
bined means  available  a recheck  is  advis- 
able to  reassure  one  that  there  is  no  error. 

Since  so  much  has  been  said  about 
Lugols’  solution  being  a cure-all  for  goiter, 
and  since  a great  many  patients  are  taking 
all  kinds  of  iodine  for  supposed  goiter,  it 
is  a good  idea  to  question  along  this  line, 
because  LugoTs  solution  will  and  does  mask 
some  of  the  symptoms  of  thyrotoxicosis 
and  makes  some  patients  feel  so  much  bet- 
ter for  a time  at  least  that  they  will  say  to 
you,  “Oh,  I do  not  need  an  operation  now 
I feel  so  much  better.”  This  solution  has 
no  place  in  the  treatment  of  thyroid  toxic- 
ity other  than  preparing  such  patients  for 
thyroidectomy  which  is  the  only  sure  cure 
for  thyroxicosis. 


There  has  not  yet  been  sufficient  experi- 
mentation or  practical  experience  with 
basal  metabolism  to  determine  its  exact 
clinical  value,  but  we  usually  find  that  the 
basal  metabolic  rate  corresponds  pretty 
closely  with  the  patient’s  history  and 
symptoms  and  with  the  pathological  find- 
ings of  the  specimen  removed.  On  the 
other  hand,  there  are  so  many  factors  to 
be  taken  into  consideration  that  we  cannot 
rely  on  the  metabolic  rate  alone.  Certainly 
we  should  have  repeated  readings.  There 
is  one  conclusion,  however,  in  this  regard 
and  that  is  that  a repeated  high  metabolic 
rate  means  thyroid  toxicity. 

The  onset  of  hyperthyroidism  is  usually 
so  gradual  that  it  is  difficult  to  recognize 
it  in  its  incipiency  and  here  the  metabolic 
rate  will  clearly  differentiate  it  from 
hysteria,  neurasthenia,  tuberculosis  and 
other  conditions  with  which  it  may  be  con- 
fused. In  these  cases  one  must  be  extreme- 
ly critical,  as  operative  procedure  in  condi- 
tions of  non-thyroid  origin  not  only  fails 
to  improve  the  condition  but  actually  in- 
tensifies the  symptoms.  Repeated  me- 
tabolic estimations  are  of  great  value  in 
these  cases.  Active  hyperthyroidism  has 
been  found  not  to  exist  in  the  absence  of  an 
elqvated  basal  metabolic  rate.  Hyperthy- 
roidism with  its  associated  increased  me- 
tabolism can  be  cured  only  after  the  basal 
metabolic  rate  has  returned  to  normal. 
Neurotic  cases  may  at  first  show  an  elevat- 
ed basal  metabolism  but  this  is  found  to 
return  to  normal  gradually  if  several  tests 
are  made.  The  most  intensely  toxic  thy- 
roid patients  may  not  have  a goiter  and  a 
very  large  percentage  of  the  cases  of  pri- 
mary hyperthyroidism  may  have  a thyroid 
gland  of  only  average  or  normal  size;  a 
definite  number  have  a gland  smaller  than 
normal. 

The  effect  of  thyroid  toxicity  on  the 
heart  is  an  important  part  in  the  diagnosis, 
treatment  and  prognosis  of  thyroid  dis- 
orders. The  common  complaint  of  patients 
suffering  from  thyroid  toxicity,  forceful 
heart  beat  with  undue  breathlessness  and 
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easy  fatigue  in  exertion,  draw  the  at- 
tention of  both  patient  and  physician  to 
the  heart.  These  same  complaints  occur 
very  commonly  among  patients  suffering 
with  neuresthenia.  It  is  a common  diag- 
nositic  problem  to  differentiate  heart  dis- 
ease, thyroid  toxicity  and  neuresthenia. 

Thyroid  disease  has  a direct  effect  on 
the  heart  in  certain  cases  and  eventually 
affects  the  heart  seriously.  Commonly  the 
heart  rate  is  distinctly  rapid.  Even  at  rest 
in  bed  it  tends  in  most  definitely  toxic 
cases  to  beat  at  a rate  of  100,  and  rates  of 
150  are  not  uncommon.  However,  we  oc- 
casionally see  cases  with  a rate  at  times  of 
80. 

By  far  the  most  tragic  of  undiscovered 
thyrotoxic  cases  are  those  treated  for  heart 
disease.  If  a careful  and  painstaking  ex- 
amination is  made  in  so  called  cardiac 
cases  we  will  find  a great  many  are  curable 
by  the  removal  of  the  thyroid  gland. 

All  cases,  whether  clear  cut  or  doubtful, 
need  careful  routine  history  and  physical 
examination  for  in  many  individuals  with 
thyroid  disease  we  find  many  other  con- 
flicting disorders. 

It  may  simulate  the  nausea  and  vomiting 
of  pregnancy  and  in  cases  of  this  kind  who 
have  amenorrhea,  diagnosis  in  quite  diffi- 
cult. 

It  may  simulate  an  acute  surgical  ab- 
domen and  I can  implicate  myself  on  hav- 
ing invaded  the  abdomen  for  the  remoival  of 
organs  not  productive  of  disease  and  left 
the  patient  with  her  thyroid  and  thyrotoxi- 
cosis. 

In  sudden  diarrhea  or  attacks  of  vomit- 
ing lasting  for  several  days  or  several 
weeks,  the  possibility  of  hyperthyroidism 
should  not  be  forgotten,  for  they  play  an 
important  part  in  some  cases  with  obscure 
symptoms,  especially  in  some  cases  previ- 
ously operated  without  removal  of  sufficient 
gland  tissue. 

Unaccountable  loss  in  weight  should 
suggest  thyroid  toxicity,  and  is  commonly 
present.  Only  rarely  do  thyrotoxic  cases 


gain  but  fluctuations  in  weight  with  fluc- 
tuations in  toxicity  are  not  uncommon. 

The  difficiulties  in  arriving  at  a diag- 
nosis in  many  cases  that  come  to  me  is  my 
only  excuse  for  calling  to  your  attention 
such  a voluminous  subject — a subject  that 
has  caused  me  some  chagrin,  anguish  and 
at  times  shame  that  I have  not  properly 
diagnosed  a case  when  I could  have  done  so 
had  I put  the  proper  amount  of  reasoning 
and  study  on  it  that  I should  have  and  saved 
my  patient  much  suffering  and  expense. 

We  must  realize  that  thyroid  toxicity  is 
of  haphazard  onset.  It  may  occur  to  any 
patient  any  time.  Its  symptoms  are  vari- 
able. They  follow  no  set  course.  Many 
of  its  common  symptoms  are  common  to  the 
commonest  of  all  complaints,  neurasthenia. 

The  alert  diagnostician  will  suspect  thy- 
I’oid  toxicity  many  times  in  cases  in  which 
it  does  not  exist  but  if  he  carefully  con- 
fines his  diagnosis  the  occasional  correctly 
suspected  and  proved  case  will  be  a source 
of  much  satisfaction  to  himself  and  his 
patient. 


SOME  INTERESTING  SPINAL  CORD 
LESIONS* 

D.  L.  KERLIN,  M.  D., 

Shreveport,  La. 

In  presenting  this  subject,  I have  select- 
ed four  cases  involving  the  spinal  cord 
which  I think  might  prove  interesting. 
Two  of  the  cases  are  cauda-equina  tumors; 
one  case  uni-lateral  lesion  of  the  cord  giv- 
ing a Brown-Sequard  syndrome ; and  a case 
of  an  extradural  abscess  of  the  cord. 

Before  presenting  these  cases  in  detail,  I 
wish  to  bring  before  you  some  of  the  most 
important  points  in  the  symptomatology  of 
spinal  cord  tumors  and  also  of  the  other 
two  cases  included  in  my  report. 

The  most  frequent  tumors  of  the  cord 
and  the  cauda-equina  are  sarcomata,  chron- 
droma,  tuberculoma,  carcinoma,  glioma, 

* Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 
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endothelioma  and  neurofibroma.  They  are 
found  extradurally,  durally,  intra-durally, 
and  intra-medullary.  They  may  occur  at 
all  ages  and  at  any  level  of  the  spinal  cord. 
The  most  important  symptoms  of  cord 
tumors  are  as  follows:  Sharply  localized 

pain  at  the  site  of  the  tumor;  most  com- 
monly the  pain  is  unilateral,  but  may  be 
bilateral.  Motor  compression  signs  are 
variable,  depending  upon  the  duration  and 
severity  of  the  compression.  There  may 
be  paresis,  advancing  to  paralysis,  hyper- 
tonicity, spasticity,  increased  reflexes, 
positive  Babinski,  and  ankle  clonus.  At 
the  levvel  of  the  tumor  there  may  exist  a 
destructive  lesion,  giving  signs  of  peri- 
pheral motor  neuron  disease,  atrophy  reac- 
tion of  degeneration,  loss  of  reflexes,  and 
tropic  changes.  The  sensory  changes  are 
variable.  However,  there  is  usually  an 
area  of  hyperalgesia  at  the  level  of  the  le- 
sion which  grades  off  into  anaesthesia  be- 
low the  lesion.  Bladder  and  rectal  dis- 
turbances are  Trequent ; there  may  be  dis- 
turbances of  the  epicritic  sense,  usually 
diminished ; also,  there  may  be  complete 
loss  of  all  sensations,  as  well  as  the  super- 
ficial, and  deep  reflexes  if  the  compression 
of  the  cord  is  complete. 

Symptoms  of  tumors  of  the  cauda-equina 
give  the  characteristic  lower  motor  neuron 
type  of  lesion,  in  contradistinction  to  the 
upper  motor  neuron  type,  given  by  tumors 
of  the  cord.  The  descending  roots  of  the 
lumbar,  sacral,  and  coccygeal  nerves  make 
up  the  cauda-equina,  which  occupies  the 
dural  sheath  below  the  upper  level  of  the 
second  lumbar  vertebrae,  a distance  of 
about  ten  inches. 

Pain  is  one  of  the  first  symptoms  which 
appears,  often  originating  as  lumbago, 
later  radiating  to  the  sacrum.  The  pain 
then  becomes  sciatic  in  distribution,  often 
bilaterally,  with  intervals  between  attacks, 
and  growing  progressively  worse.  The 
pain  is  usually  worse  while  in  a reclining 
position. 


An  area  of  anesthesia  about  the  rectum 
and  perineum  is  a constant  symptom.  A 
slight  loss  of  bowel  and  bladder  control  is 
a nervous  symptom,  usually  preceding  the 
motor  weakness.  There  is  absence  of  rigid- 
ity and  diminished  patellar  reflexes;  neg- 
ative Babinski  and  ankle  clonus.  Lumbar 
puncture  here,  as  well  as  in  tumors  of  the 
cord,  yield  a dry  tap  or  a straw  colored 
fluid  under  decreased  pressure;  that  is  if 
the  puncture  is  done  below  the  site  of  the 
tumor. 

My  third  case,  a unilateral  cord  injury, 
presents  the  typical  Brown-Sequard  syn- 
drome. I report  this  case  through  the 
courtesy  of  Dr.  Guy  A.  Caldwell,  who  per- 
formed the  laminectomy.  In  this  case  we 
failed  to  determine  the  degree  of  pressure 
upon  the  cord  by  using  the  Queckenstedt 
test,  but  we  felt  justified  in  doing  the 
operation  because  of  the  neurological  find- 
ings and  also  the  roentgenogram,  which  re- 
ported a fracture  of  the  seventh  dorsal 
vertebrae  with  slight  displacement.  The 
operation  was  performed  thirty-six  hours 
following  the  injury. 

My  fourth  and  last  case  is,  I think,  a 
rather  unusual  one.  This  case  one  of  an 
extradural  abscess  of  the  lumbar  cord,  was 
also  operated  on  by  Dr.  Guy  A.  Caldwell. 
I report  this  case  through  the  courtesy  of 
Dr.  T.  P.  Lloyd  and  Dr.  R.  L.  Douglas  of  the 
Highland  Clinic..  This  patient  had  been  in 
the  hospital  eight  days  before  we  were  sure 
of  the  diagnosis  and  had  localized  the  ab- 
scess. Although  this  patient  had  complete 
paralysis  of  the  bladder,  we  were  able  to 
avoid  any  troublesome  infection,  which  is 
also  rather  unusual  in  these  cases. 

Case  1.  Cauda-equina  tumor — Stanton  Davis, 
colored,  male,  age  45  years,  admitted  to  Schumpert 
Sanatorium  September  7,  1924.  Complaint;  Pain 
in  back  radiating  down  both  legs.  Family  History: 
Unimportant.  Personal  History;  Usual  diseases 
of  children.  Has  had  no  serious  illness  of  adult 
life.  Venereal  History:  Had  a chancroid  20 

years  ago,  also  one  two  months  ago.  Gonorrhea 
several  times,  last  time,  two  months  ago.  Pres- 
ent Illness:  In  August  1923,  while  laying  brick, 

began  to  suffer  with  pain  in  lumbar  region,  which 
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at  times  was  very  severe.  Six  weeks  ago  pain 
became  acute,  and  three  weeks  ago  pain  became 
confined  to  limbs,  and  sacral  region.  Pain  radi- 
ated down  both  thighs,  especially  external  sur- 
face of  right  thigh.  The  left  foot  became  numb 
and  for  the  past  year  has  gradually  grown  weaker 
in  both  legs.  At  the  present  date,  both  legs  tire 
easily  from  exertion.  Neurological  examina- 
tion: Pupils  equal  in  size,  irregular  in  outline, 

I’eact  a little  sluggishly  to  light  and  accomodation; 
ciliospinal  reflex  present;  consensual  reflex  pres- 
ent. Deep  reflexes:  Normal  in  upper  extremities; 

diminished  in  right  lower  extremity;  absent  in 
left  extremity.  Babinski-Oppenheim,  Gordon, 
Chaddock,  ankle  clonus,  and  plantar  reflexes, 
negative.  (Superficial  reflexes:  Abdominal,  cre- 

masteric, pharyngeal,  and  corneal  reflexes  pres- 
ent. Sensation:  Normal  over  upper  extremities 

and  trunk.  Area  of  anaesthesia  around  anus  and 
extending  over  buttock  for  an  area  of  about  three 
inches,  also  over  perineum;  more  over  right. 
Sensation  normal  over  lower  extremities,  except 
for  area  over  lower  inner  surface  of  thighs,  and 
over  both  feet  below  ankles,  especially  over  ex- 
ternal surface  where  all  forms  are  absent.  Cardi- 
ovascular, respiratory  and  gastro-intestinal  sys- 
tems, negative.  Laboratory  findings:  Urine, 

negative;  blood  Wassermann,  negative;  Spinal 
fluid  analysis:  Cell  count,  10;  globulin,  normal 

and  Wassermann  negative. 

Procedure:  Spinal  puncture  between  third  and 

fourth  lumbar  vertebrae  gave  clear  spinal  fluid, 
under  sixteen  mil.  pressure.  Puncture  between 
fourth  and  fifth  lumbar  vertebrae  gave  a straw 
colored  fluid  under  same  pressure.  Puncture  be- 
tween fifth  lumbar  and  first  sacral  vertebrae 
yielded  a straw  colored  fluid  under  same  pressure. 
Puncture  between  fifth  lumbar  and  first  sacral 
vertabrae  yielded  a straw  colored  fluid  under 
five  mil.  pressure. 

Diagnosis:  Cauda-equina  tumor,  localized  at 

level  of  fifth  lumbar  vertebrae. 

Operation:  On  September  16,  1924  a laminec- 

tomy was  performed  by  Dr.  J.  C.  Willis,  Jr.,  and 
a fibroma  was  found  pressing  upon  the  cord  pos- 
teriorly, underneath  the  body  of  the  fifth  lumbar 
vertebrae. 

Case  2.  Cauda-equina  Tumor — White,  male,  age 
37  years,  entered  Sanatorium  November  2,  1927. 
Family  History:  Unimportant.  Past  History: 

Rheumatic  pains  in  both  thighs  and  lumbar  region 
for  several  years.  Venereal  History:  Negative 

for  any  venereal  infection.  Present  Illness:  For 

past  seventeen  years  patient  has  suffered  with 
lumbago.  Can’t  remember  just  when  pain  began 
in  thighs,  but  it  became  acute  in  December,  1926, 
with  partial  loss  of  control  of  both  bladder  and 
bowel,  also  motor  weakness  in  lower  extremities. 


This  attack  gradually  diminished  in  severity  and 
he  regained  control  of  his  functions.  On  October 
19,  1927,  two  weeks  previous  to  entering  hospital 
patient  had  an  acute  attack  similar  to  the  one 
he  had  experienced,  so  he  came  to  the  hospital  for 
relief. 

The  attack  began  with  acute  pain  in  lumbar 
region  radiating  down  both  sciatic  nerves,  fol- 
lowered  by  loss  of  control  of  bladder  and  bowel, 
also  motor  weakness.  Constipation  was  marked. 

Neurological  Examination:  Deep  reflexes  low- 

er extremities;  patella  reflex  exaggreated  bilater- 
ally. Pathalogical  reflexes:  Negative.  Super- 
fical  reflexes.  Left  cremateric  present,  right,  ab- 
sent; upper  abdominal  reflexes  present  and  lower 
diminished.  Coordination:  Heel  to  knee  normal 

bilaterially.  Sensation  lower  extremities:  Tac- 

tile sense  normal,  with  exception  of  area  of  anaes- 
thesia extending  from  anus  for  a distance  of  five 
inches  over  left  buttock  and  perineum,  and  three 
inches  over  right  buttock,  also  area  of  anesthesia 
involving  the  back  of  left  thigh  to  about  three 
inches  above  knee  joint  and  on  right  to  level  of 
knee  joint.  Protopathic  sense:  Same  as  tactile; 

sense  of  position  and  tuning  fork  sense  normal 
bilaterally.  Laboratory  findings:  Urine,  neg- 

ative; blood  Wassermann,  negative;  Spinal  fluid 
analysis:  cell  count,  3;  globulin,  normal;  sugar, 
60  mgms;  total  protein,  20.8  mgms;  Wassermann, 
negative.  Procedure:  Lumbar  puncture  between 
third  and  fourth  lumbar  vertebrae,  yielded  a nor- 
mal fluid  pressure.  Lumbar  puncture  between 
fourth  and  fifth  lumbar  vetebrae  yielded  a dry 
top. 

Diagnosis:  Cauda-equina  tumor  at  level  of 

fourth  lumbar  vertebrae. 

Operation : An  exploratory  laminectomy  was 

performed  by  Dr.  J.  C.  Willis,  Jr.,  on  November 
11,  1927.  An  extradural  osteoma  was  exposed, 
about  the  size  of  end  of  little  finger,  on  body  of 
forth  lumbar  vertebrae. 

Case  3.  Unilateral  cord  injury — White,  male, 
age  22  years,  admitted  to  Sanatorium  August  30, 
1927.  History:  On  the  night  of  August  29, 

while  driving  an  automobile,  patient  dropped  off 
to  sleep  and  six  hours  later  was  found  near  his 
wrecked  car.  He  had  been  unconscious  practi- 
cally all  of  this  time,  and  on  recovering  con- 
sciousness was  unable  to  move  right  leg.  He  was 
taken  to  a nearby  hospital  and  given  emergency 
treatment  and  catheterized.  Patient  complained 
of  the  bladder  and  bowels  and  hypersensitiveness 
of  skin  over  abdomen.  He  could  move  his  left  leg 
without  difficulty,  but  his  right  leg  was  useless. 
Neurological  Examination:  Pupils,  equal;  regular 
in  outline;  I’eact  to  light  and  accomodation; 
cranial  nerves,  intact;  sensation,  coordination  and 
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deep  reflexes,  normal  in  upper  extremities  and 
to  level  of  costal  border  bilaterally.  Tactile 
sense  lower  extremities  normal;  pain,  heat  and 
cold  diminished  over  right  limb  up  to  level  of 
eight  dorsal  segment,  and  complete  absence  of 
these  sensations  over  left  limb  up  to  level  of  twelfth 
dorsal  segment;  paralysis  of  right  limb,  with  ab- 
sense  of  all  deep  reflexes,  also  superficial  re- 
flexes. Tuning  fork  sense  diminished  in  right 
limb  and  normal  in  left.  Muscular  power  normal 
left  limb,  however,  both  deep  and  superficial  re- 
flexes absent.  Laboratory  findings;  Urine, 
negative;  roentgen-ray  examination,  lateral  view, 
showed  a curved  fracture  of  seventh  dorsal  verte- 
brae without  displacement. 

Diagnosis:  Unilateral  cord  injury  presenting 

Brown-Sequard  syndrome. 

Operation:  On  August  30  an  exploratory  lam- 

inectomy was  performed  by  Dr.  G.  A.  Cald- 
well. The  seventh  dorsal  vertebra  appeared  ab- 
normally mobile  and  the  interspinous  ligaments 
were  torn  loose.  The  cord  appeared  to  be  angul- 
ated  at  the  level  of  the  seventh  dorsal  vertebra, 
and  there  was  evidence  of  an  extraural  hemorrhage 
at  this  point.  The  dura  was  opened  with  escape 
of  a large  quantity  of  spinal  fluid  under  pressure, 
but  on  inspection  the  cord  appeared  normal. 

Case  i.  Extradural  abcess  of  lumbar  cord — 
White,  male,  age  19  years.  Admitted  to  Sana- 
torium August  16,  1927.  History:  Onset  of 

condition  July  15,  with  dull  aching  pain  in  lum- 
bar region.  This  nain  continued  and  on  August 
1 he  noticed  a stiffness  in  muscles  of  lumbar 
reedon.  On  August  14  patient  developed  an  acute 
pain  in  lumbar  region,  incontinence  of  bladder 
and  bowel,  and  loss  of  motor  power  in  lower  ex- 
tremities. During  latter  nart  of  July  natient  had 
several  furuncles  on  his  bodv.  On  admittance  to 
Sanatorium  was  running  temnerature  ranging 
from  99%°  to  100.5°.  Neurological  Examination: 
Pupils  equal,  regular  in  outline,  react  normally; 
cranial  nerves,  intact:  Brudzenski,  marked:  tre- 
mors, negative;  coordination  in  unper  extremities, 
normal  and  also  sensation  and  deen  reflexes;  in 
lower  extremities  there  is  loss  of  motor  power: 
there  is  complete  bilateral  anaesthesia  from  below 
unwards  to  a point  about  the  lower  one-third  of 
leg.  Above  this  point  all  sensations  are  normal. 
Deep  reflexes  are  absent,  also  pathological  re- 
flexes; sunerficial  reflexes:  lower  abdominal  and 

cremisteric,  absent  bilaterally;  upper  abdominal, 
diminished  bilaterally.  Laboratorv  findings: 
Urine,  negative;  total  white  cells,  18,500:  differen- 
tial white  cell  count,  N 80;  SM,  17;  LM,  3:  total 
red  cells,  4.500.000;  hemoglobin,  80  per  cent;  blood 
culture  and  Wassermann,  negative;  Spinal  fluid 
analysis  from  cisterna  puncture:  cell  count,  2; 
globulin,  2 plus;  total  protein,  38.5  gms;  Wasser- 


mann, negative;  smear,  negative;  collodial  gold 
curve,  0000000000. 

Roentgenograms  of  thoracic  and  lumbar  verte- 
brae on  9/22/27,  showed  negative  for  pathology. 
Roentgenograms  of  thoracic  and  lumbar  verte- 
brae on  10/8/27,  showed  destruction  of  cartilagen- 
ous  surfaces  of  1 and  2 lumbar  vertebrae. 

Procedure:  On  August  17  a lumbar  puncture 

was  made  between  the  third  and  fourth  lumbar 
vertebrae  and  a clear  fluid  was  obtained,  which 
coagulated  after  having  been  withdrawn  half  an 
hour.  It  was  impossible  to  make  an  analysis  of 
this  fluid.  This  fluid  was  typical  of  the  massive 
coagulation  of  Froin,  due  to  spinal  cord  com- 
pression. 

On  August  18  a lumbar  puncture  was  made 
between  third  and  fourth  lumbar  vertebrae  and  a 
dry  tap  was  the  result.  Immediately  following  a 
puncture  was  made  between  second  and  third 
lumbar  vertebrae  and  a dry  tap  was  the  result. 
Next  a puncture  was  made  between  first  and  sec- 
ond lumbar  vertebrae  and  a blood  tinged  fluid 
was  obtained.  Due  to  the  fact  that  so  far  we 
had  not  obtained  a fit  specimen  of  fluid  for 
analysis,  we  decided  to  do  a cisterna  puncture. 

On  August  19  this  was  done  and  a clear  fluid 
was  obtained  under  normal  pressure,  and  analysis 
of  this  fluid  was  normal  in  every  respect.  We 
felt  justified  then  in  making  a diagnosis  of  an 
incomplete  transverse  myelitis,  probably  due  to  an 
abscess  localized  at  level  of  tenth  thoracic  seg- 
ment, equivalent  to  the  first  lumbar  vertebrae. 
A laminectomy  was  advised. 

Operation:  On  August  23  an  exploratory 

laminectomy  was  performed  by  Dr.  Guy  A.  Cald- 
well. After  removing  the  spinal  processes  of  the 
first  and  second  lumbar  vertebrae  an  extradural 
abcess  was  located.  As  the  spinal  process  of  the 
second  lumbar  vertebrae  was  removed  a thick 
white  pus  under  tension  welled  up  about  the  cord. 

Comment:  All  of  these  cases  have  been  ob- 

served from  a period  of  three  months  to  a year 
following  operation : The  two  cases  of  cauda- 

equina  tumor  at  the  time  of  observation  had  re- 
gained control  over  bladder  and  bowel  to  quite  a 
degree  and  also  had  regained  much  of  the  motor 
power  of  lower  limbs.  The  case  of  unilateral  cord 
injury  was  seen  six  months  after  operation.  Sen- 
sation and  motor  power  was  greatly  improved, 
and  had  also  regained  control  of  bladder.  Patient 
walked  with  slight  limp,  which  was  hardly  per- 
ceptible. This  was  due  to  a slight  spasticity  in 
right  leg.  Dr.  Caldwell  had  this  patient  use  a 
brace  for  sometime  following  operation. 

The  case  of  abcess  of  lumbar  cord  made  a very 
good  recovery.  He  was  seen  three  months  follow- 
ing operation  and  at  that  time  was  able  to  move 
both  thighs  slightly.  He  had  not  regained  con- 
trol over  bladder  and  bowel;  however,  these  func- 
tions had  improved.  Even  after  the  maximum 
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improvement  this  patient  will  no  doubt  have  a 
permanent  paraplegia. 

CONCLUSION. 

1.  The  cases  of  unilateral  cord  injury 
and  lumbar  cord  abscess  show  clearly  the 
value  of  early  laminectomy  in  acute  com- 
pression of  spinal  cord.  The  former  was 
operated  on  within  36  hours,  and  made 
practically  a complete  recovery,  where  as, 
the  latter  was  not  operated  on  until  several 
days  after  onset  and  will  no  doubt  have  a 
residual  paraplegia. 

2.  The  spinal  fluid  in  the  case  of  ab- 
scess presented  the  Froin  syndrome. 
Xanthochromia  was  not  present  but  mas- 
sive coagulation  was,  and  this  character- 
istic alone  stamps  it  as  Froin’s  syndrome. 

3.  The  Queckenstedt  test  is  a simple 
test  and  the  test  of  choice  to  determine  the 
degree  of  spinal  cord  compression.  I did 
not  use  it  in  three  of  our  cases  because  of 
a dry  tap  in  two  cases  and  xanthochromia 
in  the  fluid  of  the  other  gave  me  the  infor- 
mation desired.  We  neglected  using  it  in 
the  unilateral  cord  injury  where  it  would 
have  been  of  value. 

DISCUSSION. 

Dr.  L.  L.  Cazenavette  (New  Orleans)  :I  wish  to 
thank  Dr.  Kerlin  for  his  courtesy  in  asking  me 
to  open  the  discussion  and  I also  wish  to  congratu- 
late him  on  his  masterly  presentation  of  these 
four  interesting  cases  of  spinal  cord  lesions. 

It  may  be  interesting  to  note  the  frequency  with 
which  spinal  cord  tumors  are  met  with  as  com- 
pared to  tumors  of  the  brain  and  to  tumors  af- 
fecting other  parts  of  the  body.  Spiller  and 
Frazier  have  studied  this  particular  phase  of  this 
subject  and  report  that  the  ratio  of  cord  tumors 
to  brain  tumors  is  one  to  six;  and  the  ratio  of 
cord  tumors  to  general  tumors  is  one  to  fifty. 
Thus  we  are  led  to  the  conclusion  that  such  condi- 
tions are  not  met  very  frequently.  However  many 
observes  believe  and  I am  of  their  opinion,  that 
many  cases  of  spinal  cord  tumors  go  undiagnosed  as 
such  or  are  diagnosed  as  chronic  forms  of  trans- 
verse myelitis,  sciatica,  neuritis  and  what  not. 

With  regards  to  the  symptomatology  of  spinal 
cord  tumors  should  say  that  this  will  depend  on 
the  particular  part  of  the  cord  or  nerve  roots  in- 
volved or  compressed  by  the  growth.  By  far  the 
most  frequent  early  symptom  is  some  form  of 
sensory  manifestation  which  may  vary  in  severity 
from  a mild  paraesthesia  to  a most  severe  root 


pain.  The  distribution  of  the  pain  is  most  fre- 
quently in  the  lumbo-sacral  region  and  extend- 
ing around  the  body  or  down  the  extremities.  This 
pain  is  peculiar  in  as  much  as  it  increased  by  cer- 
tain efforts  such  as  stooping,  sneezing,  coughing 
and  straining  at  stool,  and  it  is  relieved  by  stand- 
ing and  walking.  Of  the  lesser  sensory  manifes- 
tations hyperalgesia  in  a definite  area  is  fre- 
quently an  early  symptom. 

I recall  seeing  a patient  whose  most  marked 
symptom  was  one-sided  hyperalgesia  in  the  lum- 
bar region.  A diagnosis  of  cord  tumor  was  made 
and  verified  at  operation. 

The  indefiniteness  of  symptoms  often  render 
the  diagnosis  of  spinal  cord  tumors  and  cauda 
equina  tumors  difficult.  Many  patients  have  suf- 
fered for  years  before  a definite  diagnosis  was 
made.  The  time  elapsing  between  the  onset  of 
symptoms  and  diagnosis,  operative,  has  varied 
on  an  average  from  two  years  to  ten  years. 
Fortunately,  however,  the  numerous  studies,  ob- 
servations and  recent  articles  in  the  literature 
by  neurologists  in  this  country  and  abroad  on 
this  important  subject  especially  with  the  help  of 
radiography  and  lipiodol  injections  have  con- 
tributed in  a large  measure  towards  earlier 
diagnosis.  Doctor  Kerlin  is  to  be  congratulated 
on  the  early  diagnosis  in  his  cases. 

The  case  presenting  Brown-Sequard  syndrome 
following  injury  is  of  interest  because  of  the 
promptness  of  diagnosis  and  relief  by  operation. 

Now  the  case  presenting  abscess  of  the  cord 
is  also  of  interest  because  of  the  rarity  of  such 
conditions.  A survey  of  the  literature  up  to 

1926  on  the  subject  of  spinal  cord  abscess  and 
report  of  a case  by  H.  W.  Woltman  and 
A.  W.  Adson  and  reported  in  “Brain,”  issue  of 
June,  1926.  They  were  able  to  collect  only 

twenty-nine  cases  reported.  A very  low  incidence 
as  compared  to  abscess  of  the  brain.  They  give 
as  reasons  for  this  low  incidence:  the  relative 
smallness  of  the  cord,  the  small  lumen  and  indi- 
rect course  of  the  vessels  entering  the  cord  and 
the  protective  location  of  cord  compared  to  that  of 
the  brain  w’hich  is  in  close  proximity  to  several 
sinuses. 

My  congratulations  again  to  Dr.  Kerlin  in  re- 
porting the  thirty-first  case  of  abscess  of  the  spinal 
cord.  I thank  you. 

Dr.  Guy  A.  Caldwell  (Shreveport)  : My  point 

of  view  in  these  two  cases  is  that  of  an  orthopedic 
surgeon.  The  most  important  points  in  the  diag- 
nosis of  the  extra-dural  abscess  were  in  the  his- 
tory. The  essential  features  of  the  story,  its 
onset  and  progress,  constitute  a clinical  picture 
not  difficult  to  recognize  although  it  is  seen  in 
the  vertebrae  less  frequently  than  in  other  bones. 
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rhe  cardinal  symptoms  placed  in  chronological 
>rder  appeared  as  follows: 

1.  History  of  furunculosis  for  some  time  prior 
:o  onset  of  serious  symptoms. 

2.  Sudden  onset  with  a chill,  high  fever,  and 
levere  pain  localized  in  the  region  of  the  upper 
umbar  vertebrae.  These  symptoms  grew  worse 
md  were  accompanied  by  intense  muscle  spasm 
ind  a greatly  increased  white  cell  count. 

3.  Persistence  of  these  findings  (refera/ble 
trictly  to  the  bony  structures  of  the  spine)  for 
i few  days,  then  the  gradual  development  of 
paralysis, — first  in  one  leg,  then  the  other,  and 
inally  involving  the  bladder  and  rectum. 

4.  The  lumbar  punctures  at  various  levels 
?ave  conclusive  proof  of  complete  blockage  of 
:he  spinal  canal,  but  examination  of  the  fluid  also 
iemonstrated  that  the  process  was  not  an  inflam- 
mation located  inside  the  dural  coverings. 

The  obvious  conclusion  was  that  we  were  deal- 
ng  with  an  abscess  which  had  developed  in  the 
body  of  some  of  the  lumbar  vertebrae  or  in 
the  intervertebral  spaces,  and  as  it  enlarged,  had 
pressed  against  the  cord  coverings  without  pene- 
trating them. 

The  indication  to  operate  for  relief  of  pressure 
was  clear.  As  we  went  down  on  the  spine,  pus 
was  encountered  in  the  muscular  layers,  but  in- 
cision and  drainage  seemed  inadequate  when  the 
pus  was  seen  to  boil  out  thru  the  intervertebral 
foramina.  The  spines  and  lamina  of  two  verte- 
brae were  then  removed  but  the  meninges  were 
not  opened  for  obvious  reasons.  Fortunately  the 
immediate  outcome  was  good  although  the  patient 
was  an  exceptionally  poor  surgical  risk. 

The  prognosis  as  to  return  of  function  w^e  felt 
was  extremely  doubtful  but  as  the  months  have 
passed  he  has  slowly  regained  strength  and  sen- 
sation and  at  this  time  (July,  1928)  goes  about 
quite  actively  with  his  braces  and  crutches. 

Dr.  G.  C.  Anderson  (New  Orleans)  : Dr.  Ker- 

lin very  kindly  asked  me  to  discuss  this  paper  as 
I am  vitally  interested  in  this  type  of  surgery. 
The  symptomotology  has  been  so  adequately  cov- 
ered by  both  the  author  and  Dr.  Cazenavette,  that 
there  is  very  little  to  add  from  that  standpoint. 
One  point  I want  to  stress  is  that  these  patients 
have  pain  after  lying  down,  they  feel  reasonably 
comfortable  while  up  and  about  but  after  two  or 
three  hours  sleep  they  will  be  awakened  by  severe 
pain  which  is  relieved  by  sitting  in  a chair  or 
walking  about.  Many  sleep  in  chairs.  The  ex- 
planation is  probably  that  the  tumor  is  attached 
to  one  or  more  nerve  roots  and  as  the  upright 
position  is  the  one  assumed  most  of  the  time  it 
becomes  more  or  less  fixed  in  such  a relationship, 


upon  assuming  the  recumbent  position  the  rela- 
tionship is  changed,  the  tumor  changes  position 
and  so  drags  upon  the  nerve  root. 

There  are  a few  relatively  simple  aids  in  diag- 
nosis which  I desire  to  mention.  The  first  is 
the  diagnosis  of  a subarachnoid  block  by  the 
Queckenstedt  test  or  as  it  is  called  in  this  coun- 
try the  “response  to.  jugular  compression.”  A 
spinal  puncture  in  the  lumbar  region  is  done  in 
the  ordinary  way  the  patient  lying  upon  his  side; 
a manometer  is  connected  with  the  needle  and  a 
pressure  reading  taken  after  waiting  three  min- 
utes or  so  for  the  patient  to  become  composed 
and  comfortable,  the  neck  should  not  be  flexed. 
Light  pressure  upon  the  jugular  veins  upon  either 
side  of  the  neck  will  cause  an  increase  in  intra- 
crania pressure  by  interfering  with  the  venus 
drainage,  this  pressure  forces  the  cerebrospinal 
fluid  out  of  the  ventricles  and  down  the  spinal 
canal  and  the  level  of  the  manometer  reading  will 
rise  sharply  and  fall  when  the  pressure  is  re- 
moved. This  is  a simple  and  easy  test,  a spinal 
manometer  is  not  required  as  the  ordinary  mer- 
cury manometer  used  for  bold  pressure  readings 
may  be  used. 

The  second  method  is  the  introduction  of  air 
into  the  spinal  canal  after  withdrawal  of  cerebro- 
spinal fluid.  The  air  will  rise  as  high  as  the 
block  and  this  level  can  be  determined  by  roent- 
genological examination.  At  the  time  of  injec- 
tion the  patient  will  probably  report  severe  paiir 
in  the  region  supplied  by  the  nerve  roots  at  the 
level  of  the  lesion  due  to  pressure  at  that  point. 

The  third  measure  is  the  use  of  lipiodal,  a 40 
per  cent  iodized  oil,  which  is  introduced  into 
the  subarachnoid  space.  It  may  be  injected 
either  below  or  above  the  lesion  as  one  seeks  to 
determine  the  lower  or  upper  level.  The  sub- 
stance is  denser  than  cerebrospinal  fluid  and  will 
sink.  If  injected  below  the  suspected  level  to 
determine  its  lowest  point  the  patient  will  have 
to  be  inclined  upon  a table  with  the  head  lower 
than  the  feet.  As  the  substance  is  opaque  to 
roentgen-rays  such  an  examination  will  show  the 
level  at  which  it  is  arrested  in  case  of  a block. 
A certain  amount  of  irritation  follows  its  use  but 
this  should  not  prove  a deterent  when  it  is  felt 
it  will  be  of  diagnostic  aid.  The  general  pro- 
cedure is  to  introduce  the  lipiodal  in  the  cisterna 
magna  and  sit  the  patient  upright  for  roentgen- 
ray  examination. 

I think  the  most  interesting  case  was  that  of 
the  abscess  as  brought  out  by  Dr.  Cazenavette. 
Only  a small  number  of  such  cases  have  been 
reported  in  the  literature.  In  the  last  issue  of 
the  Journal  of  the  A.  M.  A.  Dr.  McDonald  of 
Minneapolis  repored  one  such  case.  Of  course 
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it  is  an  unusual  disease  in  which  one  case  is 
considered  sufficiently  important  to  report  in  such 
a journal  as  that  of  the  A.  M.  A.  and  I think 
this  case  should  be  added  to  the  few  we  have 
on  record.  I thank  you. 

Dr.  A.  A.  Herold  (Shreveport)  : With  permis- 

sion of  Dr.  Kerlin  and  Dr.  Caldwell,  I had  occa- 
sion to  see  the  young  man  referred  to  in  the 
paper.  I saw  him  on  behalf  of  an  insurance  com- 
pany, in  connection  with  the  total  disability  bene- 
fit. He  was  deeply  grateful  to  Dr.  Kerlin  and 
Dr.  Caldwell  for  having  saved  his  life,  but  was 
disappointed  that  he  had  that  persisting  paralysis. 

Two  interesting  points  came  to  my  mind  in  con- 
nection with  that  case;  one  is  what  determined 
that  metastasis  from  the  furuncle?  It  must  have 
been  some  strain  or  trauma  that  weakened  that 
point  on  vertebrae.  I could  not  get  that  quite 
clearly  from  his  history.  The  other  question  is, 
has  he  a total  and  permanent  disability,  from  the 
insurance  standpoint?  I reported  to  the  com- 
pany as  I found  him.  He  was  a bank  clerk  by 
occupation,  he  still  has  the  use  of  his  mental 
faculties  and  his  upper  extremities,  no  use  of  his 
lower  extremities,  and  the  question  was  whether 
his  is  a total  and  permanent  disabiliy  from  the 
insurance  standpoint;  or  inasmuch  as  he  can  still 
be  a clerk  and  be  rolled  around,  hasn’t  he  still 
some  capacity  for  work? 

Dr.  Chaille  Jamison  (New  Orleans):  I under- 

stand that  cauda  equina  phenomena  is  brought  out 
far  better  by  the  use  of  water  than  the  ordinary 
mercury  manometer  in  general  use  in  estimating 
pressures  on  the  spinal  fluid.  I would  like  to 
ask  Dr.  Kerlin  if  he  can  give  me  any  information, 
is  the  water  phenomena  necessary,  and  is  it 
done? 

Dr.  C.  S.  Holbrook:  There  are  one  or  two 

points  I wish  to  stress.  One  is  for  an  early  diag- 
nosis, after  complete  paralysis  has  taken  place, 
little  benefit  is  going  to  be  brought  about  by 
removing  the  tumor.  If  these  patients  are  to 
be  greatly  helped,  they  should  be  operated  on 
early.  We  frequently  see  these  patients  after 
bladder  and  rectum  have  been  thrown  out  of  com- 
mission, after  they  are  completely  paralyzed  from 
some  level  down,  and  then  there  is  little  or  no 
chance  of  anything  like  an  adequate  improvement 
or  recovery.  Some  slight  improvement  may  take 
place  depending  upon  how  much  destruction  has 
taken  place;  but  to  wait  and  delay  operating 
until  these  absolutely  positive  signs  are  present, 
is  losing  a great  deal  of  valuable  time. 


We  have  recently  seen  several  tumors  that  il 
lustrate  the  various  points  brought  out,  and  on 
was  last  week,  a man  we  could  not  get  to  bed 
because  lying  down  increased  his  pain  to  such  aij 
extent  that  it  was  almost  impossible  to  keep  hir 
in  the  hospital,  he  felt  so  much  better  being  up 
Dr.  Kerlin  made  the  statement,  and  I do  not  be 
lieve  he  meant  in  all  cases  that  the  pain  was  local 
ized  at  the  site  of  the  tumor.  The  pain  quite  fre 
quently  is  at  the  distribution  of  the  nerves  in 
volved  and  no  focal  pains  at  all,  however  tumor 
of  the  lower  spine  generally  gives  pain  in  th 
region  of  the  lesion. 

Dr.  W.  J.  Otis  (New  Orleans) : There  is  mora 

attached  to  Dr.  Kerlin’s  paper  which  is  “do  no 
treat  all  back-aches  and  pains  as  an  old-fashione( 
bach-ache.”  Any  prolonged  pain  in  the  lumbo 
sacral  area  with  saddle  hypersthenia  and  anes 
thesia,  plus  bilateral  sciartica  over  any  length  o 
time  should  be  investigated  thoroughly  from  ; 
neuropsychiatriac  standpoint,  always  keeping  h 
mind  involvement  of  the  cauda  equina  or  area 
above  this.  Contact  of  these  cases  aid  much  ii 
preventing  disabilities  which  follow. 

Dr.  D.  L.  Kerlin,  Shreveport,  (closing)  : I cer 

tainly  appreciate  the  discussion  by  the  doctors 
of  my  paper,  and  in  conclusion,  there  is  one  ques 
tion  I will  answer.  Dr.  Herold  broached  the  sub 
ject  of  whether  or  not  there  was  any  traum; 
in  producing  the  initial  symptoms  of  this  condi 
tion.  There  was  none.  He  absolutely  gave  n< 
history  of  any  trouble,  and  the  condition  cami 
out  of  a clear  sky,  you  might  say. 

In  answer  to  Dr.  Jamison’s  question  as  t(, 
whether  or  not  there  is  any  advantage  in  usinj 
the  water  in  doing  the  test,  I do  not  think  ther( 
is  any  advantage.  We  advocate  the  use  of  wateii 
because  it  is  very  simply  done.  Personally, 
think  the  test  with  the  spinal  manometer  is  jus, 
as  good,  and  if  you  have  the  spinal  manometer 
it  will  give  you  the  evidence  that  you  desire 
I thank  you. 


ADMIRAL  GRAYSON  HEADS  GORGAS  MEM 
ORIAL. — Formally  accepting  the  presidency  oi| 
the  Gorgas  Memorial  Institute  which  was  recentlj 
tendered  to  him  at  the  annual  meeting  of  the 
Board  of  Directors,  held  in  Boston,  Rear  Admira 
Cary  T.  Grayson  announced  that  it  would  be  his, 
purpose  to  maintain  the  field  operations  of  th( 
organization  and  to  expand  its  publicity  features 
as  far  as  funds  will  permit. 
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ANALYSIS  OF  THE  HISTORY 
IN  THE  DIAGNOSIS  OF 
HYPERCHLORHYDRIA.* 

OSCAR  W.  BETHEA,  M.  D., 

New  Orleans. 

The  diagnosis  of  hyperchlorhydria  has 
assumed  greater  importance  in  considera- 
tion of  the  present  view  that  it  is  largely 
responsible  for  precipitating  attacks  of 
migraine  and  other  forms  of  headache,  and 
that  it  is  an  important  factor  in  initiating 
and  perpetuating  peptic  ulcer. 

In  investigating  diseases  of  the  stomach, 
there  are  several  avenues  that  may  lead  to 
information  of  value.  These  are,  the  an- 
alysis of  the  history  of  the  case,  the  physi- 
cal examination,  the  roentgen-ray  exam- 
ination, the  laboratory  investigation,  and 
:he  therapeutic  test.  These  are  all  of  value, 
and  it  is  advisable  that  the  first  four  be 
employed  in  every  instance.  It  has  seemed 
;o  me,  however,  that  the  analysis  of  the 
listory  has  not  been  sufficiently  empha- 
sized by  teachers  and  by  writers  upon  this 
subject.  It  often  gives  more  information 
;han  can  be  obtained  from  any  other 
source,  and  sometimes  may  supply  all  the 
lata  that  is  actually  essential.  It  is  not 
ntended  here  to  discourage  the  effort  at 
borough  investigation,  but  it  occasionally 
lappens  that  complete  laboratory  facilities 
►r  the  roentgen-ray  are  not  available,  ex- 
ept  with  considerable  inconvenience. 

I began  the  practice  of  medicine  with  the 
ixpectation  of  doing  repeated  gastric  an- 
ilyses,  and  having  a complete  roentgen-ray 
tudy  on  all  patients  who  presented  them- 
elves  with  gastric  symptoms.  My  interest 
n other  phases  of  investigation  was  stimu- 
ated  by  my  experience  with  two  of  the 
arliest  patients  that  presented  themselves, 
^he  first  of  these  patients  walked  into  my 
ffice,  where  I was  sitting  alone  and  lone- 
ome.  She  was  a nice  appearing  indi- 
idual,  and  a decidedly  pleasing  prospect 
0 a young  doctor  to  whom  any  type  of 

*Read  before  the  South  Mississippi  Medical 
ociety,  Sept.  13,  1928. 


patient  was  a rare  vision.  I began  talking 
the  history  and  among  the  first  questions, 
asked  if  she  had  had  a gastric  analysis. 
She  replied  that  she  had  been  to  several 
doctors  and  they  all  wanted  to  wash  out 
her  stomach;  that  she  had  not  been  back 
to  any  of  them,  but  had  finally  decided  to 
come  to  me.  I am  somewhat  ashamed  to 
say  that,  so  far  as  I am  concerned,  this 
good  lady’s  stomach  contents  have  not  been 
analyzed  to  this  day!  She  did,  however, 
make  an  uneventful  recovery,  the  treat- 
ment being  based  upon  what  data  I could 
gather  without  risk  of  causing  her  to  seek 
further  for  advice.  Soon  after  this,  another 
stomach  patient  fell  to  my  lot.  He  was  a 
man  in  the  early  forties.  He  refused  a gas- 
tric analysis,  but  did  consent  to  a roentgen- 
ray  study.  I received  a report,  prompted 
by  all  the  assurance  of  the  radiologists  of 
those  days,  giving  a positive  diagnosis  of 
gastric  carcinoma.  On  the  strength  of 
this,  I got  the  man  with  his  family  and  as 
gently  as  I could,  broke  to  them  the  dis- 
tressing news.  I demanded  an  immediate 
operation  as  the  only  possible  hope  of 
benefit.  They  asked  for  a short  time  to 
consider  the  matter,  and  the  next  day  tele- 
phoned that  he  had  turned  to  Christian 
Science!  I still  see  this  man  walking  the 
streets,  stronger  and  healthier,  it  seems 
to  me,  each  year.  I am  quite  sure  that  in 
the  First  Church  of  Christ  Science  at  Bos- 
ton, there  are  complete  records  of  a Mr. 
R.  of  New  Orleans,  who  was  absolutely 
proven  to  be  in  the  last  stages  of  cancer 
of  the  stomach  and  given  up  to  die  by  a 
great  city  physician  (even  me)  and  who 
was  completely  and  permanently  cured  by 
the  beneficient  and  healing  influence  of 
Eddyism! 

The  following  plan  of  history  analysis 
has  been  used  in  my  hospital  services,  and 
in  teaching  my  classes  for  some  years.  It 
should  be  remembered  that  few  cases  are 
entirely  typical,  but  bearing  in  mind  the 
following  factors  in  taking  the  history  of  a 
suspected  case  of  hyperchlorhydria  may 
aid  much  in  establishing  a diagnosis: 


574  Bethea — Analysis  of  the  History  in 

Course  of  the  Disease : The  process  may 
last  for  many  years,  and  usually  shows 
periods  of  comparative  or  complete  com- 
fort. This  often  enables  us  to  exclude  car- 
cinoma. 

Gain  or  Loss  of  Weight;  When  a well- 
nourished,  full-blooded  individual  walks 
into  my  office  and  complains  of  stomach 
trouble  I instinctively  think  of  hyperchlo- 
rhydria.  The  tendency  is  to  an  increase  in 
weight,  this  is  in  contra-distinction  to 
hypochlorhydria  and  carcinoma,  in  which 
the  tendency  is  to  loss  of  weight.  We  must 
remember  that  in  hyperchlorhydria  there 
is  an  excessive  amount  of  acid,  and  often 
of  all  the  gastric  secretions.  We  may  ex- 
pect, therefore,  as  a rule,  rapid  gastric 
digestion  and  thorough  assimilation.  Not 
only  is  there  a rapid  emptying  of  the 
stomach,  but  this  gives  rise  to  an  early 
hunger  reflex,  therefore,  these  patients 
have  a good  appetite  and  many  have 
learned  that  the  frequent  taking  of  food 
tends  to  comfort.  It  is  not  unusual  to  find 
cases  where  there  has  been  an  actual  loss 
of  weight,  but  a careful  investigation  usu- 
ally reveals  the  fact  that  this  is  a result  of 
efforts  at  treatment  where  the  diet  has 
been  arbitrarily  curtailed. 

Pain  vs.  Discomfort : In  hyperchlorhydria 
there  is  usually  a definite  pain  that  is  often 
described  as  burning,  cutting,  or  stabbing 
in  character.  This  is  in  contra-distinction 
to  hypochlorhydria  in  which  there  is  only 
a dull  discomfort,  or  a sense  of  weight  or 
fullness.  This  pain  of  excessive  acidity  is 
usually  in  the  epigastric  region,  or  may  be 
described  as  a burning  streak  that  follows 
the  course  of  the  esophagus.  It  is  not  un- 
usual to  have  a patient  exactly  map  out  the 
course  of  the  esophagus  in  showing  the 
location  of  the  discomfort. 

Time  of  Onset  of  Pain : In  hyperchlor- 

hydria the  pain  is  usually  the  result  of  the 
acid  gastric  juice  coming  into  contact  with 
the  mucous  membrane.  It  therefore  de- 
elops  as  the  stomach  empties,  the  average 
time  being  about  two  hours  after  meals,  de- 
pending upon  the  character  and  amount  of 
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the  food  taken.  If  the  food  has  been  of  ; 
such  a character  as  to  favor  the  formation  j 
of  acid,  the  pain  may  be  more  intense.  The  1 
patient  may  be  awakened  by  the  pain  dur-  f 
ing  the  night,  or  it  may  be  present  upon  i 
awaking  in  the  morning.  It  may  be  pre-  j 
cipitated  by  missing  a meal.  This , of  • 
course,  is  in  contra-distinction  to  the  dis-j 
comfort  of  hypochlorhydria,  which  results] 
from  the  presence  in  the  stomach  of  food  | 
that  is  not  being  properly  digested,  the  dis-  j 
comfort  developing  soon  after  meals  andj 
subsiding  as  the  stomach  empties. 

Duration  of  Pain:  In  hyperchlorhydria] 
the  pain  may  last  until  food  (or  some! 
alkali)  is  taken  into  the  stomach.  In 
hyporchlorhydria  the  comfort  lasts  till  f 
food  is  taken  into  the  stomch,  and  dis-j 
comfort  is  present  only  while  food  remains  j 
in  the  viscus. 

What  Causes  Pain:  Pain  may  be  precipi- 
tated by  the  emptying  of  the  stomach  after! 
a meal,  by  missing  a meal,  or  by  food  mate- 
rial that  in  itself  proves  an  irritant.  This 
is  in  contra-distinction  to  the  discomfort' 
of  hypochlorhydria. 

What  Relieves  Pain : Pain  is  usually  re- 
lieved by  the  taking  of  bland  food,  often  a' 
drink  of  cold  water  will  sufficiently  dilute 
the  acid  to  give  comparative  relief.  Vom- 
iting of  the  acid  material  will  usually  givei 
temporary  relief.  Most  patients  soon  learn 
that  alkalies  such  as  sodium  bicarbonate, 
or  some  of  the  proprietary  remedies  wil 
give  relief.  This,  of  course,  results  from 
the  neutralization  of  the  acid  present. 

Eating  of  Acids:  Patients  having  hyper- 
chlorhydria will  seldom  eat  pickles,  vine- 
gar dressings,  lemons,  or  other  acid  mate- 
rial. They  either  avoid  these,  knowing 
that  they  cause  pain,  or  they  unconsciousl> 
omit  them  from  their  diet,  probably  beinj 
robbed  of  a desire  for  such  foods  through 
the  protective  processes  of  nature.  This  iJ 
in  contra-distinction  to  hypochlorhydria 
where  the  desire  for  these  articles  of  dief 
is  sometimes  marked. 

Eating  of  Sweets:  This  does  not  give 
reliable  information  as  the  matter  of  acids 
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but  many  of  these  patients  are  conscious  of 
the  fact  that  certain  sweets  may  precipi- 
tate pain,  and  others  seem  to  lose  their  de- 
sire for  such  foods,  as  has  been  described 
in  the  preceding  paragraph. 

Eructations:  In  hyperchlorhydria  there 

is  a tendency  to  the  eructation  of  acid 
fluid.  This  is  often  distinctly  uncomfort- 
able, causing  irritation  of  the  esophagus, 
and  sometimes  producing  distinct  discom- 
fort in  the  pharynx  and  mouth;  consider- 
able irritation  may  sometimes  be  observed 
by  inspecting  the  area  visable.  These 
eructations  usually  occur  about  two  or 
three  hours  after  meals.  In  hypochlorhy- 
dria  the  tendency  is  for  the  regurgitation 
of  more  or  less  unchanged  food ; this  does 
not  seem  to  cause  material  discomfort. 

Headache : This  is  one  of  the  most  valu- 
able findings  in  establishing  a diagnosis  in 
the  patient’s  under  consideration.  Not  only 
that,  but  the  proper  interpretation  of  this 
headache  often  leads  to  results  in  treat- 
ment that  are  quite  spectacular.  The  head- 
ache may  range  anywhere  from  a simple 
dull  pain  to  the  severest  type  of  migraine. 
Dr.  Thompson  in  his  “Clinical  Medicine” 
stated  that,  in  his  opinion,  about  twenty- 
five  per  cent  of  all  attacks  of  migraine 
were  precipitated  by  hyperchlorhydria.  My 
experience  leads  me  to  place  it  at  more 
than  fifty  per  cent.  The  headache  of  ex- 
cessive acidity  develops  several  hours  after 
m.eals.  The  patient  may  be  awakened  by 
it  during  the  night,  may  have  it  upon  awak- 
ing in  the  morning,  or  it  may  develop 
about  ten  or  eleven  o’clock  in  the  fore- 
noon, or  three  or  four  o’clock  in  the  after- 
noon. It  may  be  precipitated  by  missing  a 
meal.  It  is  often  associated  with  nausea, 
and  sometimes  with  vomiting.  It  may  be 
relieved  by  the  taking  of  food,  or  alkalies, 
or  it  may  persist  for  many  hours,  or  even 
for  several  days.  I believe  that  in  making 
an  etiological  diagnosis  of  a chronic  ten- 
dency to  headache  that  hyperchlorhydria 
must  always  be  considered  as  a possible 
cause. 

Last,  but  not  least,  we  must  search  for 
information  looking  toward  the  known  fac- 


tors favorng  the  development  of  excessive 
gastric  acidity.  Among  these  should  be 
mentioned : Chronic  appendiceal  involve- 

ment, chronic  gall-bladder  disease,  and 
faulty  habits  of  eating. 

A careful  evaluation  of  the  data  obtained 
by  a history,  as  here  suggested  will,  at 
least,  enable  us  to  better  interpret  the  other 
findings  resulting  from  a complete  routine 
investigation. 

COCCOGENIC  INFECTIONS 
T.  A.  MAXWELL,  M.  D., 

New  Orleans. 

The  term  coccogenic  infection  is  used  to 
cover  lesions  due  to  the  ordinary  strepto- 
coccus and  staphlycoccus  which  normally 
inhabit  the  skin  and  which  do  not  produce 
any  lesions  as  long  as  the  intgument  is  in- 
tact. There  are  two  main  classifications 
of  this  condition  as  usually  observed : 

(a)  Comprising  the  skin  lesions  caused 
solely  by  these  organisms,  classed  under 
the  general  term,  impetiginous  lesions;  (b) 
impetiginous  lesions  engrafted  on  a pri- 
mary condition  such  as  in  scabies,  general- 
ly spoken  of  as  secondary  infections. 

There  are  no  skin  lesions,  which,  at  some 
time  or  another,  will  not  become  secondari- 
ly infected  due  to  irritants  applied  ex- 
ternally or  to  the  scratching  of  the  lesions 
by  the  patients  themselves  as  a result  of 
either  an  itching  or  burning  sensation  so 
common  in  skin  diseases. 

A local  lesion  that  is  presented  for  ex- 
amination may  generally  be  covered  with 
crusts,  a manifestation  of  inflamation  with 
exudation.  These  crusts  may  be  situated 
in  certain  areas  the  location  of  which  sug- 
gests the  diagnosis  of  some  particular  skin 
condition  as  scabies  or  lues. 

Upon  examining  the  crusts,  it  is  often 
all  that  can  be  seen  and  as  far  as  can  be 
gone  in  the  diagnosis  except  in  such  ex- 
ceptional cases  as  the  ruptial  crusts  of 
pustular  lues.  In  questionable  cases  if  a 
saturated  solution  of  boracic  acid  is  applied 
on  the  crusts  for  several  hours  a day  or 
if  the  crusts  are  very  numerous,  use  is 
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made  of  the  boracic  acid  bath,  in  many  in- 
stances these  crusts  will  be  easily  removed 
and  found  to  be  the  results  of  a superficial 
coccogenic  infection.  The  case  is  thus 
cleared  up  in  a few  days  and  the  patient 
is  cured.  In  this  cla.ss  are  the  cases  of 
common  sores,  as  the  laity  call  them,  which 
recur  every  summer  and  make  the  patient 
look  most  unsightly,  especially  when  the 
major  part  of  the  lesions  are  situated  on 
the  arms  and  legs.  After  removal  of  the 
crusts  with  the  boracic  acid  pack  sterilize 
the  field  further  through  an  application  of 
ointment  of  ammoniated  mercury,  5 per 
cent  in  adults,  and  in  children  a smaller 
percentages,  even  as  low  as  one-half  of 
1 per  cent  in  babies  a couple  of  months 
old.  Sterilizing  the  lesion  in  older  children 
and  adults  with  a 75  per  cent  silver  nitrate 
solution  works  very  well. 

Another  class  of  cases  presents  crusts 
on  different  parts  of  the  body.  In  some  in- 
stances, as  in  scabies,  the  crusts  are  found 
on  the  areas  which  are  frequented  by  the 
Acarus.  The  concomitant  lesions,  as  the 
vesicles  in  the  wings  of  the  fingers  and 
burrows,  make  clear  the  diagnosis  of 
scabies  with  a secondary  infection.  In 
this  condition  treat  the  scabies  before  ex- 
pecting to  cure  the  patient. 

Again,  cases  present  themselves  with  a 
large  crusted  lesion  on  the  face  that  has 


persisted  for  some  time.  Very  often,  due 
to  the,  longevity  of  the  lesions,  the  crust 
has  a pseudo  rupial  appearance  and  the 
diagnosis  of  syphilis  is  made.  So  far,  in 
such  a case,  the  crust  alone  is  observed, 
which  simulates  lues,  because  of  its  rupial 
character.  But  if  the  patient  is  ordered  a 
boracic  acid  pack  and  returns  in  a few 
days,  the  crust  will  be  practically  removed. 
The  lesion  itself  will  stand  out  for  real  ex- 
amination as  to  its  contour,  its  wall  and 
base.  I do  not  believe  that  crusts  should 
be  forcibly  removed  when  we  have  at  our 
command  an  agent  which  does  it  in  a more 
humane  manner. 

I have  had  several  such  cases  in  my 
practice  similar  to  those  I mentioned 
above.  When  the  crusts  were  removed  the 
diagnosis  of  blastomycosis  was  easily 
made,  illustrating  the  fact  that  the  ordi- 
nary coccogenic  infection  may  mask  a 
serious  condition  while  many  serious  look- 
ing lesions  are  due  to  coccogenic  infection 
alone. 

In  closing  I wish  to  state  that  there  can 
be  no  damage  done  by  the  use  of  saturated 
solution  of  boracic  acid  while  a great  deal 
of  good  often  accrues.  In  five  years  time  I 
have  seen  only  one  patient  in  whom  a sat- 
urated solution  of  boracic  acid,  caused  a 
dermatitis. 
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SURGICAL  DISEASES  OF  BILIARY 
SYSTEM* 

New  Orleans. 

EARL  GARSIDE,  M.  D.,f 

Many  recent  advances  in  our  knowledge 
ot  biliary  diseases  have  resulted  from 
newer  conceptions  of  physiology.  The  ex- 
perimental data  given  to  us  by  such  physi- 

*  Presented  before  the  Surgical  Faculty  of  Tu- 
lane  University,  November  19,  1928. 

fDepartment  of  Surgery,  School  of  Medicine, 
Tulane  University. 


ologists  as  Whitaker,  Boyden,  Mann,  Rous, 
and  others  has  elucidated  many  obscure 
phenomena  of  the  biliary  system.  These 
advances  have  caused  us  not  only,  in  a 
great  measure,  to  change  our  surgical  pro- 
cedures but  also  to  change  our  conception 
of  many  fundamentals  which  we  embody 
in  our  teaching.  There  are  many  normal 
functions  of  the  biliary  system  which  are 
not  clearly  understood.  Recent  investiga- 
tions are  giving  an  insight  into  probable 
causes  of  early  abnormal  changes,  the 
recognition  of  which  is  most  important.. 
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EMBRYOLOGY. 

A brief  consideration  of  the  development 
of  the  biliary  system  lays  a foundation  for 
a more  comprehensive  understanding  of  the 
anatomy  and  physiology’  and  for  a better 
conception  of  surgical  diseases  as  recog- 
nized clinically. 

The  liver  develops  from  a hollow  out- 
growd;h  or  diverticulum  on  the  ventral  sur- 
face of  the  duodenal  portion  of  the  fore-gut. 
This  diverticulum  is  lined  with  endoderm 
and  grows  into  a mass  of  mesodermal  tis- 
sue— the  transverse  septum.  Strands  of 
cells  called  trabeculae  soon  enclose  the  ves- 
sels of  the  vascular  network  in  the  septum. 
The  trabeculae  becomes  hollowed  out, 
forming  bile  capillaries,  which  empty  into 
the  proximial  portion  of  the  original  hol- 
low diverticulum,  from  which  the  bile  ducts 
are  formed.  The  gall  bladder  first  appears 
as  a solid  bud  on  the  common  duct,  and 
soon  enlarges  and  becomes  hollow.  The  de- 
velopment of  the  pancreas  is  closely  related 
to  the  development  of  the  biliary  system  in 
that  the  ventral  portion  appears  as  a di- 
verticulum from  the  primitive  bile  duct 
and  forms  a portion  of  the  head  of  the  pan- 
creas and  uncinate  process.  The  duct  of 
this  ventral  portion  maintains  its  communi- 
cation with  the  bile  duct  and  becomes  the 
main  pancreatic  duct,  while  the  duct  of  the 
dorsal  portion  of  the  pancreas  forms  the 
inactive,  and  often  obliterated,  accessory 
pancreatic  duct. 

ANATOMY  AND  PHYSIOLOGY’. 

The  liver  receives  both  venous  and  ar- 
terial blood,  the  former  under  very  low 
pressure  from  the  capacious  portal  vein 
and  the  latter  under  very  high  tension  from 
the  small  hepatic  artery.  As  these  two 
spread  out  into  the  intricate  capillary  net- 
work, they  are  very  intimately  related  with 
the  liver  cells.  _Krogh<^>  considers  that  the 
endothelium  of  the  hepatic  capillaries  is  a 
syncytium  with  numerous  nuclei  but  with- 
out defined  cell  borders,  as  in  embryonal 
capillaries.  The  liver  cells  are  directly 
bathed  by  blood  and  not  by  lymph  as  are 
cells  elsewhere  in  the  body.  The  blood 
drains  away  from  the  liver  by  way  of  the 


hepatic  veins.  This  flow  is  diminished  60 
per  cent  by  obstructing  the  hepatic  artery. 
The  hepatic  arterial  flow  may  be  altered  by 
vaso-constriction,  but  the  portal  vein  flow 
is  dependent  on  changes  occurring  at  either 
end  of  the  distribution  of  the  vessel,  that  is, 
changes  in  the  liver  itself  or  in  the  intes- 
tines, the  latter  being  the  more  important, 
but  both  are  influenced  by  splanchnic 
dilatation. 

The  unit  of  the  liver  is  the  hepatic  cell, 
and  this  complex  work-shop  is  capable  of 
a multiplicity  of  activities.  Among  the  bet- 
ter understood  functions  of  the  liver  per- 
haps the  most  important  is  that  of  sugar 
metabolism.  However,  it  is  commonly 
known  that  serious  hepatic  disease  may 
occur  without  disturbance  of  carbohydrate 
metabolism.  Mann  et  al.*^*  states  that  car- 
bohydrate metabolism  seems  to  be  complete 
and  normal  in  the  dehepatized  animal,  as 
is  evidenced  by  utilization  of  glycogen  and 
glucose  without  the  formation  of  any  rec- 
ognizable abnormal  products.  Glucose  in 
proportionately  larger  amounts  must,  how- 
ever, be  administered  after  removal  of  the 
liv’er,  since  the  carbohydrates  normally 
formed  from  amino  acids  and  protein  meta- 
bolism are  not  available.  It  is  interesting 
to  note  that  Mann<2)  found  that  muscle  gly- 
cogen does  not  disappear  in  the  dehepatized 
dog,  indicating  that  the  sugar  that  reaches 
the  blood  comes  only  from  the  glycogen  of 
the  liver.  Therefore,  it  would  appear  that 
the  concentration  of  sugar  in  the  blood  is 
regulated  by  the  amount  released  into  the 
general  circulation  by  the  liver  after  it  re- 
converts glycogen  into  sugar.  Normally 
this  concentration  is  so  uniform  that  we 
may  include  it  in  the  group  of  physiological 
constants  along  with  the  temperature,  the 
pulse,  the  blood  pressure,  etc. 

Deaminization  of  amino-acids  depends 
directly  on  the  liver  as  shown  by  Mann.'^) 
He  made  observations  on  50  dogs  surviv- 
ing removal  of  the  liver  from  8 to  30  hours. 
The  formation  of  urea  ceased  immediately 
upon  removal  of  the  liver,  and  when  amino- 
acids  were  injected  the  entire  amount  was 
recovered  unchanged.  These  observations 
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seem  conclusively  to  demonstrate  another 
very  important  function  of  the  liver. 

The  role  of  the  liver  in  fat  metabolism 
is  not  as  yet  very  clearly  understood.  It  is 
demonstrable,  however,  that  as  the  glyco- 
gen disappears  from  the  liver,  the  liver  ac- 
cumulates fat.  MacLeod*®’  thinks  that  the 
liver  converts  the  fat  molecule  into  a state 
such,  that  its  potential  energy  can  be  trans- 
formed into  dynamic  energy. 

Likewise  the  function  of  the  cholesterin 
metabolism  of  the  liver  is  not  well  under- 
stood. The  liver  is  a known  detoxifying 
oi’gan,  the  proteins  arriving  from  the  por- 
tal circulation  being  detoxfiied  by  it.  Fibrin- 
ogen is  also  known  to  be  formed  in  the 
liver. 

Of  more  clinical  interest,  however,  than 
the  metabolic  functions  of  the  liver,  are 
its  excretory  functions.  This  is  demon- 
strated by  the  fact  that  most  hepatic  tests 
which  aim  to  measure  its  metabolic  capac- 
ity have  been  discontinued  and  more  re- 
liable tests  have  been  instituted  which  are 
based  on  a measurement  of  the  liver’s  ex- 
cretory function,  referring,  of  course,  to 
such  tests  as  van  den  Bergh  and  excretion 
of  various  dyes,  such  as  phenolsulpho- 
nephthalein. 

Though  clinically  interesting,  bile  pig- 
ment formation  is  perhaps  one  of  the  least 
important  functions  of  the  liver.  Bilirubin 
is  known  to  be  added  to  the  blood  as  it  tra- 
ver.ses  the  liver,  but  the  same  is  known  to 
occur  in  the  spleen  and  bone  marrow  also. 
It  is  definite  that  the  formation  of  biliru- 
bin depends  upon  the  activity  of  the  reti- 
culo-endothelial  system,  one  part  of  which, 
of  course,  is  found  in  the  liver.  It  is  inter- 
esting to  note  also  that  jaundice  develops 
rapidly  after  complete  removal  of  the  liver. 
The  source  of  the  bile  pigment  can  be  de- 
termined by  the  van  den  Bergh  test  for 
bilirubin  concentration  in  the  blood,  in 
that,  in  the  blood  going  to  the  liver  color 
can  be  produced  only  by  addition  of  both 
the  diazo-reagent  and  alcohol,  whereas  in 
bile  itself  the  color  appears  immediately 
upon  addition  of  the  diazo-reagent  alone. 


Investigation  is  now  being  made  by 
Aldrich  and  Green  on  a method  of  measur- 
ing bile  salt  excretion.  This  should  prove 
of  more  clinical  value  than  the  estimation 
of  bile  pigment  excretion. 

The  gall  bladder  is  a pear-shaped,  disten- 
sible pouch  hanging  in  a dependent  posi- 
tion by  attachments  to  the  under  surface 
of  the  right  lobe  of  the  liver.  It  normally 
holds  approximately  30  c.c.  of  bile,  and  is 
never  seen  completely  collapsed  or  empty. 
At  early  morning  operations  on  the  abdo- 
men the  gall  bladder  is  usually  found  well 
filled  (the  fasting  condition).  It  has  a rich 
blood  supply  from  the  cystic  artery  and 
from  many  small  vessels  which  are  in  its 
attachment  to  the  liver. 

The  cystic  artery  is  normally  a branch 
of  the  right  hepatic  artery,  and,  it  should 
be  remembered,  passes  downward  and  for- 
ward, and  lies  on  the  medial  side  of  the 
cystic  duct  and  neck  of  the  gall  bladder. 
The  wall  of  the  gall  bladder  consists  of  a 
mucous  membrane,  a sub-mucous  layer,  in 
which  are  large  and  active  lymphatics,  a 
muscularis,  with  elastic  and  connective  tis- 
sue. and  a serosa,  beneath  which  is  a 
sparse  arrangement  of  lymphatic  vessels. 
The  lymphatic  supply  has  a free  communi- 
cation with  the  liver  through  the  gall  blad- 
der attachment  and  with  nodes  found  in 
the  hilus  of  the  liver,  at  the  juncture  of 
cystic  and  common  ducts,  along  the  com- 
mon duct,  and  around  the  head  of  the  pan- 
creas and  first  portion  of  the  duodenum. 

The  known  functions  of  the  gall  bladder 
are  concerned  with  the  concentration  and 
storage  of  bile,  the  secretion  of  mucus, 
and  the  regulation  of  pressure  in  the  duct 
system. 

There  can  be  no  doubt  that  much  more 
bile  is  absorbed  through  the  wall  of  the 
gall  bladder  than  is  emptied  through  the 
cystic  duct.  Halpert*^’  and  Sweet*^’  even 
go  so  far  as  to  say  that  the  primary  func- 
tion of  the  gall  bladder  is  bile  absorption 
and  that  bile  once  having  reached  the  gall 
bladder  never  leaves  it  through  the  cystic 
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duct.  Boyden<®*,  Silverman  and  Menville<'^>, 
Winkelstein  and  Aschner***,  Mann  and 
Higgins,*®*  however,  have  demonstrated 
that  the  gall  bladder  does  empty  through 
the  cystic  duct,  though  there  is  some  vari- 
ation in  their  respective  opinions  as  to  the 
mechanism  by  which  the  emptying  is  ac- 
complished. Boyden*®*  considers  that  the 
gall  bladder  is  a passive  agent  and  that 
the  active  factors  are  the  secretory  pres- 
sure of  the  liver,  the  regulatory  action  of 
the  sphincter  papillae,  and  intra-abdominal 
pressure.  Winkelstein  and  Aschner***  con- 
sider that  the  respiratory  mechanism  is 
the  “motor  of  the  gall  bladder,”  while 
Mann,  in  his  work  on  fish,  guinea  pigs,  and 
dogs,  and  Whitaker, *^***  using  the  cholecys- 
tographic  method  of  Graham  and  Cole,  and 
Hamrick,  *11*  employing  roentgjen-ray  ob- 
servation of  the  gall  bladder  filled  with 
iodized  oil,  report  ample  evidence  that  the 
gall  bladder  empties  chiefly  through  the 
activity  of  its  intrinsic  muscular  contrac- 
tions. Westphal*i2*  lays  emphasis  on  the 
action  of  the  sphincter  of  the  common  duct 
and  calls  attention  to  its  sympathetic  stim- 
ulation and  vagus  inhibition.  This  antag- 
onistic action  causes  contractions,  which 
empty  periodic  spurts  of  bile  into  the  duo- 
denum. 

The  quantity  of  bile  leaving  the  gall  blad- 
der by  the  cystic  duct  in  the  course  of 
twenty-four  hours  is  very  small,  and  rep- 
resents only  about  one-tenth  (Hammer- 
stein,  one-twentieth)  of  the  bile  formed 
by  the  liver. 

The  bile  capillaries  form  the  intra-aci- 
nous  small  bile-ducts  which  can  be  traced 
to  the  capsule  of  Glisson.  The  branches 
arising  in  the  right  and  left  lobes  of  the 
liver  respectively  are  separated  until  they 
form  the  hepatic  duct.  No  important  anas- 
tomosis between  the  right  and  left  lobes 
could  be  demonstrated  by  Counsellor  and 
Mclndoe.*!** 

The  hepatic  duct  is  the  excretory  duct 
of  the  bile  coming  from  the  liver.  It  con- 
tains circular  muscular  fibers,  mucus  se- 
creting glands,  and  pouch-like  sacculi. 


These  sacculi  often  dilate  after  removal  of 
the  gall  bladder  and  even  take  on  some  of 
the  absorptive  functions  of  the  gall  blad- 
der itself.  The  cystic  duct  branches  off 
from  the  hepatic  duct,  and  usually  runs 
parallel  with  it,  but  at  times  may  form  a 
spiral  around  the  hepatic  duct.  It  is  three 
to  four  cms.  in  length,  is  poor  in  muscle 
fibers,  and  is  rich  in  lymphatic  glands.  Its 
rich  nerve  supply  accounts  for  the  severe 
and  widely  radiating  pains  in  affections  of 
the  cystic  duct.  At  the  point  where  the 
cystic  duct  enters  the  gall  bladder  its  mu- 
cous membrane  is  thrown  into  folds — the 
valves  of  Heister— -which  may  at  times  be 
so  thick  as  to  narrow  the  lumen  and  even 
cause  intermittent  obstruction  (Schmie- 
den*i^*).  Lutkens**®*  holds  that  there  is 
a sphincteric  action  of  the  cystic  duct,  any 
spasm  of  which  causes  obstruction. 

The  common  duct  is  nine  to  ten  centi- 
meters long,  and  its  diameter  is  that  of  an 
ordinary  lead  pencil.  One-third  of  the  duct 
lies  above  the  duodenum  and  two-thirds 
behind  it.  In  about  90  per  cent  of  cases 
the  duct  passes  behind  the  head  of  the  pan- 
creas before  it  enters  the  duodenum.  At 
the  lowermost  portion  is  smooth  muscula- 
ture, forming  the  sphincter  of  the  common 
duct,  which  was  described  by  Oddi  in  1887. 
Westphal,*^^)  Whitaker *^***  and  others  have 
shown  that  constriction  of  this  sphincter 
aids  in  filling  the  gall  bladder  by  increasing 
the  pressure  in  the  ducts,  and  that  a relax- 
ation of  the  sphincter  must  occur  before 
emptying  of  the  gall  bladder  is  possible. 
No  doubt  our  future  knowledge  of  the  flow 
of  bile,  stone  formation,  and  bile  duct 
physiology  will  result  from  a more  com- 
plete understanding  of  innervation.  All 
of  the  bile  ducts  secrete  some  mucus  which 
dilutes  the  bile  somewhat.  An  excessive 
accumulation  of  this  mucus  may  cause  par- 
tial obstruction  and  symptoms  of  biliary 
colic. 

There  is  at  least  one  lymph  node  on  each 
the  common,  the  cystic,  and  the  hepatic 
ducts.  They  have  a definite  size  in  health, 
and  the  surgeon  has  learned  to  recognize 
their  enlargement  in  disease.  Their  size 
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rather  consistently  depends  on  the  degree 
of  infection  present. 

Anomalies  of  the  liver  and  gall  bladder 
are  rare.  The  presence  of  tw^o  livers  in  a 
human  being  is  the  rarest  known  anomaly. 
Morgagni  reported  one  such  case;  the  gall 
bladder  was  absent.  The  next  rarest  anom- 
aly is  the  congenital  absence  of  the  gall 
bladder  and  all  ducts.  The  condition  is  not 
incompatible  with  life,  as  is  evidenced  by 
the  fact  that  the  average  duration  of  life 
was  seventy  days  in  the  13  cases  reported 
in.  the  literature,  one  of  these  patients  liv- 
ing 216  days.  The  next  rarest  anomaly  is  the 
absence  of  the  gall  bladder,  cystic,  and 
common  ducts.  Bower'®^'  reviews  14  such 
cases  previously  reported,  and  reports  one 
such  case  of  his  own.  This  condition  is, 
of  course,  compatible  with  life,  two  cases 
having  lived  60  years  and  their  deaths  then 
being  due  to  causes  to  which  the  anomaly 
was  not  contributory.  There  are  31  cases 
reported  in  the  literature  of  absence  of 
gall  bladder  and  cystic  duct.  Willis^^®' 
reports  a case  of  congenital  dilatation  of 
the  common  duct,  and  reviews  59  cases 
previously  reported.  This  cystic  dilatation 
of  the  duct  reported  by  Willis'^®’  contained 
400  cc.  of  bile  and  was  discovered  during 
a laparotomy  for  chronic  appendicitis.  Ac- 
cording to  McWhorter<^'^>  the  correct  diag- 
nosis has  not  been  made  in  any  case  prior 
to  operation.  Approximately  170  cases  of 
congenital  atresia  and  stenosis  of  the  bile 
ducts  have  been  reported  (Ladd*^*’)- 
Moynihan*^”'  feels  that  they  are  due  to 
intra-uterine  obliterative  cholangitis.  Other 
theories  of  causation  are:  1.  Congenital 
syphilis;  2.  fetal  peritonitis;  3.  congenital 
malformations. 

Of  more  clinical  interest  are  the  anom- 
alies of  the  hepatic  and  cystic  arteries. 
Flint<20)  reports  that  in  21  per  cent  of  cases 
the  right  hepatic  artery  may  arise  from  the 
superior  mesenteric  arteiy.  In  3.5  per  cent 
there  are  two  right  hepatic  arteries.  The 
cystic  artery  arises  from  the  right  hepatic 
artery  in  all  but  2 per  cent  of  cases.  In  15 
per  cent  of  cases  there  is  an  accessory  sys- 


tic  artery.  The  cystic  duct  may  join  the 
common  duct  at  any  point  between  the 
usual  position  and  the  ampulla  of  Vater,  or 
may  even  open  into  the  duodenum  separ- 
ately. There  is  only  one  type  of  accessory 
bile  duct — it  is  an  accessory  right  hepatic 
duct  and  occurs  in  14.5  per  cent  of  cases. 

.JAUNDICE. 

“Jaundice,  or  icterus,  is  a condition  char- 
acterized by  coloration  of  the  skin,  mucous 
membranes,  and  fluids  of  the  body  by  bile 
pigment”  (Osier).  Jaundice  is,  of  course, 
a symptom  and  not  a disease.  It  is,  how- 
ever, so  closely  associated  with  diseases  of 
all  three  components  of  the  biliary  sys- 
tem that  it  deserves  consideration  under  a 
separate  heading. 

If  we  accept  McNee’s'^D  classifica- 
tion and  exclude  that  rare  and  little 
ndeurstood  type  of  icterus  — familial 
jaundice  — there  are  only  three  impor- 
tant types  which  we  must  consider  clini- 
cally. Two  of  these  types, — toxic  and  hae- 
molytic jaundice — are  of  lesser  importance 
to  the  surgeon.  McVicar'^^*  prefers  to 
classify  jaundice  as:  1.  hemolytic;  2.  in- 

trahepatic ; 3.  obstruction  within  ducts ; 
4.  obstruction  by  compression. 

The  type  of  jaundice  with  which  the  sur- 
geon must  deal  is  obstructive  jaundice.  Its 
most  common  causes  are : 

1.  common  duct  stones; 

2.  empyema  of  the  gall  bladder,  with 
cholangeitis ; 

3.  stricture  of  common  duct ; 

4.  tumors  of  the  head  of  the  pancreas 
(usually  carcinoma,  rarely  inflammatory). 

The  chief  responsibility  is  to  differenti- 
ate between  surgical  and  non-surgica! 
types  of  jaundice.  General  functional  im- 
pairment of  the  body  and  tissues  of  jaun- 
diced patients  is  evidenced  by  loss  of 
weight  and  strength,  the  tendency  to  diar- 
rhea, and  a prolonged  coagulation  time  of 
the  blood.  However,  these  common  gen- 
eral manifestations  of  jaundice  are  not 
specific,  and  a differentiation  must  be  made 
on  a few  significant  points,  i.  e.  1.  pain ; 
2.  access  of  bile  to  the  intestinal  tract; 
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3.  serum  pigment  as  determined  by  van  den 
Bergh  reaction.  The  presence  or  absence 
of  pain  is  of  the  greatest  importance  in 
diagnosis.  In  hemolytic  and  intrahepatic 
jaundice  and  in  obstructive  jaundice,  due 
to  pressure  on  the  common  duct  from  with- 
out, pain  is  typically  absent.  Cases  of  stone 
in  the  duct  rarely  occur  without  charac- 
teristic colic. 

The  greatest  difficulty  in  diagnosis 
is  encountered  in  painless  jaundice.  In 
higher  grades  of  bilirubinemia  the  hemo- 
lytic type  can  easly  be  excluded  and 
the  differentiation  must  then  be  made 
between  intrahepatic  jaundice  and  com- 
pression of  the  common  duct  by  an  ex- 
trinsic tumor.  Such  a tumor  is  usually 
a pancreatic  tumor  and  almost  invariably 
a malignant  one.  Painless  jaundice,  there- 
fore, in  patients  under  35  years  of  age 
would  be  evidence  against  pancreatic  tu- 
mor. Above  that  age  complete  absence  of 
bile  in  the  duodenum  or  stools  would  be 
suggestive  of  carcinoma  of  the  head  of  the 
pancreos  or,  less  commonly,  of  the  ampula 
of  Vater.  A solitary  cholesterol  stone  may 
also  produce  painless  jaundice  and  should 
always  be  considered  as  a possibility. 

However,  after  a period  of  careful  inves- 
tigation during  which  time  appropriate  pre- 
operative treatment  has  been  instituted,  if 
there  still  exists  a doubt  as  to  the  type  and 
cause  of  jaundice,  the  patient  should  be 
subjected  to  an  exploratory  operation. 

The  measurement  of  the  bile  pigment  in 
the  blood  serum  by  the  method  of  van  den 
Bergh  is  a reliable  index  of  bilirubin  con- 
centration. It  is  sensitive  and  rises  or  falls 
before  changes  in  the  tint  of  the  skin  and 
sclera  can  be  appreciated.  Its  differentia- 
tion of  the  source  of  bile  pigment  is  like- 
wise helpful  in  making  a diagnosis.  De- 
termination of  the  icterus  index  is  not  dif- 
ficult and  when  repeated  frequently  be- 
comes a valuable  adjunct  to  prognosis  as 
well  as  diagnosis.  As  has  already  been 
stated,  tests  of  liver  metabolic  function  are 
disappointing  in  their  results,  and  are  of 
little  diagnostic  value  in  jaundice. 


The  patient  with  jaundice  which  can  be 
classified  as  of  the  surgical  type  should,  of 
course,  be  advised  that  operation  is  the 
only  rational  procedure.  The  surgeon 
should,  however,  be  aware  that  surgery  on 
jaundiced  patients  is  replete  with  difficul- 
ties. The  greatest  hazard  is  tendency  to 
hemorrhage. 

Walters  <23)  has  added  materially  to  the 
possibility  of  successful  operation  on  these 
patients  by  introducing  the  use  of  calcium 
chloride  in  the  preoperative  preparation  of 
jaundiced  cases.  The  dose  recommended 
by  Walters  is  5 cc.  of  a 10  per  cent  solu- 
tion given  daily  by  intravenous  injection 
for  three  days  prior  to  operation,  care  be- 
ing taken  to  get  none  of  the  solution  out- 
side the  vein,  as  slough  is  very  likely  to 
follow  such  an  accident.  The  very  definite 
reduction  of  the  mortality  rate  at  the  Mayo 
Clinic  following  introduction  of  calcium 
quickly  installed  it  in  universal  clinical  use. 
It  is  recognized  as  valuable  by  most  sur- 
geons, but  some  do  not  place  as  much  de- 
pendence on  it  as  do  the  surgeons  at  the 
Mayo  Clinic.  Judd,  for  example,  considers 
that  blood  transfusion  will  only  be  neces- 
sary in  a small  percentage  of  cases,  and 
these  are  usually  extreme  cases  which 
continue  to  ooze  blood  post-operatively. 
Percy, <24)  Crile,*^®)  Lahey,*^^)  and  others, 
however,  feel  that  though  calcium  chloride 
be  used  pre-operatively,  surgery  should  not 
be  undertaken  on  jaundiced  patients  with- 
out giving  one  or  more  Mood  transfusions. 
Recently  Wagensteen<2'^>  has  sho^wn  that  al- 
though calcium  chloride  is  a reliable  agent 
for  reducing  delayed  coagulability,  there 
are,  attendant  upon  obstructive  jaundice, 
changes  in  the  blood  vessels,  as  well  as  the 
blood  itself,  and  also  there  is  destruction 
of  liver  tissue  and  consequent  diminution 
of  liver  function.  None  of  these  abnormal 
changes  are  materially  affected  by  calcium 
therapy,  and  one  should  therefore,  not 
lose  sight  of  the  known  value  of  intra- 
venous glucose  in  hepatic  insufficiency,  and 
the  effectiveness  of  transfusion  in  hemor- 
rhage. 
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The  blood  coagulation  time  and  serum 
pigment  concentration  are  the  best  guides 
as  to  the  optimal  time  for  operation.  In 
a review  of  operative  cases  over  a period 
of  five  years  at  the  Mayo  Clinic,  Walters^^s) 

found  that  70  per  cent  of  deaths  from  hem- 
orrhage occurred  in  patients  with  a clot- 
ting time  of  more  than  nine  minutes.  Like- 
wise disaster  is  imminent  in  operations  un- 
dertaken during  the  time  the  serum  bili- 
rubin is  increasing. 

Equally  important  as  other  pre-opera- 
tive preparatory  measures  is  the  adminis- 
tration of  large  amounts  of  fluids  and  the 
giving  of  a diet  rich  in  carbohydrates. 
When  anorexia  or  nausea  is  marked  glu- 
cose solution  and  other  fluids  may  have  to 
be  administered  through  a duodenal  tube, 
or  by  proctoclysis,  and  even  sometimes  by 
intravenous  infusion  or  hypodermoclysis. 

The  occurrence  of  post-operative  compli- 
cations in  jaundiced  patients  will,  of 
course,  be  minimized  by  proper  pre-opera- 
tive treatment.  The  most  frequent  and 
most  dreaded  complication  is  hemorrhage. 
It  is  relatively  rare  to  see  any  sudden  copi- 
ous hemorrhage  if  the  technic  of  the  oper- 
ative procedure  has  been  properly  exe- 
cuted. What  usually  occurs  in  these  cases 
is  a continuous  oozing.  The  surgeon  should 
brook  no  delay  in  employing  measures  to 
bring  it  under  control.  No  doubt  one  of 
the  best  procedures  at  our  command  is 
blood  transfusion. 

A pallid,  apathetic  patient  excreting  in- 
creasing amounts  of  pale,  thin  bile  sug- 
gests post-operative  hepatic  insufficiency. 
The  urinary  output  and  blood  urea  usually 
remain  normal.  Intravenous  injections  of 
5 per  cent  to  10  per  cent  glucose  have 
been  of  considei’able  value  in  the  treatment 
of  this  type  of  complication.  Since  slow 
administration  of  relatively  large  amounts 
of  glucose  solution  is  indicated,  the  intra- 
venous drip  as  suggested  by  Matas  will 
prove  very  useful.  In  cases  in  which  a 
“T”  tube  or  catheter  has  been  placed  in  the 
common  duct,  McArthur <29)  prefers  to  in- 
troduce the  glucose  directly  into  the  intes- 
tinal tract  by  way  of  the  tube. 


The  diseases  of  the  Uver  which  the  sur- 
geon is  called  upon  to  attend  are  not 
numerous.  By  far  the  greater  number  of 
hepatic  dysfunctions  are  treated  medically; 
however,  many  are  not  amenable  to  treat- 
ment of  any  kind. 

Injuries  of  the  liver  may  be  due  to  blows, 
crushes  or  falls,  or  to  gunshot  or  stab 
wounds.  Subcutaneous  wounds  are  of  three 
kinds : 

1.  Rupture  of  hepatic  tissue  combined 
with  rupture  of  the  capsule ; 

2.  Separation  of  the  capsule  with  sub- 
capsular  haematoma; 

3.  Central  ruptures,  which  often  give 
rise  to  separate  or  united  haematomata 
which  may  develop  into  cysts  or  abscesses. 

Open  wounds  may  be  of  any  conceivable 
complexity,  character,  or  extent.  Wounds 
may  be  single  or  multiple.  The  right  lobe 
is  injured  six  times  as  frequently  as  the 
left. 

The  two  serious  features  in  all  wounds 
of  the  liver  are  hemorrhage  and  infection — 
the  former  is  the  more  grave. 

Treatment : In  open  wounds  there  can 

be  no  question  as  to  the  immediate  neces- 
sity for  operation.  Other  organs  may  be 
injured,  foreign  bodies  may  be  within  the 
wound,  bleeding  may  still  be  going  on,  and 
contamination  may  be  such  as  to  require 
free  opening  and  adequate  cleansing. 

In  cases  of  subcutaneous  injury  the  need 
for  operation  is  by  no  means  so  impera- 
tive. Recovery  may  follow  conservative 
treatment,  but  an  unsuspected  tear  may  be 
found  at  exploratory  operation.  If  there 
are  signs  of  shock,  fluid  in  the  abdomen, 
and  muscular  rigidity,  an  immediate  oper- 
ation should  be  advised.  Determination  of 
the  percentage  of  hemoglobin  and  number 
of  erythrocytes  may  be  of  some  diagnostic 
aid.  Also  leucocytosis  is  a rather  constant 
early  finding  in  abdominal  hemorrhage. 

Operation:  The  liver  may  be  exposed 

(Moynihan<®“*)  : 
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1.  Through  an  anterior  incision  open- 
ng  the  peritoneal  cavity  as  in  exposure  of 
he  gall  bladder. 

2.  Through  an  anterior  incision  along 
he  7th  or  8th  ribs,  which  later  are  re- 
acted. The  pleural  cavity  is  traversed  and 
he  diaphragm  incised. 

3.  Same  as  (2)  except  posterior  inci- 
ion. 

4.  Same  posterior  approach  as  (3),  but 
)leura  is  lifted  upwards  out  of  the  way 
ind  pleural  cavity  is  not  traversed. 

The  operation  should  aim  to  arrest  hem- 
>rrhage  and  close  as  far  as  possible,  the 
vound  in  the  liver.  Hemorrhage  may  be 
irrested  by  suture,  by  ligation  of  the  lar- 
ger vessels,  by  packing  with  gauze,  and  by 
ictual  cautery.  Closure  of  the  wound  is 
lifhcult,  due  to  the  extreme  friability  of 
lepatic  tissue.  By  the  use  of  a thick  suture 
m a Kousnetzoff  liver  needle  (or  some 
nodification  of  it,  such  as  Kader  or  Miku- 
icz)  the  edges  of  the  wound  may  be  ap- 
proximated. If  this  fails,  packing  with 
?auze  is  the  only  possible^  satisfactory 
nethod.  The  gauze  should  be  packed  into 
he  wound  with  sufficient  firmness  to  ar- 
^■est  bleeding. 

The  cirrhoses  of  the  liver  are  only  occa- 
fionally  subjected  to  surgery  and  then  the 
results  are  often  discouragingly  indifferent 
3r  even  deleterious. 

Excluding  the  purely  medical  disease,  sy- 
philitic cirrhosis  and  the  rare  capsular  cir- 
rhosis, or  perihepatitis,  we  may  consider 
3nly  two  types  as  being  of  surgical  inter- 
est, namely  portal  cirrhosis  and  biliary  cir- 
rhosis. 

Laennec  first  described  portal  cirrhosis, 
although  the  effect  of  toxic  substances  go- 
ing to  the  liver  through  the  portal  system 
had  long  been  recognized.  Alcohol  had 
even  theft  been  accused  of  being  the  chief 
offender,  and  is  only  now  losing  some  of 
this  distinction.  The  one  common  feature 
of  all  types  of  cirrhosis  is  the  increase  in 
the  connective  tissue. 


Briefly  stated,  virtual  strangulation  of 
the  portal  vein  constitutes  the  reason  for 
surgical  intervention  in  portal  cirrhosis. 
This  intrahepatic  blockage  of  the  portal 
circulation  imposes  a tremendous  vascular 
burden  upon  the  liver.  Observation  of  the 
physiological  compensation  for  this,  viz., 
the  greatly  increased  collateral  circulation, 
drew  attention  to  possible  surgical  proced- 
ures. 

1.  Talma-Morison  method  to  form  nev/ 
venous  channels  connecting  the  systemic 
and  portal  systems.  This  consists  in  scari- 
fying the  surfaces  of  the  liver  and  spleen 
and  sewing  the  omentum  to  the  parietal 
peritoneum  of  the  anterior  abdominal  wall. 

2.  Removal  of  the  spleen.  It  is  com- 
puted that  in  normal  conditions  one-sev- 
enth of  the  portal  blood  is  derived  from 
the  spleen,  but  in  cirrhosis,  when  the  spleen 
is  enlarged,  it  would  impose  upon  the  por- 
tal system  an  amount  of  blood  far  in  ex- 
cess of  normal.  Splenectomy  would,  there- 
fore, reduce  the  volume  of  portal  blood  ap- 
preciably. The  Talma-Morison  operation 
can,  of  course,  be  performed  concomitantly. 

3.  Eck’s  fistula^ — anastomosis  between 
the  portal  vein  and  the  inferior  vena  cava. 
Moynihan^^o'  says,  “This  is  a procedure  of 
which  I have  no  experience,  nor,  I think, 
am  I likely  to  have  any.” 

Abdominal  paracentesis  is  a palliative 
surgical  procedure  used  repeatedly  in  the 
later  stages  of  cirrhosis  to  relieve  ascites — 
which  almost  invariably  occurs.  Attention 
should  be  called  to  the  frequent  occurrence 
of  hemorrhage  from  , varices,  especially 
those  of  the  oesophagus.  Mclndoe^®^^  re- 
ports this  as  the  most  frequent  cause  of 
death  in  portal  cirrhosis. 

In  biliary  cirrhosis  the  connective  tissue 
deposits  surround,  not  the  venous  radicles 
but  the  origins  of  the  minutest  bile 
passages  within  the  liver.  This  type  of 
cirrhosis  is  considered  as  originating  in 
infections  of  the  biliary  ducts,  which  in  the 
usual  case  arises  in  the  gall  bladder  and 
especially  in  the  infected  and  obstructed 


584 


Reviews. 


common  duct.  Infection  does  not  readily 
occur  unless  there  is  obstruction.  The 
treatment  of  biliary  cirrhosis  of  the  aver- 
age type,  therefore,  depends  on  the  estab- 
lishment and  maintenance  of  thorough 
drainage  of  the  biliary  ducts.  Another 
type  of  biliary  cirrhosis  may  occur  ■with- 
out infection,  it  being  secondary  to  splen- 
omegaly. W.  J.  Mayo<^^>  recommends 
splenectomy  in  this  type  of  case. 

Iirfections  of  the  liver  are  of  two  types, 
non-suppurative  and  suppurative.  Non- 
suppurative hepatitis  is  of  no  surgical  in- 
terest per  se.  It,  however,  has  a very  defi- 
nite bearing  on  the  common  surgical  condi- 
tion, cholecystitis,  and  may  give  rise  to 
still  another  interesting  condition,  cir- 
rhosis. 

Heyd<^^>  feels  that  there  is  some  degree 
of  secondary  hepiatitis  associated  with 
every  case  of  cholecystitis.  Conversely 
cholecystitis  may  develop  from  a primary 
hepatitis,  as  has  been  shown  by  Graham. 
Ample  reason  for  this  inter-relationship 
between  the  liver  and  gall  bladder  is  seen 
by  considering  their  lymphatic  connections, 
which  have  been  mentioned  previously. 

Suppurative  hepatitis,  or  liver  abscess, 
exists  in  three  forms,  traumatic,  pyemic, 
and  tropical  (DaCosta<^®0  • Osler'^’)  adds 
two  other  types : 1.  inflammation  of  the 

bile  passages,  and  2.  foreign  bodies  and 
parasites. 

Traumatic  abscess  usually  results  from 
an  open  wound  of  the  liver,  but  may  be 
caused  by  a subcutaneous  contusion.  In 
the  former  the  infecting  organisms  are 
carried  in  by  the  injuring  agent,  or  the  ab- 
scess may  form  around  some  foreign  body, 
as  a wad  of  clothing  or  a bullet.  The  ab- 
scess following  a contusion  usually  is  the 
result  of  infection  of  a hematoma  by  blood 
or  bile  borne  bacteria.  Recovery  usually 
follows  incision  and  drainage  of  these  trau- 
matic abscesses. 

Pyemic  abscesses  are  usually  multiple 
but  may  fuse  into  one  large  solitary  ab- 
scess. These  are  usually  due  to  portal 


pyemia  as  from  suppurative  appendicitis, 
or  to  lymphatic  infection  along  the  extra- 
hepatic  bile  ducts.  Infrequently  they  follow 
systemic  disease,  as  measles  or  typhoid 
fever,  and  sometimes  occur  as  extension 
from  a perforated  gastric  ulcer.  Since  the 
pus  from  these  abscesses  is  rarely,  if  ever, 
sterile,  aspiration  is  not  only  dangerous 
but  logically  can  do  no  good.  The  only 
method  of  treatment  that  should  be  em- 
ployed is  incision  and  drainage. 

Tropical  abscess  of  the  liver  is  rare  in 
temperate  climates,  but  is  extremely  com- 
mon in  the  tropics.  Its  usual  antecedent 
in  either  climate  is  amoebic  dysentery.  Pas- 
sive congestion  of  the  liver  is  common 
among  white  inhabitants  of  the  tropics, 
especially  is  it  true  of  those  who  abuse 
alcohol.  The  amoeba,  which  has  a wide- 
spread distribution,  therefore,  finds  in  the 
liver  a nutritious  soil  for  a fruitful  infec- 
tion. 

In  70  per  cent  of  cases  the  abscess  is 
solitary*®®*  and  in  15  per  cent  there  are 
two  large  abscesses.  In  the  remaining  15 
per  cent  abscesses  are  multiple,  and  the 
dysentery  is  active,  while  with  solitary 
abscess  there  are  often  no  symptoms  of 
dysentery.  The  right  lobe  alone  is  affected 
in  74  per  cent  of  cases;  the  left  alone  in 
16  per  cent. 

Signs  and  symptoms:  Onset  is  usually 

slow.  The  patient  suffers  from  languor, 
lassitude,  irritability,  and  depression.  He 
has  headache,  foul  tongue,  anorexia,  and 
loss  of  weight.  There  may  be  slight  diar- 
rhea, but  absence  of  symptoms  of  dysen- 
tery is  not  uncommon.  Later  there  is  chil- 
liness and  fever,  especially  in  the  evening, 
and  soon  thereafter  a definite  remittent 
fever  becomes  established.  Fulness  appears 
in  the  epigastrium,  and  liver  dullness  in- 
creases. There  is  tenderness  over  the  right 
lobe  of  the  liver.  Jaundice  is  uncommon, 
but  may  occur.  Leucocytosis  is*  present. 
The  finding  of  amoebae  in  the  pus  should 
not  be  expected,  as  they  are  usually  only 
found  in  the  scrapings  from  the  walls  of 
the  abscess  cavity.  Skiagi*ams  show  the 
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dome  of  the  diaphragm  raised  on  the  right 
side.  Pannett<38)  thinks  exploratory  as- 
piration is  “safe”  if,  1.  the  right  lobe  only  is 
explored;  2.  the  needle  is  not  of  large  cali- 
ber; 3.  the  right  lobe  is  explored  posteriorly 
and  never  through  the  anterior  abdominal 
wall ; 4.  punctures  are  made,  first,  mid-axil- 
lary 9th  intercostal  space  and  then  8th 
space,  and,  second,  posterior  spacular  line 
10th  intercostal  space,  then  9th  space,  but 
never  a large  number  of  promiscuous  punc- 
tures; and  5.  if  one  is  always  prepared  to 
evacuate  the  abscess  by  open  incision. 
Maes<®®)  has  emphasized  the  use  of  an  ex- 
ploring needle  of  sufficient  length  to  reach 
even  the  dome  of  the  liver. 

TREATMENT. 

1.  Conservative  method  consists  of  as- 
piration of  abscess  and  injection  of  quinin 
or  emetin  into  the  cavity.  Pannett*®*>  rec- 
ommends this  method  in  easily  accessible 
cases.  Talbot<^®>  recorded  successful  aspi- 
ration of  11  cases.  After  Rodgers^^^'  dem- 
onstrated that  the  pus  in  these  abscesses 
was  generally  sterile,  aspiration  gained  in 
favor  and  is  now  the  accepted  method  of 
those  whose  experience  is  largest.  It  is 
necessary  to  completely  evacuate  the  ab- 
scess at  one  aspiration.  Perhaps  emetine, 
or  other  amoebicidal  substances,  need  not 
be  injected  into  the  cavity  for  healing  ap- 
pears to  take  place  without  them.  How- 
ever, emetine  should  be  used  subcutan- 
eously. Indeed,  success  of  this  conserva- 
tive method  largely  depends  upon  intensive 
treatment  with  emetine  before  aspiration 
of  the  abscess. 

2.  Open  operation  should  be  done  when 
aspiration  has  failed  or  the  aspirated  pus  is 
found  to  contain  pyogenic  organisms  and  in 
all  abscesses  of  the  left  lobe  or  any  abscess 
bulging  anteriorily.  The  operation  may 
be  accomplished  through  an  abdominal  in- 
cision, special  care  being  taken  to  wall  olf 
the  liver  from  the  peritoneal  cavity  by 
gauze  packs  or  by  suturing  the  capsule  to 
the  parietal  peritoneum.  We  should  not  be 
careless  because  we  may  feel  that  the  pus 
is  probably  sterile.  “No  surgeon  is  entitled 
to  assume  that  dirty  work  of  any  kind  is 


harmless”  (Moynihan).  After  a large  area 
of  liver  is  thus  exposed  in  the  bottom  of 
the  wound,  the  abscess  may  be  opened,  a 
cautery  or  small  scalpel  being  used  and  the 
tract  then  being  enlarged  wath  the  finger. 
The  cavity  may  be  packed  tightly  with 
gauze  or  a large  drainage  tube  inserted. 
In  general,  the  method  by  which  the  ab- 
scess is  approached  should  be  the  most  di- 
rect route  possible.  Resection  of  ribs  may 
be  necessary  in  order  to  reach  the  abscess, 
but  the  pleura  should  not  be  opened  unless 
such  a procedure  is  made  imperative  by  the 
abscess  having  reached  a high  level,  in 
which  event  the  traversed  pleural  tract 
must  be  securely  closed  off  from  the  gen- 
eral thoracic  cavity  before  the  abscess  is 
opened. 

Hydatid  or  echinococcus  cysts  of  the  liver 
are  common  in  Iceland  and  Australia,  but 
rare  elsewhere.  The  favorite  site  is  the 
right  lobe.  The  signs  or  symptoms  may 
be  few  in  cases  with  small  cysts  or  sugges- 
tive of  a large  tumor  when  the  cysts  are 
of  greater  size.  Hydatid  fremitus  is  a ty- 
pical finding.  Rupture  may  occur.  Sup- 
puration may  likewise  become  a complica- 
tion. 

The  cyst  is  surrounded  by  a fibrinous 
capsule  composed  of  compressed  liver  tis- 
sue. The  contents  are  clear,  opalescent, 
non-albuminous  fluid,  scolices  and  booklets. 

Operative  treatment  offers  the  only 
means  of  relief.  Aspiration  and  injection 
has  been  abandoned.  “For  cysts  which  are 
suppurating  the  method  to  be  chosen  is  that 
of  incision  and  drainage  in  one  or  in  two 
stages : in  one  stage  if  adhesions  are 

present  between  the  liver  and  the  abdom- 
inal wall;  in  two  stages  if  no  adhesions 
are  present.  If  the  cyst  lies  at  or  near 
the  surface  of  the  liver  the  method  to  be 
preferred  is  that  of  enucleation”  (Moyni- 
han<®“>). 

Malignant  tumors  of  the  liver  are  rarely 
primary,  being  secondary  in  95  per  cent  of 
cases  (Boyd^^2))_  Primary  carcinomata  of 
the  liver  compose  .5  per  cent  of  all  cancers 
(Ewing<^^>)-  (In  the  negro,  carcinoma  of 
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the  liver  is  said  to  be  somewhat  more  com- 
mon<‘^h)  In  85  per  cent  of  the  cases  of 
primary  malignancy  there  is  an  associated 
cirrhosis  (Ewing<‘*^> ) • 

Primary  carcinomata  may  be  of  two  va- 
rieties, the  one  arising  from  the  epithelium 
of  the  bile  ducts,  the  other  from  liver  cells. 
The  former  is  more  common.  It  is  a col- 
umnar-celled  adenocarcinoma,  and  is  usu- 
ally multiple.  The  liver-cell  variety  studs 
the  liver  with  nodules  so  diffusely  that  the 
picture  may  resemble  cirrhosis.  Deep  jaun- 
dice is  a constant  feature. 

Sarcoma  of  the  liver  in  the  primary  form 
is  even  rarer  than  carcinoma.  By  clinical 
history  it  cannot  be  distinguished  from 
carcinoma,  except  that  it  may  occur  as  a 
congenital  or  very  early  tumor  in  infants 
and  children.  However,  it  is  also  found 
in  old  age.  Ewing<^^>  mentions  seven  col- 
lected cases. 

Secondary  malignancies  of  the  liver  are 
not  infrequent,  occurring  45  times  more 
often  than  primary  growths,  and  are 
chiefly  metastases  from  neoplasms  of  or- 
gans drained  by  the  portal  vein.  Another 
tumor  which  occasionally  involves  the 
liver,  but  less  frequently  than  carcinoma, 
is  hemangioma.  It  usually  occurs  in 
younger  individuals,  and  is  often  associ- 
ated with  hemangiomata  elsewhere  in  the 
body.  As  concerns  surgery,  Moynihan*®"' 
records  that  he  has  “once  removed  a large 
haemangioma,  twice  has  removed  secon- 
dary growths  which  seemed  to  be  solitary 
and  lying  near  the  edge  of  the  liver,  and 
which  were  easily  accessible,  and  on  five 
occasions  has  removed  large  sections  of  the 
liver  with  a gall-bladder  that  was  obvi- 
ously malignant.  In  all  the  malignant 
cases  recurrence  has  taken  place,  the  most 
delayed  being  first  noticed  four  years  and 
eight  months  after  operation.” 

Syphilis  of  the  liver,  as  elsewhere  in  the 
body,  imitates  with  surprising  accuracy 
the  manifestations  of  other  diseases.  It  is 
of  surgical  importance  only  because  it  may 
be  accompanied  by  jaundice  and  symptoms 
of  tumor.  It  may  be  congenital  or  ac- 


quired. The  congenital  type  may  cause 
cirrhosis,  spots  of  fibrosis  and  miliary,  or 
(occasionally)  large  gummata.  Acquired 
syphilis  may  cause  hepatic  disease  in  the 
secondary  and  the  tertiary  stages.  In  the 
secondary  stage  there  may  be  temporary 
jaundice,  due  to  catarrh  of  the  smaller  in- 
trahepatic  bile  ducts  caused  by  inflamma- 
tory infiltration.  Marked  scarring  may 
follow  such  envolvement.  The  tertiary  le- 
sions are  most  common.  Gummata  are  the 
rule,  and  occur  most  frequently  on  the  an- 
terior surface  of  the  right  lobe  (DaCos- 
ta<^®')-  A gumma  adjacent  to  the  com- 
mon or  the  hepatic  duct  causes  painless 
jaundice,  and  is  often  confused  with  can- 
cer. As  a gumma  breaks  down  toxic  or 
suppurative  cholangitis  may  occur,  accom- 
panied by  fever,  chills,  jaundice,  and  col- 
icky pain.  The  history  together  with  the 
blood  and  ascitic  fluid  Wassermann  reac- 
tion suggests  the  diagnosis.  Appropriate 
specific  therapy  will  usually  leave  little 
doubt  as  to  the  presence  of  syphilitic  infec- 
tion. 

(to  be  continued) 
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COMMENTS  ON  TREATMENT  OF  HEART 
DISEASE. — J.  B.  Herrick,  says:  The  great 

majority  of  heart  cases  are  treated  along  these 
lines:  Rest  to  permit  recovery  of  muscular  tone 
and  to  prevent  overstrain  of  an  injured  organ. 
Digitalis  to  slow  conductivity  and  heart  rate  and 
thus  secure  more  rest,  together  with  more  vigor- 
ous ventricular  contraction  and  more  normal  out- 
put of  blood  with  each  beat.  Opium  to  relieve 
pain,  induce  sleep  and  lessen  nerve  strain.  A 
laxative  for  purposes  of  elimination.  There  are 
occasional  misapplications  of  the  general  princi- 
ples. Consider  the  subject  of  rest.  Fixed  rules 
cannot  and  should  not  be  laid  down.  There  seems 
to  be  a wide  difference  in  the  practice  of  different 
physicians.  Some  prescribe  too  little  rest  for 
acute  inflammation  of  the  heart  and  for  serious 
breakdown  of  a chronically  diseased  heart  and, 
on  the  other  hand,  too  much  rest  for  milder  grades 
of  cardiac  insuffciency  and  especially  for  cardiac 
disease  with  no  evidence  of  present  or  impending 
breakdown.  In  general,  an  acute  carditis  demands 
rest  until  the  temperature  and  pulse  are  normal 
and  until  moderate  exercise  does  not  cause  the 
temperature  to  rise,  the  pulse  to  show  undue 
irritability,  or  dyspnea  to  make  its  appearance. 
The  patient  with  failing  heart,  whether  from 
primary  chronic  valvular  or  myocardial  lesion, 
needs  rest  long  after  his  more  urgent  symptoms 
have  disappeared.  A too  early  resumption  of  work 
will  promptly  cause  another  breakdown.  How- 
ever, many  physicians  need  to  have  removed  the 
bugbear  fear  of  exertion.  It  is  not  a new  thought 
that  the  heart  muscle  after  the  subsidence  of  the 
acuter  symptoms  may,  like  skeletal  muscles,  need 
exercise;  that  what  is  needed  in  many  instances 
is  not  less,  but  more  exercise.  Patients  must  be 
told  that  a rheumatic  heart  or  a leaky  valve  does 
not  necessarily  imply  a life  of  inactivity  and  idle- 
ness. Individualization  is  the  key  to  this  feature 


of  treatment.  There  is  a too  strong  tendency  to 
impose  on  the  profession  arbitrary  rules  as  to  the 
use  of  digitalis,  rules  that  are  in  part  contradicted 
by  the  every  day  results  of  bedside  practice.  The 
fact  that  so  many  physicians  successfully  pre- 
scribe digitalis  without  thought  of  cat  units,  accu- 
rate body  weight,  or  rate  of  elimination ; that  they 
use  it  in  conditions  other  than  auricular  fibrilla- 
tion; that  they  do  not  refrain  in  an  urgent  situa- 
tion from  giving  it  subcutaneously,  intramuscu- 
larly or  intravenously;  that  they  very  rarely  feel 
compelled  to  give  the  massive  dose  in  order  to  the 
the  prompt  effect,  all  this  is  a protest — an  uncon- 
scious one,  to  be  sure — against  the  too  dogmatic 
directions  that  have  been  given  publicity,  direc- 
tions that  are  perhaps  too  much  based  on  labora- 
tory experiment,  with  too  little  control  by  exten- 
sive bedside  observation.  The  greatest  fault,  how- 
ever, is  the  giving  digitalis  without  any  indication 
for  its  use  except  the  diagnosis  of  heart  disease — 
and  this  diagnosis  sometimes  wrong.  Ignorance, 
haste,  carelessness,  indifference,  too  great  reliance 
on  the  roentgen-ray  or  electrocardiograph  will 
explain  many  cases.  But  often,  Herrick  believes, 
it  is  to  be  explained  by  the  fact  that  the  physician 
has  heard  from  a teacher,  or  he  has  read  in  the 
medical  journal  that  the  early  diagnosis  of  heart 
disease  is  the  great  desideratum.  But  he  has  not 
read  of  the  errors  in  the  diagnosis  of  heart  dis- 
ease. The  mistake  of  diagnosing  wrongly  may  lead 
to  direful  consequences,  unnecessary  fear,  lives 
of  inactivity,  enormous  economic  loss.  Again, 
when  there  is  some  real  cardiac  disturbance  the 
greatest  care  is  necessary  not  to  convey  a wrong 
impression.  The  impression  of  a disease  is  des- 
tined to  advance  relentlessly  toward  an  early 
death.  There  is  a danger  not  fully  recognized 
that  the  movement  for  periodic  health  examina- 
tions will,  unless  most  carefully  watched,  make 
people  too  introspective,  too  apprehensive.  — J.  A. 
M.  A.,  91:1761,  1928. 
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CHRONIC  APPENDICITIS. 

There  is  a growing  appreciation  that  the 
operations  that  have  been  performed  in 
the  past  for  so  called  chronic  inflamma- 
tion of  the  appendix  do  not  in  many  cases 
relieve  the  symptoms  for  which  the  ap- 
pendix was  held  culpable.  This  is  shown 
particularly  by  the  studies  that  have  been 
made  by  surgeons  from  the  results  of  a 
followmp  of  patients  who  have  been  oper- 
ated upon  for  many  irregular  and  vague 
symptoms  which  have  been  thought  due  to 
a chronically  diseased  appendix.  Carnett 
believes  that  many  of  these  patients  are 
suffering  from  intercostal  neuralgia  rather 
than  inflammation  of  the  appendix.  It 


has  been  shown  that  40  per  cent  of  these 
patients  are  not  improved  by  operation. 
Furthermore,  such  a well  known  surgeon 
as  Hugh  Cabot  has  demonstrated  that 
among  300  patients  unsuccessfully  operated 
on  for  chronic  appendicitis,  11.6  per  cent 
were  made  definitely  worse  as  a result  of 
the  operation.  Incidentally  the  mortality 
rate  of  operations  on  the  appendix  has  in- 
creased 31  per  cent  in  the  past  two  decades. 

Surgeons  have  written  most  of  the 
articles  that  have  appeared  in  current 
medical  literature  and  some  few  of  the 
more  enlightened  ones  have  preached 
against  the  promiscuous  removal  of  the 
appendix  as  a result  of  a diagnosis  which 
is  based  upon  a poke  in  the  side  and  a his- 
tory of  indigestion.  The  medical  man,  as 
well  as  the  surgeon,  is  now  protesting 
against  the  wholesale  removal  of  an  organ, 
which  while  not  in  any  sense  vital  or 
necessary  to  human  economy,  nevertheless 
is  tucked  away  in  a particularly  sensitive 
portion  of  the  anatomy.  Bettmann* 
writes  that  the  diagnosis  of  chronic  appen- 
dicitis is  one  made  with  considerable  dif-. 
ficulty,  and  it  take  close  study  and  slow 
decision  to  arrive  at  such  a conclusion.  He 
calls  particular  attention  to  the  fact  that 
pathologists  disagree  as  to  what  is  really 
chronic  appendicitis;  that  roentgenologists 
differ  widely  among  themselves  as  to  the 
roentgenologic  diagnosis,  one  saying  that 
a non-filling  appendix  is  normal,  another 
that  it  is  a sign  of  disease,  still  others  in- 
sisting upon  tenderness  as  an  important 
feature  of  the  disease;  and  that  surgeons 
are  unwilling  to  study  their  patients 
thoroughly.  He  concludes  that  it  is  only 
after  long  and  conscientious  observation  of 
the  patient  should  he  be  submitted  to  surgi- 
cal practices,  procedures  which  might 
possibly  cause  death,  which  may  never  re- 
lieve the  condition  and  which  may  ulti- 
mately make  the  patient  worse  than  he  was 
before  the  operation. 


*Bettmann,  Henry  W. : Chronic  appendicitis 

from  the  viewpoint  of  an  internist.  Ann.  Int. 
Med.,  2:  509,  1928. 
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PREVENTION  OF  INFLUENZA. 

The  prevention  of  influenza  is,  of  course, 
“a  consummation  devoutly  to  be  wished  , 
in  spite  of  the  fact  that  it  seems  to  call  for 
a program  of  a most  ambitious  nature. 
Regardless  of  the  size  of  the  task,  we  are 
now  face  to  face  with  the  problem  and 
there  is  no  way  for  the  medical  profession 
to  escape  its  responsibility,  even  though  it 
were  desirous  of  doing  so.  Without  going 
into  the  bacteriology  of  this  condition,  re- 
garding which  too  little  is  known,  it  may 
not  be  amiss  to  remind  ourselves  that  we 
are  dealing  with  an  acute  inflammation  of 
the  nares  and  pharynx  accompanied  by  a 
systemic  toxemia  and  that  while  the  dis- 
ease itself  is  not  of  a serious  nature,  the 
many  complications  are. 

Whenever  an  epidemic  of  influenza  be- 
gins to  manifest  itself,  we  find  the  lay 
press,  as  well  as  the  professional,  filled 
with  a little  of  treatment  and  a great  deal 
about  predisposing  causes.  One  will  say 
that  it  is  due  to  cold  air  blowing  on  you, 
another  that  it  is  due  to  an  irritation  in 
the  atmosphere  caused  by  insufficient 
ventilation,  others  speak  of  the  food  one 
eats  playing  a part. 

This  discussion  is  largely  due  to  the  fact 
that  the  terminology  of  the  pathology  of 
the  upper  respiratory  tract  is  very  inexact. 
The  patient  with  a chronic  inflammation 
of  some  of  the  accessory  sinuses  may  have 
an  exacerbation  of  his  trouble  following 
exposure  but  nobody  would  have  us  be- 
lieve for  one  moment  that  this  was  the 
cause  of  the  trouble.  We  know  that  some 
people  have  a metabolic  rhinitis  following 
dietetic  indiscretion  but  there  is  no  reason 
to  confuse  this  condition  with  those  of  an 
infectious  nature.  Neither  should  those 
fleeting  irritations  due  to  chemical  and 
mechanical  agencies  be  confused  with 
acute  infections  of  the  upper  respiratory 
passages. 

When  we  are  dealing  with  other  acute 
infectious  diseases,  such  as  scarlatina, 
typhoid  fever,  malaria,  or  diphtheria,  we 
are  not  inclined  to  waste  a great  deal  of 


time  on  what  factors  lower  a person’s 
resistance  or  what  promote  ones  suscepti- 
bility, but  with  influenza  we  find  the  ad- 
vice to  avoid  infection  and  to  treat  infec- 
tion so  befogged  and  overclouded  by  a mass 
of  superstitions  about  the  part  played  by 
exposure  and  ventilation  and  food  that  the 
main  point  is  lost  sight  of. 

By  training  ourselves  better  to  differen- 
tiate between  the  various  pathological  en- 
tities to  be  found  in  the  upper  respiratory 
tract,  we  shall  the  sooner  be  able  to  sepa- 
rate the  wheat  from  the  chaff.  As  long 
as  a metabolic  rhinitis,  a discharge  from 
an  infected  sinus,  a sneeze  due  to  dust  are 
called  “colds”,  there  will  continue  to  be 
confusion  in  the  profession  as  well  as  in 
the  laity. 

Surely  the  rhinolaryngologists  have 
able  enough  pathologists  in  their  ranks  to 
provide  a nosology  that  should  go  far  to 
clear  the  situation. 

When  the  medical  mind  definitely  differ- 
entiate the  acute  infections  that  attack  the 
upper  respiratory  passages  from  the  other 
inflammations  of  various  origins,  it  will 
naturally  cease  to  bother  about  the  effect 
of  cold  air  and  bad  air  and  bad  water  and 
excess  of  food.  The  profession  will  then 
begin  to  treat  these  infections  as  they  have 
learned  to  treat  acute  infections  in  other 
parts  of  the  body. 

Gorgas  made  it  possible  for  the  jungle 
to  be  cleared  so  that  Goethals  could  dig 
the  canal.  If  we  shall  be  enabled  to  clear 
the  confusion  by  getting  a better  nosology 
we  shall  make  almost  as  much  progress  as 
we  shall  when  we  finally  learn  the  name 
of  the  organism  that  causes  influenza. 

Let  us  not  think  so  much  of  predispos- 
ing causes  and  think  more  of  the  imme- 
diate cause. 

Let  us  be  as  careful  in  preventing  the 
spread  of  infection  for  influenza  as  we 
are  with  such  diseases  as  diphtheria  and 
scarlatina. 

If  we  can  keep  our  patients  isolated 
until  they  no  longer  discharge  the  organ- 
ism from  the  nose  and  throat,  we  shall 
cease  to  have  epidemics  of  influenza. 
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PRESIDENT  FENNER. 

The  new  President  of  the  Orleans 
Parish  Medical  Society,  Eramus  Darwin 
Fenner,  M.  D.,  who  was  installed  as 
President  of  the  organization  on  Monday, 
January  14,  was  born  in  New  Orleans  in 
1868.  He  received  the  B.  A.  Degree  from 
Tulane  University  in  1888,  and  after  spend- 
ing a year  at  the  University  of  Virginia, 
entered  the  Medical  School  of  Tulane  to 
graduate  in  1892.  During  the  last  two 
years  of  his  medical  course  he  was  asso- 
ciated with  the  Charity  Hospital  as  an 
interne.  Dr.  Fenner  has  served  on  the 
Visiting  Staff  of  this  great  hospital  from 
1892  to  the  present  date,  and  for  the 
period  of  1898  to  1905  was  first  Assistant 
House  Surgeon.  He  has  been  connected 
with  Tulane  Medical  School  since  1895. 
During  the  first  ten  years  of  his  attach- 
ment with  the  University  he  lectured  on 
the  diseases  of  children.  From  1904  until 
1907  he  was  Professor  of  Surgical  Dis- 
eases of  Children,  and  for  the  next  twenty 
years  ably  and  successfully  conducted  the 
Department  of  Orthopedics  and  Surgical 
Diseases  of  Children,  becoming  Emeritus 
Professor  of  Orthopedics  in  1927. 

The  new  president  of  the  Parish  Society 
spent  nearly  two  years  in  the  Army.  One 
of  the  earliest  men  called  to  duty  from 
New  Orleans,  he  reported  August  31,  1917, 
as  Orthopedic  Surgeon  of  Base  Hospital 
Number  24.  After  spending  some  months 
in  this  country,  he  went  Oiverseas  on 
February  15,  1918,  saw  active  service  in 
France  and  was  honorably  discharged  in 
this  country  April  24,  1919. 

Dr.  Fenner  has  been  always  an  ener- 
getic worker  in  the  Orleans  Parish  Medi- 


cal Society.  In  addition  to  his  membership 
in  this  organization,  he  is  a member  of  the 
Louisiana  State  Medical  Society,  American 
Medical  Association,  American  College  of 
Surgeons,  as  well  as  a member  of  the  Lou- 
isiana Governing  Committee  of  the  Gorgas 
Memorial.  Dr.  Fenner  was  happily  mar- 
ried on  April  18,  1920,  to  Sadie  Cameron 
McDonald. 

The  Orleans  Parish  Medical  Society  is 
to  be  congratulated  upon  its  selection  of 
Dr.  Fenner  as  President.  A man  of  de- 
lightful and  charming  personality,  of  force 
and  character,  a scholar  and  a sincere 
student  of  literature,  he  brings  to  the 
presidential  chair  attributes  of  initiative, 
dignity,  and  absolute  integrity,  which  will 
do  much  to  advance  the  interest  of  the 
organization  and  to  make  him  a splendid 
presiding  officer. 


CAPITAL  INVESTMENT  IN 
MEDICINE. 

Elsewhere  in  this  issue  is  a copy  of  a 
letter  sent  to  Dr.  T.  M.  Dye,  Secretary  of 
the  Mississippi  State  Medical  Association, 
and  to  Dr.  P.  T.  Talbot,  Secretary- 
Treasurer  of  the  Louisiana  State  Medical 
Society,  by  the  Director  of  Study,  R.  G. 
Leland,  M.  D.  This  notice  concerns  a 
questionnaire  sent  out  by  the  American 
Medical  Association  for  the  purpose  of 
securing  data  that  may  throw  some  light 
on  the  capital  investment  of  the  individual 
physician.  This  information  should  be  of 
the  utmost  value  and  interest  to  all 
physicians  and  it  is  to  be  hoped  that  all 
will  co-operate  with  the  American  Medi- 
cal Association  in  this  undertaking. 


HOSPITAL  STAFF  TRANSACTIONS 


CHARITY  HOSPITAL  MEDICAL  STAFF 
MEETING. 

MEETING  DECEMBER  18,  1928 

Dr.  Chaille  Jamison  presented  the  clinical  case 
history  of  a case  of  myelogenous  leukemia  in  a 
colored  male,  and  an  autopsy  was  performed  on 
the  case,  the  meeting  having  adjourned  to  the 
autopsy  room  for  this  purpose.  Dr.  D’Aunoy 
conducted  the  autopsy  and  described  the  path- 
ological findings.  The  case  was  typical  in  all 
respects,  and  was  of  added  interest  because  it 
had  not  been  benefitted  by  the  use  of  radium. 

Dr.  Herrmann  demonstrated  the  action  of  the 
heart  valves  in  the  case,  by  means  of  water  pres- 
sure with  in  the  heart. 

WILLARD  R.  WIRTH,  M.  D. 


STAFF  MEETING  VICKSBURG  SANITARIUM 
AND  CRAWFORD  STREET  HOSPITAL. 

DECEMBER  10,  1928  SPECIAL 
CASE  REPORTS. 

Carcinema  of  the  Stomach;  Sleeve  Resection. — 
DR.  A.  STREET 

The  patient,  a white  male,  aged  69  years,  a 
widower,  by  occupation  storekeeper,  came  to  clinic 
August  4,  complaining  of  pain  in  epigastrium 
which  radiates  over  entire  abdbmen.  He  has  been 
having  similar  attacks  for  thirty  years.  Between 
attacks  he  eats  well  and  food  agrees  with  him. 
Attacks  are  accompanied  by  vomiting  but  no 
hematemesis.  The  bowels  are  constipated;  at 
time  of  examination  had  not  moved  but  slightly 
for  six  days.  There  was  no  marked  loss  of 
weigh  and  no  fever.  He  gets  up  twice  at  night 
to  void  urine;  has  had  bladder  operation  some 
years  ago.  Family  history  has  no  bearing  on 


ENDEMIC  TYPHUS  FEVER  IN  THE  UNITED 
STATES. — Recent  work  by  officers  of  the  U.  S. 
Public  Health  Service  in  connection  with  studies 
of  endemic  typhus  fever  in  the  United  States  is 
of  much  interest. 

The  data  which  are  available  from  morbidity 
reports,  from  the  literature,  and  from  field  inves- 
tigations give  only  a bare  outline  of  the  occur- 
rence of  this  typhus-like  disease  in  the  United 
States.  So  far  as  information  is  available,  it 
seems  to  indicate  that  the  disease  is  rather  sharply 
limited  to  the  Atlantic  seaboard  and  the  near-by 
Piedmont  section,  going  as  far  north  as  Boston. 


the  case.  The  examination  disclosed  a fairly  well 
nourished,  not  feeble,  male.  Pulse,  60;  respiration, 
18;  systolic  blood  pressure,  150.  Tbe  teeth  show 
pyorrhea  and  caries;  while  the  tongue  is  dry  and 
rough,  and  the  palate  rough  with  mosaic  arrange- 
ment of  rectangles  with  red  centers;  tonsils 
atrophied.  Liver  edge  slightly  low  and  hard;  not 
tender.  Physical  examination  otherwise  not  re- 
markable. 

The  roentgenogram  examination  showed  mul- 
tiple small  gall  stones  and  cylindrical  narrowing 
of  distal  two-thirds  of  stomach. 

The  leukocyte  and  differential  leukocyte  counts 
were  normal;  no  malaria;  Wassermann  and  Kahn 
tests  negative. 

An  exploratory  laparotomy  was  advised  but 
refused  at  the  time.  The  patient  was  re-admitted 
to  hospital  October  23.  He  had  had  hamatemesis 
a few  weeks  after  first  examination. 

Operatzon;  Under  ether  and  gas  anesthesia,  a 
high  incision  slightly  to  right  of  median  line  was 
made.  The  gall  bladder  was  pale,  thickened,  and 
contained  several  stones.  Stomach  was  narrow, 
resembling  “leather  bottle’’  in  shape  but  not  in 
appearance.  On  posterior  wall,  along  greater  cur- 
vature, was  extensive  growth  so  far  to  left  that 
operability  was  questionable.  However,  clamps 
were  placed  behind  growth  and  distal  to  it  and 
trans-gastric-resection  accomplished  with  end  to 
end  anastomosis.  Gall  bladder  was  not  disturbed. 
Wound  closed  with  silk  worm  twist  drain  of  wall 
of  abdomen. 

The  microscopic  examination  showed  adeno- 
carcinoma (group  IV);  ulceration;  acute  and 
much  chronic  inflammation;  much  fibrosis;  growth 
apparently  limited  to  muscosa  and  sub-mucosa. 
Node  from  lesser  omentum  showed  chronic  inflam- 
mation but  no  cancer. 

Patient  has  had  an  uneventful  convalescence 
and  was  discharged  from  hospital  November  16. 


It  is  present  in  nearly  all  of  the  seaports  from 
New  York  southward  and  has  attained  widest  dis- 
tribution in  Alabama,  Georgia,  and  Florida.  On 
the  Gulf  coast,  while  it  has  been  reported  from 
Tampa,  Pensacola,  Mobile,  Galveston,  and  Hous- 
ton, there  is  at  present  no  information  regarding 
its  occurrence  in  Mississippi  or  in  Louisiana.  The 
lower  Rio  Grande  Valley  from  Laredo  to  Merce- 
des constitutes  an  important  focus.  On  the 
Pacific  coast  only  Los  Angeles  has  reported  a con- 
siderable number  of  cases.  While  an  occasional 
case  has  been  reported  from  the  interior  of  the 
country,  that  section  has  been  for  the  most  part 
strikingly  free. — U.  S.  Public  Health  Service. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


During  the  past  month  there  was  a joint  meet- 
ing of  the  incoming  and  outgoing  Boards  of 
Directors,  and  the  Society  held  its  Annual  Instal- 
lation Meeting  and  a joint  meeting  with  the  New 
Orleans  Gynecological  and  Obstetrical  Society. 

At  the  Installation  Meeting  the  program  was 
as  follows; 

Annual  Report  of  Secretary: 

Dr.  H.  Theodore  Simon. 

Annual  Report  of  Treasurer: 

Dr.  John  A.  Lanford. 

Annual  Reprt  of  Librarian: 

Dr.  Daniel  N.  Silverman. 

Annual  Reports  of  Special  and  Standing  Com- 
mittees. 

Annual  Report  of  Going-Out  President: 

Dr.  J.  Birney  Guthrie. 

Address  of  Incoming  President: 

Dr.  Erasmus  Darwin  Fenner. 

“Judging  the  Quich  and  the  Dead.” 

By  Judge  Wm.  W.  Westerfield,  Annual 
Orator. 

Installation  of  the  following  Officers; 

President — Dr.  Erasmus  Darwin  Fenner. 

First  Vice-President — Dr.  C.  Grenes  Cole. 

Second  Vice-President — Dr.  Frederick  L. 

Fenno. 

Third  Vice-President — Dr.  Adolph  Jacobs. 

Secretary — Dr.  H.  Theodore  Simon. 

Treasurer — Dr.  John  A.  Lanford. 

Librarian — Dr.  Daniel  N.  Silverman. 

Additional  Members  Board  of  Directors — Dr.  P. 
Graffagnino,  Dr.  J.  Birney  Guthrie,  Dr.  Wm.  D. 
Phillips. 


At  the  joint  meeting  with  the  New  Orleans 
Gynecological  and  Obstetrical  Society,  held  Jan- 
uary 28,  the  program  was  as  follows: 

The  Obstetrical  Patient. 

a.  Prenatal  Care. 

b.  Management  of  Labor.  (Motion  pictures) 

1.  Normal  Labor. 

2.  Forceps. 

3.  Version  and  Breech  Extraction. 


4.  Cervical  Type,  Cesarean  Section. 

By:  Dr.  Carl  Henry  Davis,  Milwaukee, 
Wisconsin,  Chairman,  Section  on 
Obstetrics,  Gynecology  and  Ab- 
dominal Surgery,  A.  M.  A. 


Dr.  Suzanne  Schaefer  was  elected  to  Active 
Membership,  and  Dr.  S.  L.  Tiblier  w'as  elected  to 
Associate  Membership. 


REPORT  OP  TREASURER. 


Actual  Book  Balance  11/30/28  $1,960.31 

Receipts  during  December  1,973.77 

Receipts  for  insurance  1,052.65 


$4,986.73 

Expenditures  $3,746.79 


Actual  Book  Balance:  12/31/28  $1,239.94 


REPORT  OF  LIBRARIAN. 

Fifty-eight  books  have  been  added  to  the 
Library  during  December.  Of  these  6 were  ac- 
quired by  subscription,  43  by  gift  and  9 from 
the  New  Orleans  Medical  and  Surgical  Journal. 
This  brings  the  number  of  volumes  in  the  Library 
on  December  31st,  1928,  to  13,790.  A notation  of 
new  titles  of  recent  date  is  appended  herewith. 


NEW  BOOKS. 

Osier — Modern  Medicine,  v.  6 and  Index. 

U.  S.  Public  Health  Service — Annual  Report. 
1928. 

Phillips — Diseases  of  the  Ear,  Nose  and  Throat. 
1928. 

Joslin — Treatment  of  Diabetes  Mellitus.  1928. 

Gould — Pocket  Medical  Dictionary.  1928. 

Keyes — Urology.  1928. 

Speed — Fractures  and  Dislocations.  1928. 

Hall— Ultra-Violet  Rays.  1928. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 


H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


PARISH  MEDICAL  SOCIETY  OFFICERS  FOR 
1929. 

The  following  Parish  Medical  Societies  have 
elected  officers  for  1929  as  follows: 

Ouachita  Parish: 

President — Dr.  P.  L.  Perot,  Monroe. 
Vice-President — Dr.  J.  T.  French,  Monroe. 
Secretary-Treasurer — Dr.  E.  R.  Yancey,  Monroe. 

LaSalle  Parish: 

President — Dr.  C.  W.  Patterson,  Tullos. 
Vice-President — Dr.  J.  P.  Durham,  Trout. 
Secretary-Treasurer — Dr.  W.  V.  Taylor,  011a. 
Delegate — Dr.  W.  V.  Taylor,  011a. 

Alternate — Dr.  John  M.  Kittrell,  Good  Pine. 

Claiborne  Parish: 

President — Dr.  M.  J.  Rivenbark,  Haynesville. 
Vice-President — Dr.  E.  0.  Bond,  Homer. 

S e c r e t a r y- Treasurer — Dr.  E.  B.  Middleton, 
Homer. 

Delegate — Dr.  J.  W.  Featherstone,  Homer. 
Alternate — Dr.  C.  0.  Wolff,  Haynesville. 

Richland  Parish: 

President — Dr.  G.  E.  McConnell,  Manghum. 
Vice-President — Dr.  Nash  Collins,  Delhi. 
Secretary-Treasurer — Dr.  J.  C.  Sartor,  Rayville. 

Avoyelles  Parish: 

President — Dr.  Emil  Regard,  Mansura. 
Vice-President — Dr.  R.  G.  Ducote,  Bordelonville. 
Secretary-Treasurer — Dr.  Kirby  A.  Roy,  Man- 
sura. 

Delegate — Dr.  S.  J.  Couvillon,  Moreauville. 

Iberia  Parish: 

President — Dr.  Guy  A.  Shaw,  Loreauville. 
Vice-President — Dr.  Geo.  J.  Sabatier,  New 
Iberia. 

Secretary-Treasurer — Dr.  P.  A.  Boykin,  Jean- 
erette. 

Delegate — Dr.  Guy  A.  Shaw,  Loreauville. 
Alternate — Dr.  P.  A.  LeBourgeois,  New  Iberia. 

St.  Landry  Parish: 

President — Dr.  Lionel  J.  Bienvenu,  Opelousas. 
Vice-President — Dr.  J.  N.  Brown,  Washington. 
Secretary-Treasurer — Dr.  Wilson  W.  Knowlton, 
Opelousas. 

Delegates — Dr.  Geo.  Beridon  and  Dr.  S.  B. 
Wolff,  Opelousas. 

Alternates — Dr.  Oscar  Bienvenu,  Opelousas,  and 
Dr.  R.  G.  Hawkins,  Palmetto. 


THE  BIRTHDAY  EXERCISES  OF  THE 
PRESBYTERIAN  HOSPITAL. 

On  January  23,  1929,  at  3 P.  M.,  under  the 
Auspices  of  the  Women’s  Auxiliary,  the  Presby- 
terian Hospital  of  New  Orleans  celebrated  with 
appropriate  and  fitting  exercises,  its  birthday,  in 
completion  of  twenty-one  years  of  continuous 
service. 

Many  interesting  features  were  involved  in  this 
celebration.  The  Class  of  1929,  of  the  Training 
School  for  Nurses,  received  their  diplomas  at  the 
hands  of  Dr.  J.  C.  Barr,  President  of  the  Presby- 
terian Hospital.  The  annual  address  to  the  grad- 
uating class  was  delivered  by  Dr.  James  Madison 
Batchelor,  Surgeon  in  Chief  of  the  Presbyterian 
Hospital. 

An  interesting  address  was  delivered  by  Dr. 
John  N.  Lindner,  President  of  the  Clinical  So- 
ciety of  the  Presbyterian  Hospital. 

A prayer  was  offered  by  the  Rev.  Dr.  F.  H. 
Ford,  pastor  of  the  Community  Presbyterian 
Church,  Jefferson  Terrace,  New  Orleans,  and  a 
reading  from  scripture  was  given  by  the  Rev. 
L.  E.  Koenig,  Pastor  of  the  Andrew  Jackson 
Presbyterian  Church,  New  Orleans.  The  Hospi- 
tal had  as  its  distinguished  and  honored  guests, 
the  Rev.  Dr.  Lewis  S.  Mudge,  the  Stated  Clerk 
of  the  General  Assembly,  and  Dr.  James  H. 
Speer,  of  the  General  Council  of  the  General  As- 
sembly of  the  Presbyterian  Church,  U.  S.  A.,  who 
brought  a message  of  closer  fellow-ship  and  en- 
couragement from  the  constituency  of  this  great 
Church. 

In  addressing  the  assembly.  Dr.  Barr,  President 
of  the  Hospital,  sketched  an  outline  of  the  insti- 
tution from  its  humble  beginning  twenty-one 
years  ago,  through  its  trials  and  difficulties,  to 
its  present  plant,  ranking  the  Presbyterian  Hos- 
pital of  New  Orleans  with  the  great  institutions 
of  the  country.  Particular  mention  was  made  of 
the  recent  dedication  of  the  James  M.  Batchelor 
Building,  the  first  unit  of  the  proposed  New  Pres- 
byterian Hospital.  This  building,  designed  for  the 
use  of  the  medical  profession,  classically  simple 
in  the  beauty  of  its  structure,  will  be  followed  in 
the  immediate  future  by  the  erection  of  the 
second  unit  of  the  proposed  group  of  buildings, 
on  the  Hospital’s  property,  facing  Baronne  Street. 

Appreciation  was  expressed  to  those  of  the  pro- 
fession who  had  given  so  liberally  of  their  time 
and  skill  to  the  upbuilding  of  the  institution,  and 
to  the  many  friends  who  by  their  co-operation  have 
assisted  the  Hospital  in  its  progress. 
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A delightful  tea  was  served  after  the  exercises, 
affording  the  guests  refreshment,  and  an  oppor- 
tunity to  meet  each  other  and  further  enjoy  the 
occasion. 


A LETTER  OF  FORTY  YEARS  AGO. 

New  Orleans,  May  26,  1888. 

To  His  Excellency,  James  Jeffreys,  Lieutenant 
Governor  of  Louisiana  and  President  of  the 
Senate,  and  to  the  Hon.  S.  P.  Henry,  Speaker 
of  the  House  of  Representatives; 

....  In  the  annual  report  for  1887,  the  Admin- 
istrators of  the  Charity  Hospital,  through  their 
presiding  officer  and  also  through  their  house- 
surgeon,  strenuously  urge  that  the  restriction 
(none  but  resident  Louisianians  be  admitted  as 
resident  students)  has  proved  detrimental  to  the 
interests  of  the  hospital  and  the  best  care  of  the 
sick. 

Also  in  1887,  the  State  Medical  Society,  the  only 
organized  representative  of  the  reputable  physi- 
cians of  Louisiana,  adopted  resolutions  earnestly 
protesting  against  this  restriction  as  “unwise  and 
illiberal.”  Surely  it  is  inconsistent  with  the 
humane  and  noble  creed  of  the  universal  brother- 
hood of  man;  a creed  which  rejects  limitation 
by  State  lines,  which  has  ever  found  sustenance 
in  the  deeds  as  well  as  in  the  heart  of  the  medical 
profession,  and  which,  if  it  merits  any  observance, 
deserves  it  especially  in  all  matters  which  con- 
cern the  sick  and  the  afflicted. 

Many  of  the  physicians  of  this  State  have  en- 
joyed, many  will  hereafter  enjoy,  the  privileges 
of  hospitals  in  other  States,  and  even  in  foreign 
lands,  as  freely  as  if  citizens  thereof.  To  these 
particularly,  but  also  to  all  citizens  of  liberal 
culture,  it  is  a just  cause  for  keen  mortification 
that  Louisiana  should  have  arrayed  itself  by  an 
invidious  restriction  against  the  comity  of  other 
States  and  nations,  and  thus  invited  these  to 
retaliation. 

Our  State  has  heretofore  been  distinguished  for 
notable  liberality  in  all  things  appertaining  to 
the  sick,  the  dead,  and  the  medical  profession; 
never  until  1886  had  its  Legislature  imposed  any 
illiberal  I'estrictions  on  the  government  of  the 
Charity  Hospital.  Its  management  was  left,  where 
it  is  wisest  it  always  should  be  left,  in  the  hands 
of  the  administrators  selected  because  of  their 
superior  knowledge  of  hospital  affairs  and  their 
special  fitness  to  fulfill  all  the  duties  of  their 
position. 

Hence,  we  respectfully,  but  most  earnestly, 
petition  the  present  General  Assembly  to  follow, 
in  this  matter,  the  example  of  every  one  of  its 
predecessors  except  the  last  one,  and  to  leave  the 


internal  management  of  the  Charity  Hospital  to 
its  administrators,  designed  by  law  and  specially 
chosen  by  the  Governor  and  the  Senate  for  this 
very  purpose. 

Yours  very  respectfully, 

STANFORD  E.  CHAILLE,  M.  D. 


WILLEY  DENIS,  A.  M.,  PH.D . 

On  Wednesday,  January  9,  1929,  the  very  sad 
death  of  Dr.  Denis  occurred  after  a long  illness 
of  more  than  a year’s  duration.  Although  not  a 
physician,  Dr.  Denis  for  many  years  had  come  in 
intimate  contact  with  the  medical  profession.  She 
taught  the  Harvard  medical  students  for  some 
years,  while  the  later  years  of  her  life  had  been 
spent  in  instruction  of  the  Tulane  medical 
students. 

The  loss  of  Dr.  Denis  is  a severe  one,  not  only 
to  Tulane  Medical  School,  but  also  to  the  City  of 
New  Orleans,  the  State  of  Louisiana  and  the 
medical  profession  throughout  the  country.  One 
of  the  great  scientists  in  the  United  States,  Dr. 
Denis  had  done  tremendous  amount  of  valuable 
research  work  which  has  benefitted  all  medicine; 
and  each  and  every  medical  man  is  indebted  to 
ber  in  part  for  many  of  the  laboratory  methods 
that  are  now  in  daily  use.  Dr.  Denis  stood  in 
the  forefront  of  science,  and  science  will  feel 
deeply  her  loss.  She  was  undoubtedly  one  of  the 
great  woman  scholars  of  the  world.  Certainly 
her  accomplishments,  her  name  and  her  reputation 
were  greater  than  that  of  any  woman  scientist  of 
the  South. 


There  is  a splendid  opening  for  a young  physi- 
c’an  at  Tallulah,  Louisiana.  Any  one  interested 
please  communicate  with  Mr.  R.  M.  Almond, 
Tallulah,  La. 


UNITED  STATES  PUBLIC  HEALTH 
SERVICE. 

A.  A.  Surgeon  J.  G.  Wooley  is  directed  to  pro- 
ceed from  Carville,  La.,  to  Kansa  City,  Mo.,  to 
take  into  custody  patient  and  accompany  him  to 
Carville,  La. 


VITAL  STATISTICS. 

During  the  year  1927  in  the  State  of  Louisiana 
there  were  23,875  deaths  from  all  causes,  exclu- 
sive of  still  births,  which  contrasts  with  24,230  in 
1926.  The  rate  per  one  thousand  population  was 
12.3.  The  death  rate  among  the  white  race  for 
1927  was  9.5,  with  a total  of  11,878  deaths,  and 
the  colored  17.4,  the  total  number  of  deaths  being 
11,997.  This  rate  per  one  thousand  population 
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compares  very  favorably  with  that  of  other 
southern  states.  The  rate  in  the  reg^istration 
states  from  the  South  shows  that  the  rate  was 
lower  in  Alabama  and  North  Carolina.  In  other 
southern  states  it  was  higher  than  that  of 
Louisiana. 


DEATHS  REPORTED  FROM  INFLUENZA 
AND  PNEUMONIA  WEEK  ENDING 

DECEMBER  29,  1928. 

In  the  City  of  New  Orleans  53  deaths  were 
reported  from  influenza  and  44  from  pneumonia, 
as  compared  with  37  the  week  previously  from 
influenza  and  22  from  pneumonia. 

During  the  week  ending  January  5,  deaths 
from  pneumonia  in  New  Orleans  were  44,  from 
influenza  84.  This  explains  the  high  death  rate, 
namely:  48.1  during  this  particular  week  in  the 
city. 


THE  DEATH  RATE  OF  MOTHERS  FROM 
CHILD  BIRTH  IN  1927. 

In  1927,  420  women  died  from  puerperal  cause. 
Two  hundred  and  one'  of  these  were  white,  219 
were  colored.  One  hundred  and  sixty-four  of  these 
deaths  were  caused  from  peurperal  septicemia, 
76  among  the  white  and  88  in  the  colored  race. 
The  death  rate  from  puerperal  cause  per  one 
thousand  live  births  in  1927  was  9.1.  These 
figures  compare  unfavorably  with  other  states.  In 
Kentucky  the  rate  was  4.9,  North  Carolina  6.6, 
Tennessee  7.1,  Virginia  6.2,  Missouri  6.7,  to  men- 
tion a few  of  the  southern  states.  In  Wiscon- 
sin the  rate  was  5.3,  Minnesota  4.4,  Maine  8.,  New 
Jersey  6.3,  picking  at  random  a few  of  the  other 
states  in  the  country. 


HEALTH  OF  NEW  ORLEANS. 

The  United  iStates  Weekly  Health  Index  for 
the  year  1928  shows  that  in  New  Orleans  the 
total  deaths  during  the  year  were  8,147,  of  which 
4,848  were  white  and  3,299  were  colored.  During 
the  year  1927  there  wer-e  7,942  deaths,  with  the 
death  rate  of  18.7.  This  is  a high  death  rate, 
higher  than  nearly  any  other  city  in  the  United 
States;  but  in  explanation  of  these  high  figures 
it  must  be  taken  into  consideration  the  fact  that 
a large  number  of  people  are  brought  into  the 
Charity  Hospital  from  the  surrounding  towns  and 
cities,  many  of  which  are  many  miles  distant  and 
they  are  brought  only  v/hen  in  extremis.  As  a 
result  of  this  practice  a large  number  of  deaths 
occur  in  the  Charity  Hospital  of  people  who  do 
not  belong  to  the  City  of  New  Orleans,  swelling 
very  materially  the  death  rate  of  the  city. 


DISPOSAL  OF  FARM  SEWAGE. 

Farmers’  Bulletin  No.  1227-F,  entitled  “Sewage 
and  Sewerage  of  Farm  Home,”  reissued  recently 
by  the  United  States  Department  of  Agriculture 
warns  against  the  dangers  to  human  health  and 
to  livestock  of  negligence  in  properly  caring  for 
all  forms  of  farm  sewage. 

Details  and  illustrations  are  given  for  construc- 
tion of  approved  privies,  chemical  closets  and 
septic  tanks.  Suggestions  are  also  made  for  the 
proper  placing  of  them  on  farms  so  they  will  not 
drain  toward  wells.  The  use  of  disinfectants  and 
deodorants  is  also  explained. 

Proper  care  of  the  kitchen  sink  drainage  is 
urged  and  illustrations  show  methods  of  disposal. 
The  placing  and  construction  of  cesspools  and 
grease  traps  are  also  discussed.  Methods  and 
details  of  construction  are  explained  and  illus- 
trated in  such  a way  as  to  be  understood  by 
homeowners. 

Copies  of  the  bulletin  may  be  obtained  by  appli- 
cation to  the  Office  of  Information,  United  States 
Department  of  Agriculture,  Washington,  D.  C. 


On  December  18,  1928,  Dr.  Allan  C.  Eustis, 
Professor  of  Clinical  Medicine  with  the  Graduate 
School  of  Medicine  of  the  Tulane  University  of 
Louisiana,  addressed  the  annual  meeting  of  the 
East  Mississippi  Medical  (Society  at  Meridian, 
Miss.,  on  “Myocardial  Insufficiency;  Diagnosis 
and  Treatment.” 


TO  THE  MEMBERSHIP. 

The  work  of  the  special  Committees  has  been 
assigned,  and  the  arrangements  for  the  Annual 
Meeting  are  in  full  sway.  It  has  been  decided  to 
hold  the  exercises  in  memory  of  our  deceased 
members  at  the  opening  session  on  Tuesday, 
April  9. 

The  entertainment  which  will  feature  the 
celebration  of  the  Fiftieth  Anniversary  of  the  So- 
ciety will  take  place  Tuesday  evening  at  8:00 
o’clock  in  the  Tip  Top  Inn  of  the  Roosevelt  Hotel. 
This  promises  to  be  a gala  affair,  and  the  Com- 
mitte  hopes  that  the  attendance  on  that  occasion 
will  be  record  breaking.  The  profession  of  the 
State,  their  friends  and  the  general  public  are 
invited  to  this  function.  Our  President,  Dr. 
Menville,  has  appointed  the  following  Reception 
Committee  to  serve  for  this  occasion,  and  urges 
that  they  all  be  present:  Drs.  Wm.  Harris,  H. 

Bernadas,  Jerome  Landry,  Amedee  Granger,  Oc- 
taves Cassegrain,  C.  G.  Cole,  Wm.  D.  Phillips, 
Alton  Ochsner,  J.  H.  Musser,  Harry  Nelson,  Louis 
Levy,  J.  E.  Isaacson,  Lucien  LeDoux,  J.  M. 
Bachelor,  Henry  Bayon,  Jr.,  all  of  New  Orleans; 
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S.  B.  WolfF,  Opelousas;  J.  W.  Faulk,  Crowley; 
H.  P.  St.  Martin,  Houma;  H.  C.  Dansereau, 
Labadieville ; S.  C.  Barrow,  Shreveport;  C.  P. 
Gray,  Monroe;  G.  M.  G.  Stafford,  Alexandria; 
R.  O.  Simmons,  Alexandria;  L.  J.  Williams, 
Baton  Roug-e;  Frank  Gouaux,  Lockport;  D.  C. 
lies.  Lake  Charles;  Chas.  Gelbke,  Gretna;  H.  B. 
Gessner,  New  Orleans;  C.  A.  Weiss,  Baton  Rouge; 
C.  C..  DeGravelles,  Morgan  City. 

The  Committee  has  not  yet  decided  what  kind 
of  entertainment  it  will  have  Wednesday  even- 
ing, April  10,  but  it  will  be  a stag  affair  and 
in  keeping  with  the  traditions  of  the  past,  and 
your  Committee  promises  to  those  who  will  be 
present  a most  enjoyable  evening. 

We  beg  to  announce  that  clinics  will  be  ar- 
ranged for  Monday,  April  8.  These  clinics  will 
be  of  a general  nature,  and  there  will  be  also 
special  clinics  under  the  auspices  of  the  Derma- 
tological Society. 

DR.  PAUL  J.  GELPI,  Chairman, 
Committee  on  Arrangements. 


A NOVEL  CATALOGUE. 

A recent  mail  brought  to  us  a Pharmaceutical 
catalogue  which  to  say  the  least  is  striking  and 
unusual.  It  is  the  new  1929  list  of  the  Mulford 
Laboratories  and  is  a radical  departure  from  the 
usual  run  of  price  lists.  It  employs  the  modern- 
istic style  throughout  and  taking  advantage  of 
photography  to  reproduce  unusual  effects,  a series 
of  colored  inserts  has  been  prepared  and  used  to 
mark  the  various  divisions  of  the  Mulford  line. 

Copies  may  be  had  by  addressing  H.  K.  Mul- 
ford Company,  Philadelphia,  Pa. 


Dr.  Homer  Dupuy  and  Dr.  Lucien  A.  LeDoux 
of  the  Hotel  Dieu  Staff,  New  Orleans,  attended  a 
recent  meeting  of  the  Tri-State  Medical  Society, 
which  was  held  in  Texarkana,  Texas. 


LEPROSY  IN  UNITED  STATES.— Hopkins 
and  Denney  have  made  a statistical  study  of  718 
lepers  hospitalized  over  a period  of  thirty-four 
years  in  the  Louisiana  Leper  Home — later  the 
National  Leprosarium.  Two  hundred  and  fifteen 
were  foreign  born  and  503  were  natives  of  the 
United  States.  The  present  population  of  the  hos- 
pital is  287.  Mexico,  China,  Italy,  Greece  and  the 
Philippine  Islands  have  furnished  one-half  of  the 
total  foreign  born.  Most  of  the  lepers  came  from 
Louisiana,  California,  New  York,  Texas  and  Flor- 
ida; 418  came  from  Louisiana.  The  incidence  of 
leprosy  among  the  white  population  of  Louisiana  is 
computed  as  twice  that  in  the  negro  population.  Of 
the  total  cases,  11.0  per  cent  were  of  the  nerve 
type,  39.1  per  cent  of  the  skin  type,  and  49.9  per 
cent  of  the  mixed  type.  Of  the  total  cases,  72.3 


Dr.  Homer  Dupuy  read  a paper  on: 

“The  Marked  Viewpoint  of  Nasal  Sinus  Dis- 
eases, with  Lantern  Slides.” 

Dr.  Lucien  LeDoux  read  a paper  on: 

“The  Method  of  Surgical  Treatment  of  Uterine 
Displacements.” 

MEETING  OF  ST.  TAMMANY  PARISH 
MEDICAL  SOCIETY. 

The  annual  banquet  and  meeting  for  installa- 
tion of  officers  was  had  Thursday  night,  January 
17,  at  8:00  P.  M.,  at  Behac’s,  a place  of  note  for 
its  splendid  cuisine,  at  Mandeville.  Doctors  Gau- 
treaux,  Bullock,  Buquoi,  Young,  F.  F.,  Young  L. 
Roland,  Maylie,  Payne,  Griffith,  Polk  and  Single- 
ton  answered  the  roll  call.  Doctors  R.  C.  Young 
of  Shreveport  and  Lawrence  R.  Young,  formerly 
of  Rayne,  were  guests. 

Dr.  F.  F.  Young,  on  relinquishing  his  chair  as 
President  to  L.  Roland  Young,  thanked  the  mem- 
bers for  their  assistance  during  his  tenure  of 
office  and  referred  to  the  advances  in  the  various 
branches  of  medicine  to  what  it  was  thirty  years 
ago,  and  urged  all  to  stand  banded  together  under 
the  banner  of  organized  medicine  that  all  may  go 
well  and  progress  continue. 

Dr.  Maylie  was  declared  elected  at  the  last 
meeting  as  delegate  by  error,  he  being  already 
councilor  of  the  Sixth  District,  and  in  his  stead 
was  elected  Dr.  J.  K.  Griffith  and  Dr.  H.  D.  Bul- 
lock alternate. 

The  banquet  was  enjoyed  by  all  and  the  delic- 
ious food  was  served  in  courses  and  possessed  that 
flavor  unique  of  Bachac’s. 

By  motion  of  Dr.  F.  F.  Young  the  next  meeting 
will  be  held  at  Slidell  on  the  second  Friday  night 
of  February,  at  8:00  P.  M. 

L.  Roland  Young, 
Acting  Secretary. 


per  cent  were  in  males  and  27.7  per  cent  in 
females.  The  social  status  of  the  patients  repre- 
sents a cross-esection  of  the  normal  populace. 
The  average  age  at  onset  of  the  disease  is  com- 
puted as  30.2  years;  the  average  age  on  admis- 
sion to  the  hospital  was  36  years,  with  an  average 
period  of  six  years  prior  to  admission  during 
which  each  patient  may  have  been  a menace  to 
public  health.  In  a group  of  100  Louisiana  lepers, 
hospitalized  more  than  fifteen  years  ago,  it  has 
been  disclosed  from  subsequent  records  that  in 
sixty-four  instances  only  one  leper  in  the  family 
developed  the  disease,  while  in  the  thirty-six  other 
instances  leprosy  occurred  in  eighty-three  addi- 
tional relatives.  In  some  families  the  disease  has 
invaded  certain  branches  to  the  point  of  exter- 
mination.— J.  A.  M.  A.,  92:191,  1929. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 

J.  S.  Ullman,  M.  D.,  Associate  Editor. 


The  annual  meeting'  of  the  East  Mississippi 
Medical  Society,  which  embraces  the  counties  of 
Newton,  Neshoba,  Winston  and  Lauderdale,  was 
held  in  the  Elks’  Club  of  Meridian,  December  18, 
1928,  when  officers  for  the  ensuing  year  were 
elected,  as  follows: 

President:  T.  E.  Jarvis,  Newton. 

Vice-Presidents: 

Lauderdale:  T.  L.  Bennett. 

Newton:  W.  S.  Polk. 

Neshoba:  A.  L.  Majure. 

Winston:  T.  F.  Kilpatrick. 

Censors : 

Lauderdale:  H.  F.  Tatum. 

Newton:  S.  A.  Majure. 

Neshoba:  J.  S.  Heckman.. 

Winston:  O.  F.  Parkes. 


5.  “Influenza” — Dr.  Hugh  H.  Johnston. 

6.  “Sinusitis  in  Children” — Dr.  Edley  H.  Jones. 

7.  Radiographic  Studies. 

1.  Pulmonary  Tuberculosis. 

2.  Pott’s  Disease  of  Lumbar  Spine. 

3.  Aneurism  of  Aorta. 

4.  Thoracic  and  Abdominal  Aneurism  of 
Aorta  in  same  patient. 

5.  Sarcoma  of  the  Mediastinum  (follow-up). 

6.  Carcinoma  of  the  Pelvis,  Spine,  and 
Femur,  Metastatic. 

The  North-east  Mississippi  Thirteen  Counties 
Medical  Society  met  in  Starkville  on  December  18, 
1928,  at  which  time  the  following  officers  were 
elected  for  the  ensuing  year: 

President:  J.  R.  Hill,  Corinth. 


Delegates: 

Lauderdale:  S.  H.  Hairston 

Newton:  H.  McMullen. 

Neshoba:  C.  H.  Harrison. 

Winston:  W.  W.  Parkes. 

Secretary-Treasurer:  J.  E.  Anderson. 

Their  program  was: 

1.  “Acute  Osteomyelitis” — J.  S.  Speed,  Memphis. 

2.  “Constipation”  — James  S.  McLester,  Bir- 
mingham. 

3.  “Surgery  of  the  Infected  Joint” — J.  T.  O’Fer- 
rall,  of  New  Orleans. 

4.  “Myocardial  Insufficiency” — Allan  Eustis,  New 
Orleans. 

5.  “Fractures  of  the  Neck  of  the  Femur”— 

Samuel  R.  Benedict,  Birmingham. 


Dr.  W.  R.  May  has  assumed  charge  of  the 
Public  Health  Unit  of  Lincoln  County  with  head- 
quarters in  Brookhaven. 


The  Staff  meeting  of  the  Vicksburg  Sanitarium 
was  held  January  10,  at  which  time  the  follow- 
ing cases  were  discussed: 

1.  “Poliomyelitis  Occurring  in  an  Adult  during 
the  Fourth  Month  of  Pregnancy;  Normal  Baby 
Delivered  at  Term” — Dr.  G.  M.  Street. 

2.  “Inflammatory  Stricture  of  Sigmoid.  Obstruc- 
tion; Resection” — Dr.  A.  Street. 

3.  “Pyloric  Stenosis” — Dr.  J.  A.  K.  Birchett. 

4.  “Achylia  Gastrica” — Dr.  L.  J.  Clark. 


Vice-Presidents: 

Alcorn : M.  H.  McRea. 

Calhoun:  J.  B.  Shaw. 

Chickasaw:  V.  B.  Philpot. 

Clay:  F.  P.  Ivy. 

Itawamba:  John  Senter. 

Lee:  R.  B.  Pegram. 

Lowndes:  C.  E.  Lehmberg. 

Monroe:  J.  A.  Dilworth. 

Noxubee:  E.  M.  Murphy. 

Oktibehha:  F.  B.  Long. 

Pontotoc:  Z.  A.  Dorsey. 

Prentis:  R.  B.  Cunningham. 

Tishimingo:  K.  F.  McRae. 

Secretary-Treasurer:  J.  M.  Acker,  Jr. 


Delegates : 

Alcorn:  C.  W.  Norwood 
Calhoun:  W.  J.  Aycock 
Chickasaw:  J.  W.  Williams 
Clay:  A.  K.  Naugle 
Itawamba:  E.  B.  Nabors 
Lee:  L.  C.  Feemster 
Lowndes : W.  L.  Stalworth 
Monroe:  J.  M.  Acker,  Jr. 
Noxubee:  A.  R.  Saunders 
Oktibehha:  C.  B.  Mitchell 
Pontotoc:  R.  P.  Donaldson 
Prentiss:  L.  L.  McDougall 
Tishimingo:  A.  E.  Bostick 


Alternates : 

S.  L.  Stephenson 

E.  B.  Young 

V.  B.  Philpot 

F.  P.  Ivy 
John  Senter 

L.  C.  Spenser 
J.  W.  Cox 

M.  Q.  Ewing 
C.  W.  Saulter 
C.  R.  Dabbs 
0.  F.  Carr 

W.  H.  Anderson 
C.  Croemeans 


Their  program  was  as  follows: 

1.  “Herpes  Zoster  Ophthalmica  Associated  with 

Acute  Parotitis”— Dr.  D.  E.  Staton,  Columbus 

2.  “Perineal  and  Cervical  Repair” — Dr.  M.  Q. 

Ewing,  Amory 
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3.  “Gastro-Intestinal  Disturbances”  — Dr.  H.  G. 

Rudner,  Memphis 

4.  “Some  of  Our  Professional  and  Associational 
Needs” — Dr.  W.  H.  Frizell,  Brookhaven 

5.  “A  Paper” — Dr.  L.  A.  Crosby,  Aberdeen 


During  the  recent  epidemic  of  influenza  in 
Laurel  the  following  physicians  were  ill  from 
that  disease:  Drs.  J.  S.  Gatlin,  J.  F.  Scarbor- 

ough, T.  R.  Beech,  R.  H.  Foster  and  H.  S.  Tucker. 


The  South  Mississippi  Charity  Hospital  at 
Laurel  has  resumed  the  admission  of  patients 
but  no  visitors  have  been  allowed. 


At  the  last  quarterly  meeting  of  the  South 
Mississippi  Medical  Society  held  at  Laurel  on 
December  13  th,  the  following  officers  were 
elected  for  1929. 

President:  Dr.  R.  H.  Foster,  Laurel. 

1st  Vice-President:  Dr.  H.  P.  Smith,  New 

Augusta. 

2nd  Vice-President:  Dr.  T.  R.  Beech,  Ellisville. 

Secretai’y-Treasurer : Dr.  J.  H.  Newcomb, 

Richton. 

Delegates : 

Covington:  G.  T.  Cranford. 

Forrest:  H.  L.  McKinnon. 

George:  R.  F.  Ratcliff. 

Green:  M.  M.  Magee. 

Jasper:  A.  M.  Haralson. 

Jeff  Davis:  G.  C.  Terrell. 

Jones:  R.  H.  Cranford. 

Lamar:  G.  D.  Mason. 

Marion:  J.  G.  Gardner. 

Pearl  River:  R.  \V.  Stewart. 

Smith:  J.  0.  Cargile. 

Perry:  J.  E.  Green. 

Their  program  was  as  follows; 

1.  “Eczema” — Dr.  R.  W.  Hall,  Jackson. 

2.  “Artifical  Feeding  of  Well  Babies” — Dr.  C. 
G.  Wright,  Hattiesburg. 

3.  “Newer  Methods  of  Treating  Syphilis  of  the 
Nervous  System” — Dr.  C.  H.  Holbrook,  New 
Orleans,  La. 


The  first  quarterly  meeting  of  the  Homochitto 
Valley  Medical  Society  was  held  in  Natchez  on 
January  10  with  Dr.  W.  H.  H.  Lewis  in  the  chair. 

Under  clinical  cases  one  of  polyneuritis  proba- 
bly due  to  arsenic  poisoning  was  discussed  by  Dr. 
R.  D.  Sessions. 


Papers  were  presented  as  follows: 

1.  “Fracture  of  the  Atlas” — Dr.  J.  S.  Ullman. 

2.  “Ainhum” — Dr.  Marcus  Beekman. 

Dr.  B.  D.  Blackwelder,  formerly  director  of 
the  Public  Health  United  of  Holmes  County,  has 
moved  to  Natchez  where  he  has  taken  charge  of 
the  Public  Health  Unit  of  Adams  County. 


The  regular  monthly  meeting  of  the  Issaquena- 
Sharkey- Warren  Counties  Medical  Society  was 
held  jointly  with  the  Central  Medical  Society  at 
Jackson  on  January  15.  Their  program  was  as 
follows : 

1.  “Cancer  of  the  Stomach” — Dr.  A.  Street. 

2.  “Paranasal  Sinusitis  in  Children” — Dr.  E.  H. 
Jones. 

3.  “Infections  of  the  Hand” — Dr.  S.  W.  John- 
ston. 


The  Inter-State  Post  Graduate  Medical  Associa- 
tion of  North  America  announces  the  preliminary 
program  for  the  American  Spring  Assemblies, 
April  15-May  9,  1929,  to  include  visits  to  clinics 
at  Rochester,  Chicago,  Cleveland,  Boston,  New 
Haven,  New  York,  Philadelphia,  Baltimore  and 
Washington. 

The  foreign  Assemblies  are  announced  for  May 
18  to  July  11,  1929  and  will  include  visits  to 
clinics  in  London,  Glasgow,  Edinburgh,  Oslo, 
Stockholm,  Upsala,  Lund,  Copenhagen,  Hamburg, 
Berlin,  Frankfort,  and  Paris. 

Dr.  W.  B.  Peck,  Freeport,  Illinois,  is  the  manag- 
ing-director and  may  be  addressed  for  any  in- 
formation regarding  these  assemblies. 


CAPITAL  INVESTMENT  IN  MEDICINE. 
The  following  letter  which  was  recently  re- 
ceived by  Dr.  Dye  should  interest  every  physician 
in  Mississippi. 

January  5,  1929. 

Dr.  T.  M.  Dye,  Secretary, 

Mississippi  State  Medical  Association, 

Clarksdale,  Mississippi. 

Dear  Doctor  Dye: 

As  you  receive  this  letter,  the  questionnaires  on 
The  Capital  Investment  in  Medicine  will  be  ready 
to  leave  the  headquarters  of  the  American  Medi- 
cal Association.  A very  important  group,  com- 
posed of  economists,  publicists,  physicians  and 
others,  has  undertaken  to  make  an  investigation 
of  the  cost  of  medical  care,  the  results  of  which 
will  be  of  great  importance  to  medical  profession. 
The  American  Medical  Association  has  under- 
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taken  to  collect  information  pertaining  to  the 
capital  investment  in  medicine  and  the  income 
from  medical  practice. 

As  a part  of  the  work  of  the  above-mentioned 
group,  known  as  the  Committee  on  the  Cost  of 
Medical  Care,  the  American  Medical  Association 
is  to  request  more  than  25,000  physicians,  selected 
at  random,  to  furnish  certain  data  pertaining  to 
the  invested  capital  involved  in  physicians’  educa- 
tion, intern  training,  post-graduate  courses,  office 
and  traveling  equipment,  office  maintenance,  medi- 
cal society  affiliations,  library  maintenance  and 
medical  licensure  fees. 

This,  as  you  will  realize,  is  a survey  of  the 
profession,  and  for  the  benefit  of  the  profession. 
The  questionnaire  is  to  be  anonymous  and,  there- 
fore, there  need  be  no  fear  of  any  embarrassing 
or  undesirable  results  from  the  information  re- 
turned. 

You  are  urged  to  encourage,  among  the  mem- 
bers of  your  state  society,  a serious  and  thoughtful 
consideration  of  this  matter  to  the  end  that  com- 
plete and  reliable  data  will  be  given  on  the 
several  items.  We  desire  that  you  suggest, 
through  your  medical  journal,  by  news  item,  edi- 
torial and  other  appropriate  means,  the  impor- 
tance of  this  survey  and  the  desirability  of  uni- 
versal participation  on*  the  part  of  tl^ physicians 
who  receive  the  questionnaire. 

Yours  very  sincerely, 

R.  G.  LELAND,  M.  D., 
Director  of  Study. 

The  questionnaire  alluded  to  in  the  letter  calls 
for  information  which  will  tend  to  show  the  cost 


of  medical  education  and  included  such  expenses  of 
the  student,  as  tuition,  special  fees,  living  ex- 
penses, medical  books,  journals  and  stationery  and 
instruments,  car  fare  and  traveling  expenses,  life 
insurance  premiums  and  interest  on  all  borrowed 
principal.  Another  item  covers  the  cost  of  the 
office  and  other  necessary  equipment  together 
with  the  cost  of  maintenance,  as  well  as  the  cost 
of  office  assistants,  medical  books,  journals,  so- 
ciety dues,  and  expense  of  traveling  to  medical 
society  meetings. 

It  will  be  noted  from  the  above  letter  that  every 
physician  will  not  receive  one  of  these  blanks  but 
in  order  to  arrive  at  a cross  section  of  the  physi- 
cians of  the  whole  country,  25,000  will  be  selected 
at  random.  It  is  therefore  highly  important  that 
every  physician  receiving  one  of  these  question- 
naires should  co-operate  by  supplying  this  data 
prompty. 


Dr.  Victor  Vinnette  Wallace  of  Carrollton, 
Miss.,  died  of  pneumonia  at  his  home  on  Decem- 
ber 23,  1928,  and  was  buried  by  the  Masonic 
Lodge  on  December  24th. 

Dr.  Wallace  was  born  in  Carroll  County  on 
October  15,  1878.  He  attended  the  public  schools 
in  this  county  and  was  a graduate  of  the  Mem- 
phis Medical  College  of  the  class  of  1908.  He 
served  as  interne  in  the  City  Hospital  of  Mem- 
phis, after  which  he  began  practice  in  Old  Salem, 
Carroll  County,  Mississippi.  In  1919  he  moved 
to  Carrollton.  He  was  a member  of  the  Winona 
District  Medical  Society. 

The  Journal  wishes  to  take  this  occasion  to  ex- 
press its  sympathy  to  his  bereaved  family. 


ISOLATION  OF  PITUITARY  HARMONES. — 

For  his  work  in  an  investigation  of  the  ductless 
glands  and  particularly  in  his  isolation  of  pitui- 
tary hormones.  Dr.  Oliver  Kamm,  director  of 
chemical  research  of  Parke,  Davis  & Company, 
manufacturing  chemists,  has  been  awarded  the 
$1000  prize  by  the  American  Association  for  the 
Advancement  of  Science  for  the  “most  note- 
worthy contribution  to  science  presented  at  the 
annual  meeting.”  The  award  was  announced  on 
January  2 by  Dr.  Henry  Fairfield  Osborn,  presi- 
dent of  the  association. 

The  isolation  of  two  harmones  from  the  pos- 
terior lobe  of  the  pituitary  gland  is  held  by  chemi- 
cal scientists  to  be  equal  in  importance  to  the 
isolation  of  insulin  and  the  discovery  of  adrena- 
lin. Dr.  Kamm  isolated  the  alpha  and  beta  hor- 
mones of  the  posterior  pituitary  after  twelve 
years  work  in  the  Parke,  Davis  Research  Labora- 
tories. This,  incidentally,  is  the  first  time  that 


anyone  has  demonstrated  that  one  gland  might 
contain  more  than  one  harmone. 

The  alpha  harmone  is  the  so-called  oxytocic 
principle.  The  beta  harmone  is  the  blood-press- 
ure-raising principle.  Dr.  Kamm  also  showed 
definitely  that  the  beta  hormone  has  the  power  of 
controlling  the  excessive  output  of  water.  His 
paper  before  the  American  Association  for  the 
Advancement  of  Science  showed  that  it  has  been 
a mistake  to  refer  to  the  so-called  “renal 
activiay”  of  pituitary  extracts. 

The  beta  harmone  does  not  act  upon  the  kid- 
neys, but  controls  the  utlization  of  water  by  the 
individual  tissues  of  the  body. 

The  usefulness  of  this  beta  hormone  is  now 
under  investigation  in  diseases  characterized  by 
excessive  loss  of  water,  such  as  diabetes  insipidus, 
burns,  cholera,  other  infections  diseases,  and  sur- 
gical shock. 


BOOK  REVIEWS 


Stedman’s  Medical  Dictionary : By  Thomas  La- 

throp  Stedman,  A.  M.,  M.  D.  New  York, 
William  Wood  & Company.  1928.  pp.  1194. 

The  tenth  edition  of  this  standard  dictionary 
appears  in  exactly  the  same  form  as  the  last  few 
editions.  About  500  new  medical  terms  have  been 
added,  and  a considerable  number  of  obsolete 
words  have  been  deleted.  In  addition  to  these 
features  a table  of  microparasites  has  been  pre- 
pared which  will  aid  very  materially  those  un- 
familiar with  the  new  nomenclature  of  the 
American  Society  of  Bacteriology. 

This  dictionary  we  consider  to  be  the  best  in 
the  English  language.  We  have  used  recurring 
additions  since  the  first  one  came  out  in  1911,  and 
we  have  always  been  able  to  find  the  word  we 
sought,"  clearly  and  intelligently  defined. 

J.  H.  Musser,  M.  D. 


Nutrition:  By  Walter  H.  Eddy,  Ph.D.  Baltimore, 

Williams  & Wilkins.  1928.  237  pp. 

This  little  bok  will  appeal  to  layment  and  stu- 
dents of  medicine  for  whom  it  is  primarily 
written.  Any  intelligent  layman  can  with  some 
application  and  cooncentration  absorb  the  gist  of 
it  as  the  language  is  not  technical  and  the  style  is 
clear.  Many  practitioners  would  do  well  to  peruse 
this  little  volume  as  a result  of  which  many  terms 
such  as  “respiratory  quotient”,  basal  metabolism, 
vitamins  etc.  would  have  greater  significance. 

The  author  has  avoided  dogmatism  and  theoriz- 
ing as  far  as  possible.  The  first  eight  chapters 
consider  general  food  requirements.  The  last 
eight  chapters  take  up  the  subject  of  vitamins  and 
vitamin  requirements.  It  appears  to  the  re- 
viewer that  this  last  half  might  well  have  been 
condensed  for  the  purposes  of  this  book  but  it  is 
quite  apparent  that  this  subject  is  a hobby  of  the 
author — It  should  be  condoned,  however,  as  it 
contains  a great  deal  of  sound  information. 

Randolph  Lyons,  M.  D. 


History  of  Pathology:  By  Esmond  R.  Long, 

Ph.D.,  M.  D.  Baltimore,  Williams  & Wil- 
kins Co.  1928.  pp.  291. 

This  is  a small,  well  written  and  concise 
volume  devoted  to  the  origin  and  evolution  of 
pathology.  The  material  is  necessarily  brief  but 
the  author  has  most  excellently  condensed  the  sub- 
ject matter  so  that  little  of  importance  has  been 
deleted.  The  approach  is  largely  biographical. 
There  is  an  excellent  foreword  by  Lt.  Col.  F.  H. 
Garrison.  There  are  many  most  interesting  pho- 
tographs and  illustrations.  It  is  well  worth  the 
reading. 

I.  L.  Robbins,  M.  D. 


Goiter  Prevention  and  Thyroid  Protection:  By 

Israel  Bram,  M.  D.  Philadelphia,  F.  A. 
Davis  Co.  1928.  pp.  327. 

In  this  small  treatise  on  the  thyroid  and  its 
diseases  and  influence  on  human  economy,  the 
author  frankly  admits  that  the  thyroid  is  the 
great  regulator  of  the  life  processes  of  the  indi- 
vidual and  deals  with  its  social,  psychological  and 
spiritual  influence  on  the  activities  of  man.  It  is 
written  for  both  the  non-medical  as  well  as  the 
medical  public.  The  author  has  been  writing  on 
the  thyroid  for  years  and  knows  whereof  he 
speaks.  It  is  well  presented,  interesting  and  ap- 
parently scientifically  sound  in  general.  There 
are  many  details  on  diet  and  the  use  of  iodin, 
with  which  one  may  take  exception,  but  the 
author  quotes  good  authority  and  states  a vast 
personal  experience  to  support  his  views. 

I.  L.  Robbins,  M.  D. 
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W.  B.  iSaunders  Company,  Philadelphia  and 
London:  A Textbook  of  Surgery,  by  W.  Wayne 

Babcock,  A.  M.,  M.  D.,  F.  A.  C.  S. 

P.  Blakiston’s  Son  & Company,  Philadelphia: 
A Compend  of  Diseases  of  the  Skin,  by  Jay  Frank 
Schamberg,  A.  B.,  M.  D. 

J.  B.  Lippincott  Company,  Philadelphia  and 
London:  International  Clinics,  Volume  IV,  38th 

series.  1928.  Pediatrics  for  the  General  Practi- 
tioner, by  Harry  Monroe  McClanahan,  A.  M.,  M.  D, 

Oxford  University  Press,  New  York:  Treat- 

ment of  Venereal  Disease  in  General  Practice,  by 

E.  T.  Burke,  D.  S.  0.,  M.  B.,  Ch.P.  A Handbook 
for  the  Diabetic,  by  Albert  H.  Rowe,  B.  S.,  M.  S., 
M.  D.  Child  Health  and  Character,  by  Elizabeth 
M.  Slcan  Chesser,  M.  D.  Qualitative  and  Volum- 
etric Analysis  for  Medical  Students,  by  H.  Lam- 
bourne,  M.  A.,  M.  Sc.,  F.  I.  C.,  and  J.  A.  Mit- 
chell, M.  iSc.  Lipiodol  in  the  Diagnosis  of  Thora- 
cic Disease,  by  F.  G.  Chandler,  M.  A.,  M.  D., 

F.  R.  C.  P.  and  W.  Burton  Wood,  M.  A.,  M.  D., 
M.  R.  C.  P.  Methods  of  Biological  Assay,  by 
J.  H.  Burn,  M.  A.,  M.  D. 

Paul  B.  Hoeber,  Inc.,  New  York:  William 

Harvey,  by  Archibald  Malloch,  M.  D.,  M.  R.  C.  P. 
Microscopical  Technique,  edited  by  C.  E.  Mc- 
Clung,  Ph.D. 

Harvard  University  Press,  Cambridge:  Physi- 

cian and  Patient,  edited  by  L.  Eugene  Emerson. 

Tulane  University  Press,  New  Orleans:  An- 
gina Pectoris:  Anatomy,  Physiology  and  Surgi- 

cal Treatment,  by  Walter  B.  Caffey,  M.  D., 
F.  A.  C.  S.,  and  Philip  King  Brown,  A.  B.,  M.  D., 
and  John  Davis  Humber,  B.  S.,  M.  D. 
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THE  VALUE  AND  LIMITATIONS 
OF  LABORATORY  METHODS 
IN  CLINICAL  INVESTIGA- 
TION OF  CARDIOVAS- 
CULAR DISEASES.* 

C.  J.  WIGGERS,  M.  D., 

Cleveland,  Ohio. 

The  director  of  a department  in  a medi- 
cal school  enjoys  many  privileges;  but  he 
carries  numerous  and  varied  responsibili- 
ties as  well.  He  is  charged  not  only  to 
teach  medical  students  but  to  inspire  them 
as  they  learn.  It  is  his  function  so  to  staff 
and  organize  his  department  that  produc- 
tive investigation  for  the  good  of  humanity 
is  continually,  not  spasmodically,  carried 
out.  It  is  his  duty  periodically  to  sum- 
marize by  reviews  or  monographs  the 
status  of  a subject  in  which  he  is  qualified, 
so  that  others  may  keep  in  touch  with  the 
progress  of  contemporary  research.  Occa- 
sionally, as  in  this  instance,  it  is  his 
privilege  to  do  this  in  a more  personal 
way  by  means  of  a lecture.  Frequently, 
he  must  courageously  face  the  less  pleas- 
ant task  of  criticizing  the  methods,  results, 
and  interpretations  of  other  investigators, 
to  the  end  that  the  quality  of  research  shall 
steadily  improve.  Even  though  executive 
matters  be  in  able  hands,  he  cannot  absolve 
himself  from  courageous  participation  in 
molding  the  plastic  tendencies  of  the  insti- 
tution of  which  he  is  a living  part. 

*Chaille  Memorial  Lecture  delivered  at  New 
Orleans,  December  4,  1928,  by  the  Professor  of 
Physiology,  Western  Reserve  University  Medical 
School. 
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I venture  these  observations  of  a general 
nature  before  proceeding  to  the  main  theme 
because  professors  in  the  ranks  can  often 
give  expression  to  ideas  with  better  grace 
and  propriety  than  administrative  officers 
themselves.  Professorial  opinions  so  ex- 
pressed can  only  be  interpreted  as  personal 
views;  whereas  the  same  opinions  uttered 
by  a President  or  Dean  are  more  apt  to  be 
regarded  as  expressions  of  institutional 
policy. 

With  this  sense  of  immunity  from  mis- 
interpretation, the  temptation  arises  to 
devote  an  entire  oration  to  problems 
affecting  a medical  school.  Such  a dis- 
course would  not  be  inappropriate  on  an 
occasion  set  aside  as  a memorial  to  Dr. 
Chaille.  For,  while  it  has  not  been  my 
privilege  to  know  him  personally,  I am 
given  to  understand  that  no  subject  was 
dearer  to  his  heart  than  that  of  the  con- 
stant development  of  the  School  whose 
Dean  he  was, 

I have,  however,  succeeded  in  inhibiting 
this  temptation  to  the  extent  of  touching 
briefly  upon  a single  theme  only,  and  one 
which  leads  directly  to  the  subject  an- 
nounced. I refer  to  practical  methods 
through  which  clinical  departments  may 
derive  greater  assistance  from  the  labora- 
tory sciences. 

The  tendencies  of  the  age  are  evident  to 
all.  Clinicians  everywhere  recognize  that 
material  assistance  is  gained  from  the  ap- 
plication of  laboratory  methods  both  for 
the  purpose  of  investigating  the  phe- 
nomena of  disease  and  as  a matter  of 
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routine  in  diagnosis.  Clinicians  have,  in 
many  instances,  been  leaders  rather  than 
followers  in  the  application  of  laboratory 
apparatus  to  man  and  deserve  credit  for 
advancing  our  knowledge  of  normal  as 
well  as  abnormal  functions  in  many  direc- 
tions. Nevertheless,  too  much  of  the 
clinical  investigation  on  patients  lacks  the 
convincing  precision  and  accuracy  of  true 
scientific  work.  I was  particularly  im- 
pressed with  this  fact  in  a recent  survey  of 
literature  preparatory  to  writing  a review 
of  the  dynamics  of  valvular  disease.  This 
is  partly  due  to  the  clinician’s  atttitude 
and  belief  that  the  acquisition  of  labora- 
tory technic  is  a simple  matter  which  may 
indeed  be  entrusted  to  technical  assistants. 
He  often  fails  to  recognize  that  errors 
steathily  creep  into  results  obtained  by  use 
of  apparatus,  either  on  account  of  inherent 
limitations  of  the  instruments  or  because 
of  faulty  technic  in  their  use.  The  per- 
sonal equation  must  not  be  lost  sight  of. 
It  must  never  be  forgotten  that  errors  that 
attend  the  use  of  an  instrument  of  pre- 
cision are  a function  of  the  individual 
himself  as  much  as  of  the  instrument.  The 
limits  of  accuracy  must  be  experimentally 
established  when  he  himself  uses  the  in- 
strument. The  fact  that  the  clinician 
rarely  has  had  a laboratory  apprenticeship 
where  the  efficiency  and  limitations  of 
apparatus  are  checked  is  largely  account- 
able for  this  clinical  attitude.  This  fallacy 
may  and  often  does  affect  the  results;  the 
basic  data  upon  which  the  conclusions  of 
many  a clinical  investigation  rest  contain 
a significant  but  unrecognized  margin  of 
error.  Hence,  I would  make  a plea  for  a 
more  critical  attitude  in  the  selection  and 
use  of  laboratory  apparatus  by  the 
clinician. 

The  clinical  investigator,  however,  does 
not  restrict  his  studies  to  patients  upon 
whom  Nature  is  already  making  experi- 
ments ; he  reproduces  and  simulates  the 
conditions  in  animals,  with  a view  of  car- 
rying observations  further  than  is  possible 
in  man.  This  tendency  is  gaining  rapidly; 


in  fact,  the  clinician  who  does  not  have  an 
active  experimental  laboratory  attached  to 
his  wards  is  apt  to  be  considered  passe. 
The  motive  and  principle  are  good  and  con- 
siderable advantage  accrues  as  long  as  the 
clinician  limits  himself  to  the  use  of  tech- 
nical apparatus  with  which  he  is  familiar. 
When,  however,  his  ambition  to  engage  in 
experimental  work  outstrips  his  laboratory 
training,  the  results  are  far  from  satis- 
factory. The  space  and  money  devoted  to 
such  undirected  investigations  by  unquali- 
fied clinical  workers  is  not  justified;  the 
time  and  efforts  of  men  so  engaged  could 
be  directed  to  better  ends.  The  products 
of  their  laborious  efforts  could,  I am  sure, 
be  spared  from  the  pages  of  our  research 
journals. 

The  able  clinician  recognizes  the  situ- 
ation. He  knows  that  the  attainment  of 
accurately  controlled  data  as  well  as  their 
interpretation  demands  more  than  an 
elementary  knowledge  of  fundamental  prin- 
ciples. He  also  realizes  fully  and  with 
great  regret  that  his  many  professional 
and  administrative  functions  make  it  im- 
possible for  him  to  keep  abreast  of  the 
rapid  advances  made  in  all  laboratory 
sciences.  He  naturally  looks  to  the  labora- 
tories for  further  aid.  How  can  they  help 
to  advance  clinical  investigation?  Several 
ways  are  being  tried. 

1.  Young  assistants  who  propose  to 
follow  an  institutional  career  may  spend 
a year  or  more  in  a laboratory  either  as 
Fellows  or  Assistants.  Such  training  will 
partly  but  not  wholly  solve  the  difficulties. 
It  gives  younger  clinical  investigators  a 
better  fund  of  information  as  to  current 
aspects  of  a science,  it  enables  them  to 
differentiate  between  efficient  and  inefficient 
apparatus,  it  teaches  them  the  caution  and 
safeguards  necessary  in  attaining  accurate 
results,  and  if  widely  carried  out  will  help 
to  replace  the  present  purposeless  trend  of 
much  clinical  investigation  by  research  of 
a more  significant  sort.  But  valuable  as 
such  a year  or  two  may  be,  the  clinician 
still  finds  himself  trained  only  in  one  direc- 
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tion,  as  far  as  ability  to  undertake  or  direct 
investigative  -work  is  concerned. 

The  suggestion  has  been  made  that  each 
clinical  department  should  ha,ve  men  fully 
trained  in  a fundamental  science.  The 
happy  combination  of  a capable  clinician 
and  a well  trained  investigator  must 
operate  to  give  a well  directed  impulse  to 
the  study  of  disease.  To  be  truly  effective, 
each  clinical  department  in  every  medical 
school  ought  to  have  a full  complement  of 
laboratory  experts;  a biochemist,  a bacte- 
riologist, an  immunologist,  a pathologist, 
a pharmacologist,  a physiologist.  So  con- 
stituted, each  clinical  department  could 
consider  itself  a self-contained  Institute  of 
Medicine.  The  plan,  however,  is  self- 
abortive. The  cost  would  be  prohibitive; 
and  the  number  of  available  places  would 
soon  exceed  the  supply  of  trained  labora- 
tory investigators. 

The  extent  to  which  such  a scheme  can 
operate  to  the  advantage  of  clinical  de- 
partments and  without  injury  to  laboratory 
sciences  is  contingent  upon  the  number  of 
recruits  that  can  be  drawn  into  the  labora- 
tory branches  of  medicine.  To  preserve 
the  integrity  of  the  laboratory  sciences,  it 
is  unwise  to  create  clinical  posts  more 
rapidly  than  laboratories  can  afford  to  part 
with  men.  Nor  should  men  be  tempted  to 
leave  the  laboratory  posts  by  offerings  of 
somewhat  better  compensation.  A few 
years  before  the  War,  this  danger  threat- 
ened the  very  existence  of  some  physiology 
laboratories.  Fortunately,  the  dearth  of 
laboratory  assistants  is  diminishing  some- 
vvhat  and,  with  this  stimulus  of  gradually 
rising  salaries,  we  may  be  able  to  attract 
more  men  and  consequently  spare  more  for 
dinical  positions. 

3.  A great  deal  can  be  accomplished 
without  additional  expense,  by  a more  in- 
ornate co-operation  in  laboratory  and 
dinical  researches.  This  could  go  farther 
;han  the  present  tendency  to  consult  and 
mnfer.  Members  of  laboratory  and  clini- 
:al  division  could  to  advantage  work  to- 


gether upon  many  clinical  problems.  In 
this  way,  newer  and  more  reliable  forms 
of  apparatus  would  supercede  much  equip- 
ment that  is  obsolete;  the  data  would  be 
better  controlled,  and  the  interpretations 
of  results  would  be  integrated  with  the 
clinical  problems.  Indeed,  with  the  proper 
motivating  spirit  behind  such  co-operative 
research,  it  becomes  the  ideal  method  for 
advancing  clinical  investigation.  It  has 
possibilities  which  neither  laboratory  nor 
clinical  departments  working  by  them- 
selves can  hope  to  equal.* 

CLINICAL  AND  LABORATORY  CO-OPERATION  IN  THE 
STUDY  OF  CARDIO-VASCULAR  DISEASE. 

Eecent  laboratory  investigations  have 
established  the  laws  according  to  which 
the  heart  operates  in  health  and  by  means 
of  which  it  compensates  in  disease: 
Whenever  the  rate  of  venous  inflow  ex- 
ceeds, for  even  a short  interval  of  time, 
the  rate  at  which  blood  is  pumped  out  of 
the  auricles,  the  diastolic  size  of  the 
ventricles  increases  and  the  intraventricu- 
lar initial  tension  augments.  As  a result, 
the  systolic  discharge  increases,  partly 
through  prolongation  of  contraction,  partly 
through  a greater  velocity  of  ejection.  The 
economy  of  effort  during  ejection  is  also 
enhanced.  This  is  the  fundamental  mech- 
anism by  which  the  heart  increases  its 
stroke  volume,  (a)  when  the  heart  slows 
greatly  (sinus  bradycardia,  heart  block), 
(b)  when  the  volume  of  blood  returned  to 
the  auricles  increases  (after  exercise, 
dyspnea  or  plethora),  and  (c)  when  part 
of  the  volume  ejected  during  systole  flows 
back  into  the  ventricle  during  diastole  (in 
mitral  and  aortic  regurgitation  where  it  is 
the  compensatory  mechanism  tending  to 
keep  the  systolic  discharge  normal  (d) 
when  the  resistance  to  discharge  is  in- 
creased (in  hypertension,  aortic  stenosis), 
and  (e)  when  ventricular  emptying  would 


*The  remainder  of  the  lecture  was  delivered 
without  a manuscript.  It  consisted  in  an  effort 
to  show  how  such  clinical  and  laboratory  coopera- 
tion is  possible  in  the  study  of  cardiovascular 
diseases. 
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otherwise  be  impaired  as  a result  of  myo- 
cardial weakness  (hypodynamic  heart). 

Laboratory  investigations  have  supplied 
new  forms  of  apparatus,  the  application  of 
which  to  man  enables  us  to  evaluate  the 
behavior  of  the  heart  under  normal  and 
abnormal  conditions,  according  to  the  prin- 
ciples outlined  above.  It  remains  for 
laboratory  and  clinical  investigators  to 
unite  in  applying  such  newer  methods  to 
cardiodynamic  problems  presented  in  the 
clinic. 

We  can  do  no  more  than  to  enumerate 
the  methods  discussed  and  briefly  to  indi- 
date a few  of  the  salient  points  made  in 
regard  to  each  topic.* 

1.  The  comparison  of  roentgen  - ray 
plates  of  different  subjects.  This  furnishes 
our  best  criterion  of  diastolic  size  but  is 
subject  to  complicating  eifects  of  heart 
rate,  hypertrophy,  and  individual  differ- 
ences due  to  age,  weight  and  height. 

2.  Venous  pressure  measurements  in 
man  in  the  extremities  parallel  but  do  not 
actually  measure  right  auricular  pressures. 
They  may  give  evidence  of  the  trend  of 
venous  pressures  but  not  actual  figures  for 
gauging  the  load  on  the  heart. 

3.  Measurement  of  minute  volumes  and 
systolic  discharge.  The  gasometric  meth- 
ods of  determining  minute  volume  are 
sound  in  principle;  but  difficulties  of  appli- 
cation are  so  great  that  I question  whether 
results  by  any  method  applicable  to  man 
can  be  generally  relied  upon.  The  faith  of 
clinical  investigators  in  the  accuracy  of 
these  methods  is  not  sustained  by  critical 
laboratory  studies.  On  the  other  hand,  the 

*This  section  of  the  address  was  copiously  illus- 
trated with  lantern  slides. 


value  of  pulse  pressure  variations  as  an 
index  of  systolic  discharge  has  been  un- 
justly critized  and  minimized. 

4.  Information  given  by  accurate  records 
of  the  central  subclavian  pulse,  when  taken 
in  conjunction  with  ordinate  values  (Fig. 
1)  given  by  brachial,  systolic  and  diastolic 
pressures. 

(a)  The  afterload  against  which  blood 
is  expelled  (=diastolic  pressure). 

(b)  The  maximum  tension  developed 
within  the  ventricles  (=systolic  pressure). 

(c)  The  rate  of  pressure  transfer  from 
ventricle  to  aorta  at  beginning  of  ejection, 
by  steepness  of  first  upstroke  (A — B)  and 
by  vertical  height  of  the  anacrotic  jog  (B). 

(d)  The  velocity  with  which  the  ven- 
tricle expels  its  contents  during  maximum 
ejection — by  the  gradient  of  the  rise 
from  B — C. 

(e)  The  duration  of  the  ejection  phase 
(A — D),  and  its  subdivisions  A — B,  initial 
ejection;  B — C,  maximum  ejection;  C — D, 
reduced  ejection. 

5.  CUnicoX  methods  for  evaluating  pres- 
sure conditions  in  pulmonary  circuit,  (a) 
Left  auricular  engorgement — detectable  by 
roentgen-ray  methods,  large  P waves  of 
electrocardiograms. 

(b)  Augmented  pumonary  arterial  pres- 
sures— detectable  by  accentuation  of  second 
sound.  The  technic  of  registration  by 
direct  means  was  given. 

(c)  Methods  of  detennining  pulmonary 
circulation  time. 

(d)  Vital  capacity  measurement  as 
criterion  of  pulmonary  congestion. 
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THE  DIAGNOSIS  OF  MYOCARDIAL 

INSUFFICIENCY:  RESULTS  WITH 
MODIFICATION  OF  THE 
DWIGHT-FROST  CARDIO- 
RESPIRATORY TEST.* 

ALLAN  EUSTIS,  M.  D., 

New  Orleans. 

Many  of  us  easily  recognize  edema  of 
he  ankles,  marked  dyspnea  or  edema  of 
he  lungs,  with  an  enlargement  of  the 
leart,  as  evidence  of  a failing  heart  muscle, 
)ut  if  we  wait  for  these  late  signs  in  this 
ondition  the  prognosis  is  considerably 
graver  and  the  treatment  more  extensive 
ind  costly  to  the  patient. 

Accepting  Starling’s  opinion  that  the 
)hysiology  of  the  heart  muscle  as  regards 
ts  ability  to  contract  and  perform  work  is 
dentical  with  that  of  the  skeletal  muscles, 

; have  for  years  attempted  to  recognize 
sarly  signs  of  myocardial  failure  and  by 
oning  up  the  heart  muscle  with  proper 
exercise,  I believe  I have  seen  some  bene- 
icial  results,  which  I have  reported  in  the 
)ast.<^>  It  cannot  be  denied  that  the 
ifficiency  of  the  heart  function  is  depend- 
>nt  directly  upon  the  tone  of  its  muscle, 
ind  that  any  treatment  of  an  individual 
ihould  be  based  upon  a consideration  of  the 
one  of  his  heart  muscle,  be  the  treatment 
surgical,  medical  or  hygienic. 

In  arriving  at  a diagnosis  of  a weak- 
ened heart  muscle,  the  history  of  the  case 
s very  important,  bearing  in  mind  that  all 
she  acute  infectious  diseases,  as  well  as 
syphilis,  rheumatism  and  renal  insufficiency 
eave  their  imprint  upon  the  heart  muscle. 
Dne  of  the  earliest  symptoms  is  dyspnea, 
tioticed  only  when  mounting  stairs,  or 
ipon  other  slight  extra  exertion,  and  often 
not  recognized  by  the  patient  until  re- 
minded by  questioning  of  the  examiner.  A 
slight  hacking  cough,  often  nocturnal,  may 
be  the  initial  symptom. 


“^Read  before  the  Orleans  Parish  Medical  Soci- 
ety, November  26,  1928. 


Pain  in  the  epigastrium,  with  an  en- 
larged, soft,  tender  left  lobe  of  the  liver 
may  be  the  symptom  causing  the  patient  to 
seek  medical  aid,  or  it  may  be  indigestion 
and  a general  feeling  of  lassitude.  Vertigo 
on  exertion,  fainting  spells  and  edema  of 
the  ankles  or  lungs,  even  though  slight, 
must  be  regarded  as  evidence  of  marked 
myocardial  weakness. 

In  an  attempt  to  recognize  these  cases 
early,  I believe  we  should  consider  a soft 
systolic  murmur  at  the  apex,  distant  indis- 
tinct heart  sounds,  and  all  arrythmias  as 
suspicious  of  myocardial  changes,  while  a 
pulsus  alternans  obtained  in  the  routine 
taking  of  systolic  blood  pressure  has  uni- 
formly proven  to  be  due  to  a weakened 
heart  muscle.  When  this  condition  is  sus- 
pected instruments  of  precision  should  be 
used  as  aids  in  arriving  at  a positive  diag- 
nosis, and  along  with  the  electrocardio- 
graph and  polygraph,  the  cardio-respira- 
tory  test  should  be  included. 

In  a paper  before  the  Sixth  Annual  Con- 
gress of  Anesthetists  in  May,  1927,  I re- 
ported results  with  a modification  of  the 
original  technic  of  Frost’s^^)  which 

was  favorably  discussed  by  him  at  that 
time,  and  I understand  that  he  has  since 
modified  his  original  plan  somewhat  along 
the  lines  suggested. 

I have  been  using  the  Dwight-Frost 
Cardio-Respiratory  test  as  a routine  in  my 
office  work  since  1924,  and  I am  firmly 
convinced  that  it  is  an  extremely  valuable 
aid  in  the  diagnosis  of  myocardial  in- 
sufficiency. To  one  unfamiliar  with  the 
method,  the  test  may  at  first  appear  com- 
plicated and  impractical,  but  very  little 
experience  soon  removes  objection. 

The  technic  is  fully  described  by  Frost, 
as  well  as  in  a paper  by  me,(’-)  both  of 
which  references  are  easily  accessible,  and 
a detail  of  the  original  methods  of  proce- 
dure is  unnecessary. 
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MODIFICATIONS  OF  THE  ORIGINAL  TECHNIC. 

As  a means  of  evaluating  cardio-  vas- 
cular cases  from  a life  insurance  stand- 
point, the  full  technic  is  necessary 
and  should  he  followed  closely.  From  a 
clinical  standpoint,  however,  I am  of  the 
opinion  that  the  last  three  steps  in  the 
test;  in  which  the  patient  is  made  to  expire 
his  full  vital  capacity  through  a Simplex 
Spirometer  three  successive  times,  is  the 
all  important  part  of  the  test.  In 
numerous  instances,  I have  been  able  to 
demonstrate  the  presence  of  myocardial  in- 
sufficiency by  this  means,  which  subsequent 
observation  of  the  patient  has  confirmed. 
Several  precautions,  however,  should  be 
observed: — (1)  A constant  pressure  of  20 
mm.  should  be  maintained;  (2)  the  full 
vital  capacity  should  be  expired;  (3)  the 
maximum  rise  in  systolic  pressure  should 
be  recorded;  (4)  the  rapidity  with  which 
the  terminal  rise  in  systolic  pressure  ap- 
pears, should  be  noted;  in  cases  of  marked 
myocardial  weakness,  five  to  ten  seconds 
may  elapse  after  release  of  positive  pres- 
sure in  the  thorax  before  the  systolic 
pressure  can  be  heard;  (5)  the  systolic 
pressure  before  each  step  should  be  noted, 
as  a falling  base  line  has  great  significance ; 
(6)  the  successive  steps  should  succeed  one 
another  within  ten  seconds  of  each  other. 

I have  not  found  it  necessary  to  release 
the  pressure  in  the  cuff  until  the  three 
stages  have  been  completed.  There  are 
points  in  the  use  of  the  test,  such  as  the 
detection  of  the  so-called  “irritable”  heart 
with  hypertension  after  respiratory  strain; 
and  the  reaction  of  diastolic  pressure  to 
respiratory  strain,  especially  noted  by 
Amiral,<®>  which  are  not  within  the  scope 
of  this  paper,  but  which  may  be  very  im- 
portant in  judging  a life  insurance  risk, 
and  for  which,  the  full  technic  is  necessary. 

I have  followed  Frost’s  technic  carefully, 
but  found  that  steps  3,  4 and  5,  have  not 
given  sufficient  information  to  warrant  the 
time  consumed  in  instructing  the  patient  in 
same;  and  for  the  past  two  years  I have 
dispensed  with  these  steps.  Step  2,  in 


which  the  patient  inspires  fully  and  re- 
laxes the  chest  and  the  diaphragm  gives  an 
idea  of  the  tone  of  the  heart  muscle  and 
demonstrates  if  the  patient  understands 
what  is  meant  by  a full  inspiration. 

PRESENT  PLAN  OF  USING  THE  TEST. 

The  technic  which  I now  use,  is  as 
follows : After  physical  examination  of 

the  patient  with  recording  of  results,  the 
systolic  and  diastolic  pressure  is  taken  by 
the  auscultatory  method  with  the  patient 
seated,  the  pulse  rate  being  counted  at  the 
same  time  by  auscultation  over  the  brachial 
artery.  The  patient  is  then  instructed  to 
inhale  fully,  close  the  glottis  and  relax  the 
diaphragm,  the  systolic  pressure  being 
noted,  but  not  recorded.  The  pressure  in 
the  cuff  is  then  released  and  the  patient 
told  to  expire  through  the  spirometer  after 
full  inspiration,  cautioning  him  to  watch 
the  pressure  gauge  and  keep  the  pressure 
uniform  at  20  mm.  of  mercury.  The  sys- 
tolic pressure  is  taken  before  the  patient 
inhales,  and  after  expiration  has  been  com- 
pleted, the  maximum  systolic  pressure 
being  recorded.  Without  releasing  pres- 
sure in  the  cuff,  the  needle  of  the  spiro- 
meter is  turned  to  zero,  the  systolic 
pressure  is  again  taken  and  the  patient 
again  instructed  to  inhale  fully  and  expire 
through  the  spirometer  as  before.  Three 
successive  readings  are  then  made,  corre- 
sponding to  steps  6,  7,  and  8 in  Frost’s 
technic.  The  results  of  each  previous  step 
can  be  recorded  while  the  patient  is  expir- 
ing through  the  spirometer,  this  being 
facilitated  by  a pad  on  the  desk  with  blank 
spaces  to  be  filled  in,  as  shown  by  the 
accompanying  sample: 


CARDIO  RESPIRATORY  TEST. 


BI0<3 

•d  Pressure 

and  Pulse 

Vital 

Before  Test 

After  Test 

Capacity 

Systolic  ... 

120 

Systolic  

.130 

230 

Diastolic  . 

80 

Diastolic  

. 80 

Pulse  rate. 

76 

Pulse  rate 

. 74 

Base  Line 

Response 

Cu.  In.  Air  Blown 

1. 

120 

140 

225 

2. 

130 

150 

230 

3. 

145 

165 

225 

The  pressure  in  the  cuff  is  then  released 
and  after  a delay  of  about  ten  seconds  the 
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systolic  and  diastolic  pressure,  as  well  as 
the  pulse  rate,  are  finally  noted,  followed 
by  auscultation  of  the  heart  to  determine 
the  appearance  of  any  murmurs  or  the 
accentuation  of  pre-existing  mumurs,  as 
well  as  a notation  of  any  irregularity  in 
rhythm. 

The  response  in  each  step  can  be  plotted 
as  a curve,  an  ascending  curve  denoting  a 
normally  functioning  myocardium. 

This  modification  shortens  the  Dwight- 
Frost  test  materially,  and  can  be  carried 
out  in  a few  minutes.  It  should  be  a rou- 
tine procedure  before  any  anesthetic  is 
administered,  as  well  as  in  any  complete 
physical  examination.  A discussion  of  a 
few  cases  will  probably  be  more  convinc- 
ing in  determining  the  clinical  value  of  the 
test,  than  any  statistical  study  of  cases, 
and  I have  therefore,  chosen  the  former 
method. 

ILLUSTRATIVE  CASE  REPORTS  AND  COMMENTS 

Case  I.  (Chart  I).  A young  man  examined 
by  me  in  August,  1925,  with  a long  s anding  or- 
ganic valvular  heart  lesion,  resulting  in  mitral  ■ 
regurgitation.  Heart  was  hypertrophied  and  re- 
sponded excessively  to  respiratory  strain,  so  that 
he  was  a poor  insurance  risk,  but  an  excellent 
operative  risk.  He  is  in  perfect  health,  plays 
golf  regularly,  and  his  curve  denotes  a good 
myocardium. 

Case  II  (Chart  II).  A patient  with  attacks  of 
tachycardia  coming  on  at  irregular  intervals,  and 
greatly  worried  over  his  condition,  having  been 
told  that  he  had  “myocarditis”  after  an  electro- 
cardiographic tracing  had  been  made.  He  was 
highly  neurotic  and  suffering  from  gastric  dis- 
tension, the  result  of  pylorospasm.  No  physical 
signs  could  be  found  suggesting  any  cardiac  lesion, 
and  his  curve  denotes  a sound  myocardium. 

Case  III  (Chart  III).  The  curve  as  well  as 
physical  signs  denote  an  enlarged  heart  with  a 
weakened  heart  muscle,  the  result  of  lues.  A 
poor  operative  risk. 

Case  IV  (Chart  IV).  Evident  myocardial  in- 
sufficiency, and  a poor  operative  risk. 

Case  V (Chart  V,  A and  B).  A merchant,  62 
years  old,  with  dypsnoea  on  exertion,  cough  and 
occasional  vertigo.  At  first  examination,  Feb- 
ruary 24,  1926,  (Chart  V,  A.)  he  had  definite 
myocardial  insufficiency,  following  influenza,  and 


at  this  time  he  was  a poor  operative  risk.  After 
an  intitial  rest  in  bed  followed  by  graduated 
exercises,  his  heart  muscle  has  toned  up  and  he, 
now,  has  no  subjective  symptoms  of  a weak- 
ened heart  muscle,  while  a cardio-respiratory 
test  made  March  21,  1927,  (Chart  V,  B.)  shows 
a normal  response  to  respiratory  strain.  In  my 
opinion  he  is  now  a good  operative  risk. 

Case  VI  (Chart  VI).  A clerk,  46  years  of 
age,  complaining  of  nervousness,  palpitation,  op- 
pressed feeling  in  region  of  heart,  gastric  disten- 
sion. He  was  told  he  had  “nervous  indigestion.” 
Physical  examination  was  only  suggestive  of  a 
weakened  heart  muscle,  but  his  response  to  the 
cardio-respiratory  test  was  very  poor,  and  with 
a falling  base  line,  a diagnosis  of  myocardial  in- 
sufficiency was  made,  which  was  confirmed  by 
the  development  later  of  definite  symptoms  of 
such;  a poor  operative  risk. 

Case  VII  (Chart  VII,  A.  and  B.).  A manager 
of  an  oil  company  and  leading  a very  sedentary 
life,  was  examined  by  me  first,  March  9,  1925, 
(Chart  VII,  A.)  when  no  definite  signs  of  any 
myocardial  disease  could  be  determined,  but  he 
was  advised  to  take  more  exercise  on  account 
of  a slightly  lower  response  to  respiratory  strain 
than  is  normal.  In  September,  1926,  following 
influenza,  he  had  an  acute  dilatation  of  the 
heart,  with  auricular  fibrillation,  and  he  was  mori- 
bund for  24  hours,  the  heart  finally  responding 
to  quinidin.  He  is  now  able  to  attend  to  his 
business,  but  has  dypsnea  on  climbing  stairs, 
while  physical  signs  and  the  response  to  the 
cardio-respiratory  test,  (Chart  VII,  B.)  denote 
marked  myocardial  weakness.  He  is  a poor  oper- 
ative risk  at  present,  and  in  my  opinion  the  prog- 
nosis is  grave  as  he  cannot  be  persuaded  that  he 
has  a bad  heart,  since  he  has  been  told  that  he 
has  no  murmur. 

Case  VIII  (Chart  VIII,  A.  and  B.).  J.  B.  S., 
aged  63,  who  has  been  under  my  observation  for 
the  past  13  years,  coming  for  periodic  physical 
examination  every  three  to  six  months.  In  1915 
a weakened  heart  muscle  was  recognized  associ- 
ated with  adiposity  and  he  was  persuaded  to  take 
up  golf,  gradually  increasing  the  number  of  holes 
he  was  allowed  to  play  up  to  the  full  18.  After 
losing  about  30  pounds  in  weight  and  daily  rounds 
of  nine  holes  of  golf,  his  heart  muscle  compen- 
sated fully,  to  show  evidence  of  failure  after 
a mild  catarrhal  affection  of  the  respiratory 
tract.  Chart  VIII,  B.,  shows  the  heart  muscle 
functioning  normally,  while  Chart  VIII,  A.,  shows 
a poor  response,  with  marked  decrease  in  the 
vital  capacity,  auricular  fibrillation  and  the  ap- 
pearance of  a murmur  at  the  apex.  Decompen- 
sation had  followed  a month’s  touring  trip  when 
he  took  no  exercise,  ate  excessively,  and  finally 
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aught  a cold.”  He  consulted  me  for  cough  and 
general  feeling  of  lassitude,  but  I conscientiously 
lieve  he  is  alive  today,  because  the  cardiac 
‘akness  was  recognized  by  means  of  this  test 
d he  was  cautioned  against  over-exertion. 

Case  IX  (Chart  IX,  A.).  J.  H.  W.,  aged  54, 
nsulted  me  for  attacks  of  syncope.  There  was 
I dyspnea  or  other  subjective  symptoms  of  car- 
ac  weakness.  The  cardio-respiratory  test  first 
tracted  attention  to  his  cardiac  weakness,  a par- 
il  heart  block  later  being  dfemonstrated  by 
e electro  cardiograph.  Treatment  of  his  heart 
s resulted  in  perfect  health  today. 


Comments  on  Charts 

Chart  1.  C.  E.  McG.,  age  32,  weight  123, 
ight  5 ft.  IV4,  in.,  date  8/12/25. 


— Blood  Pressure  and  Pulse 


Before  Test 

'stolic....  140 
iastolic..  90 
ilse  rate  100 


After  Test 

Systolic....  155 
Diastolic..  100 
Pulse  rate  112 


Vital  Capacity 
280  cu.  in. 
Capacity  Blown 
260  cu.  in. 
270  “ 

280  “ 


Heart:  Hypertrophied,  but  compensated.  Loud 
stolic  blow  at  apex,  transmitted  to  base  and  up 
dlla.  Transverse  cardiac  dullness  16  cm.  Apex 
iat  at  mammary  line. 


Comment:  Response  excessive  with  ascending 

base  line.  Good  operative  risk,  but  poor  insur- 
ance risk.  Myocardial  tone  good. 


Chart  2.  M.  P.  B.,  age  48%,  weight  153%, 
height  5 ft.  4%  in.,  date  5/3/27. 


Blood  Pressure  and  Pulse 


Before  Test 

Systolic....  110 
Diastolic..  60 
Pulse  rate  80 


After  Test 

Systolic....  120 
Diastolic..  60 
Pulse  rate  7 6 


Vital  Capacity 
240  CU.  in. 
Capacity  Blown 

225  cu.  in. 
240  “ 

240  “ 


Attacks  of  tachycardia.  Highly  neurotic;  had 
been  told  he  had  “myocarditis,”  after  electro- 
cardiographic tracings  had  been  taken. 

Heart:  No  enlargement.  Transverse  cardiac 

dullness  14  cm.  No  murmurs,  and  pulse  regular. 

Comment:  Response  normal  in  every  respect 

with  ascending  base  line. 


Chart  3.  L.  G.,  age  49,  weight  227,  height  5 ft. 
11%  in.,  date  10/15/26. 

Vital  Capacity 

Blood  Pressure  and  Pulse 240  CU.  in. 

Before  Test  After  Test  Capacity  Blown 


Systolic....  128  Systolic....  128  225  cu.  in. 

Diastolic..  80  Diastolic..  80  225  “ 

Pulse  rate  84  Pulse  rate  80  240  “ 
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Heart:  Enlarged.  Transverse  cardiac  dullness 

17  cm.  Extra  systole  every  3rd  or  4th  beat. 
Cardiac  sounds  distant.  No  dyspnea  or  other 
signs  of  decompensation. 

Comment:  Response  to  strain  very  weak  and 

a long  interval  before  return  of  sound  between 
each  step.  Subsequently  patient  developed  defi- 
nite signs  of  decompensation. 


Chart  4.  J.  W.  W.,  age  50,  weight  163%, 
height  5 ft.  6%  in.,  date  9/29/26. 


Vital  Capacity 

Blood  Pressure  and  Pulse 240  CU.  in. 

Before  Test  After  Test  Capacity  Blown 


Systolic.... 

92 

Systolic.... 

92 

255  CU. in. 

Diastolic.. 

60 

Diastolic.. 

60 

240  “ 

Pulse  rate 

84 

Pulse  rate 

88 

225  “ 

Heart:  Slightly  enlarged.  Transverse  cardiac 

dullness  15  cm.  No  murmurs,  but  sounds  distant. 
Emphysema  and  history  of  asthma. 


Comment:  Poor  response,  and  with  falling 

base  line  suggestive  of  myocardial  insufficiency. 

Chart  5a.  B.  F.  T.,  age  62,  weight  185,  height 
5 ft.  814  in.,  date  2/24/26. 


Blood  Press 

Before  Test 

Systolic....  110 
Diastolic..  70 
Pulse  rate  88 


! and  Pulse 

After  Test 

Systolic....  106 
Diastolic..  70 
Pulse  rate  88 


Vital  Capacity 
195  CU. in. 
Capacity  Blown 

195  CU.  in. 
195  “ 

195  “ 


Heart:  Enlarged  to  right.  Apex  beat  inside 

mammary  line.  Transverse  cardiac  dullness  16 
cm.  No  murmurs,  but  sounds  are  feeble.  Sub- 
jective symptoms  of  myocardial  insufficiency. 


Comment:  Poor  response  but  no  fall  in  base 

line.  Suggestive  of  myocardial  insufficiency. 


Chart  5b.  B.  F.  T.,  age  62,  weight  185,  height 
5 ft.  8V2  in.,  date  3/21/27. 


Blood  Pressure  and  Pulse — ■ — 

After  Test 


Before  Test 

Systolic....  130 
Diastolic..  80 
Pulse  Rate  80 


Systolic....  135 
Diastolic..  80 
Pulse  rate  80 


Vital  Capacity 

CU.  in. 

Capacity  Blown 
285  CU.  in. 
285  “ 

285  “ 

treatment  of  his 


Same  as  5a,  after  one  year’s 
heart. 


Heart:  Transverse  cardiac  dullness  17  cm.  No 

murmurs.  No  subjective  symptoms  of  cardiac 
failure. 

Comment:  Response  to  strain  is  normal  with 

ascending  base  line. 

Chart  6.  W.  H.  D.,  age  46,  weight  131%, 
height  5 ft.  11%  in.,  date  6/7/26. 


— ■ Blood  Pressure  and  Pulse 

Before  Test 


Systolic....  108 
Diastolic..  80 
Pulse  rate  84 


After  Test 

Systolic....  108 
Diastolic..  80 
Pulse  rate  88 


Vital  Capacity 

CU.  in. 

Capacity  Blown 

300  CU.  in. 
280  *• 

270  “ 


Heart:  Not  enlarged.  Apex  beat  at  mammar; 

line.  Transverse  cardiac  dullness  14  cm.  Pulsui 
alternans.  Soft  systolic  murmur  heard  over  ensi 
form  cartilage  and  not  transmitted. 


Comment:  Medium  response  to  strain  and  fall 
ing  base  line  suggestive  of  myocardial  weakness 
Patient  has  since  developed  more  pronouncec 
symptoms  of  cardiac  failure. 

Chart  7a.  W.  0.  H.,  age  60,  weight  150 
height  5 ft.  6%  in.,  date  3/9/25. 


Blood  Pressure 

Before  Test 

Systolic....  120 
Diastolic..  75 
Pulse  rate  64 


and  Pulse 

After  Test 

Systolic....  130 
Diastolic..  80 
Pulse  rate  64 


Vital  Capacity 

CU.  in. 

Capacity  Blown 

240  CU.  in. 
210  “ 

225  “ 

No  mui 


Heart:  Normal  in  size  and  rhythm, 
murs  audible. 


Comment:  A normal  response  with  ascendin 

base  line. 


Chart  7b.  W.  O.  H.,  age  62,  weight  15( 
height  5 ft.  6%  in.,  date  5/5/27. 

Vital  Capacity 

• -Blood  Pressure  and  Pulse CU.  in. 


Before  Test 

Systolic....  110 
Diastolic..  80 
Pulse  rate  76 


After  Test 
Systolic....  116 
Diastolic..  80 
Pulse  rate  72 


Capacity  Blowr 
160  CU.  in. 
140  “ 

150  “ 


Same  as  Chart  7a. 

Comment:  Poor  response  with  stationery  ba; 

line  suggests  myocardial  weakness.  There  is  als 
great  reduction  in  vital  capacity  since  first  te 


in  1925. 


Chart  8a.  J.  B.  S., 
4/3/28. 

Blood  Pressure  and 

Before  Test 

Systolic....  140 
Diastolic..  90 
Pulse  rate  120 


age  63,  weight  236,  da 

Vital  Capacity 

CU.  in. 

Capacity  Blowl 

120  CU.  in. 
110  “ 
120  “ 


Pulse 
After  Test 

Systolic....  138 
Diastolic..  90 
Pulse  rate  130 


Has  been  under  personal  observation  for  pa 
13  years  and  came  for  periodic  physical  exami, 
ation,  complaining  only  of  slight  cough  and  la 
guidity. 


Heart:  No  enlargement  and  no  murmur 

Tachycardia  and  extra  systoles  every  3rd  to  5^ 
beat.  Alternating  systolic  blood  pressure. 
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Comment:  Incomplete  response  and  falling 

ase  line  denotes  failing  heart  muscle.  Electro- 
ardiographic  tracing:  Auricular  fibrillation, 

entricular  extra  systoles.  Left  ventricular  pre- 
onderance. 


Chart  8b.  J.  B.  S.,  age  63,  weight  236,  date 
/6/28. 


Blood  Pressure  and  Pulse 


Before  Test 

ystolic....  145 
'iastolic..  90 
ulse  rate  76 


After  Test 

Systolic....  145 
Diastolic..  90 
Pulse  rate  76 


Vital  Capacity 

cu. in. 

Capacity  Blown 
180  CU.  in. 
180  “ 

195  “ 


Same  patient  as  represented  in  Chart  8a,  run 
uring  periodic  physical  examination. 

Heart:  Normal  in  size  and  rhythm.  No  mur- 

lurs  and  systolic  blood  pressure  regular. 


Comment:  A normal  response.  No  evidence 

f myocardial  weakness. 


Chart  9a.  J.  H.  W.,  age  58,  weight  206,  height 
ft.  7 in.,  date  2/25/27. 


— ■ Blood  Pressure  and  Pulse 


Before  Test 

ystolic....  132 
iastolic..  80 
ulse  rate  76 


After  Test 

Systolic....  135 
Diastolic..  80 
Pulse  rate  80 


Vital  Capacity 

CU.  in. 

Capacity  Blown 
180  CU.  in. 
190  “ 

190  “ 


Heart:  Cardiac  dullness  slightly  increased  over 
ormal.  (5  and  15  cms.)  No  murmurs  but  heart 
)unds  distant  and  indistinct. 

Comment:  This  response  is  abnormal,  but  the 

mg  pause  before  reappearance  of  auditory  beats 
fter  each  test  is  strongly  indicative  of  myocar- 
ial  weakness.  E.  C.  G. — Inverted  “T”  waves  in 
lird  lead.  Suspicious  evidence  also  of  partial 
2art  block. 


SUMMARY. 

(1)  The  Dwight-Frost  Cardio-Respira- 
)ry  Test  is  a valuable  aid  in  the  diga- 
osis  of  myocardial  insufficiency,  (2)  For 
iis  purpose  Steps  6,  7 and  8 of  the  test, 
re  deemed  sufficient,  and  a modification 
f the  original  technic  is  proposed.  (3)  A 
oor  response  to  respiratory  strain  in 
, 7 and  8,  with  a falling  base  line  is  con- 
idered  suggestive  of  myocardial  weakness. 
4)  Case  reports  with  accompanying  charts 
n patients  followed  over  periods  of  a year 
r two,  demonstrate  that  the  response  to 
le  cardio-respiratory  test  is  in  proportion 
) other  definite  signs  of  myocardial  weak- 
ess.  (5)  The  test  should  be  of  value  to 


the  anesthetist  in  evaluating  operative 
risks. 
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THE  CONSIDERATION  OF  THE  PSY- 
CHIC FACTORS  IN  PHYSICAL 
DISEASE* 

C.  S.  MILLER,  M.  D., 

Jackson,  La. 

How  often  is  the  surgeon,  the  internist 
or  the  general  practitioner  called  to  see  a 
case  and  find  himself  confronted  with  an 
individual  whose  predominant  symptoms 
are  mental?  Then  again,  just  how  often 
has  he  failed  to  recognize  the  underlying 
mental  or  emotional  state  of  his  patient? 
These  are  every  day  occurrences  met  by  the 
physician,  whether  he  be  a specialist  or 
general  practitioner  and  are  of  vast  im- 
portance in  making  his  diagnosis  and  in- 
stituting proper  treatment. 

In  the  care  and  treatment  of  any  disease, 
either  physical  or  mental,  the  psychologic 
aspect  should  be  carefully  considered. 
Every  physician  should  know  just  how  a 
patient  feels  towards  himself  and  his 
trouble.  Since  the  practice  of  medicine 
has  been  divided  into  the  many  specialties, 
there  is  a tendency  to  lose  sight  of  the  pa- 
tient, especially  his  psychologic  make  up, 
and  treat  only  the  diseased  part  involved. 
It  is  a very  common  occurrence  for  the  in- 
ternist to  say  to  his  patient  who  has  con- 
sulted him  for  an  abdominal  pain,  “You 
had  better  see  a surgeon  regarding  this 
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trouble”  or  “An  operation  will  most  likely 
have  to  be  performed.”  If  the  trouble  is 
purely  psychogenic,  you  have  only  helped 
the  patient  to  establish,  in  his  mind,  a 
fixed  pathological  condition  where  none 
exists  and  hindered  materially  the  prog- 
nosis of  an  early  recovery. 

The  failure  to  recognize  the  psychic 
element  in  disease  has  provided  the  means 
for  the  different  cults  to  thrive.  The  pa- 
tient desires  relief  and,  if  his  physician 
does  no  accomplish  this,  he  then  seeks  aid 
elsewhere. 

Why  are  the  mental  symptoms  so  often 
overlooked?  Simply  because  the  busy  prac- 
titioner does  not  give  his  patient  suf- 
ficient time  to  elicit  the  psychogenic  na- 
ture of  their  trouble.  In  this  day  with 
specialists  and  laboratory  facilities  at  our 
disposal,  we  get  away  from  the  individual- 
ism and  personality  make  up  of  the  patient 
and  expect  him,  after  he  has  gone  through 
the  mill,  to  come  out  a finished  product. 
It  is  necessary  to  spend  sufficient  time  to 
allow  the  patient  to  unburden  himself  of 
his  life’s  history  that  the  physician  may 
gain  a true  insight  into  his  emotional 
sphere  and  the  stress  that  probably  is  be- 
ing encountered.  Every  physician,  whether 
he  be  surgeon,  internist  or  specialist, 
should  familiarize  himself  with  psychology 
and  psychotherapy.  It  will  frequently  be 
found  that,  through  these  channels,  he  will, 
in  many  cases,  hasten  the  recovery  of  his 
patient  and  often  prevent  harm  by  mis- 
directed therapy.  Deep  rooted  complexes 
are  brought  to  the  surface  by  allowing  suf- 
ficient time  for  the  patient  to  tell  his 
trouble,  especially  if  the  physician  is  a 
sympathetic  listener,  and  many  conflicts 
that  have  proved  a hindrance  are  removed. 

The  nervous  system  is  intricately  con- 
nected with  the  human  organism.  The 
cerebral  cortex  is  regarded  as  the  location 
of  the  mind,  which  is  the  power  that  gov- 
erns the  personality.  The  emotions  have 
definite  influence  on  the  many  organs  of  the 
body.  Cannon  has  shown  that  the  signs 


of  emotional  disturbances  are  due  to  th 
actions  of  the  sympathetic  nervous  ap 
paratus  upon  the  viscera.  By  his  experi 
ments  on  animals,  it  was  demonstrate 
that  there  were  many  changes  in  the  bod 
caused  by  emotions ; the  digestive  secrt 
tion,  the  heart’s  action,  the  blood  sugai 
etc.,  was  influenced  materially  by  pair 
hunger,  fear  and  rage.  Other  invest! 
gators  have  shown  that  mental  and  emc 
tional  states  can  influence  the  leukocyti 
count.  Numerous  reactions  are  commor 
ly  noted  during  the  different  emotions 
such  as,  tremors,  increased  perspiratioi 
diminished  salvary  secretion,  laughtei 
tears,  etc. 

There  are  two  main  factors  of  the  ner|^ 
ous  system;  namely,  excitation  and  inhib 
tion.  Excitation  increases  neural  fun( 
tion  while  inhibition  decreases  or  r( 
presses  neural  function.  These  antagonij 
each  other  and  are  necessary  for  all  psj 
chic  and  somatic  functions.  In  the  mei 
tal  life,  these  two  factors  determine  one 
reaction  to  his  environment.  Throughoi 
life,  these  forces  are  constantly  at  confli( 
and,  from  it,  result  many  complexes,  whic 
are  repressed,  giving  rise  to  personalit 
changes,  psychic  dissociations,  etc.  Thes 
repressions  are  responsible  for  the  man 
psychic  manifestations,  such  as  fear 
phobias,  anxieties  and  obscessions  noted  i 
the  psychoneurotic.  They  may  also  simi 
late  somatic  conditions,  and  it  is  in  thes 
cases  that  the  physician  is  most  concernei 
If  the  symptoms  are  vague  and  ill-define 
the  psychic  element  is  easily  discoverC' 
but  frequently  they  simulate  definite  patl 
ological  disease,  especially  is  this  tri 
when  referred  to  the  abdominal  viscer 
An  operation  in  such  cases  would  be  of  i 
benefit  and  in  all  probability  would  gi^ 
rise  to  additional  symptoms.  Not  infr 
quently  does  it  happen  that  the  psych 
element  is  complicated  by  a somatic  diseas 
in  which  case,  the  somatic  condition  mu 
be  treated  before  the  psychic  element  c£ 
be  removed. 
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I had  a female  patient  admitted  to  my 
service  complaining  of  pain  in  the  chest, 
difficulty  in  breathing,  being  “unable  to 
take  a deep  breath,”  cough,  anorexia,  and 
lassitude.  Thorough  physicial  examina- 
tion failed  to  disclose  any  findings  to  ac- 
count for  the  symptoms.  The  history  re- 
vealed the  fact  that  the  patient  had  nursed 
her  mother  for  many  years,  who  had  died 
with  tuberculosis.  This  was  evidently  a 
transferrence  of  an  emotional  state  into  a 
bodily  symptom.  After  the  condition  was 
explained  to  the  patient,  recovery  was 
rapid  and  she  was  able  to  return  home  to 
her  former  occupation  after  a short  stay 
in  the  hospital. 

Careful  examination  frequently  dis- 
closes some  delusional  idea  to  account  for 
the  physical  findings.  One  of  my  patients 
was  noted  to  drink  enormous  quantities  of 
water  during  the  day  and  many  times  dur- 
ing the  night,  with  a corresponding  in- 
creased amount  of  urine  voided.  It  was 
though  that  she  was  suffering  from  di- 
abetes insipitus  and  this  condition  was  re- 
sponsible for  the  apparent  thirst.  Her 
reticence  in  answering  questions  regarding 
this  condition  caused  me  to  become  suspici- 
ous, but  after  repeated  attempts,  it  was 
found  that  she  was  under  the  delusional 
idea  that  her  spine  was  filled  with  insects 
and  she  drank  water  to  drown  them. 

Not  only  do  the  psychoneurotics  display 
many  somatic  symptoms,  but  frequently 
the  early  symptoms  of  dementia  precox 
and  other  mental  diseases  are  of  the 
neurasthenic  type,  such  as  gastric  dis- 
turbances heart  disease,  etc.  The  follow- 
ing case  is  a good  example  of  the  neurotic 
symptoms  in  a beginning  precox: 

Case  1.  A white  male,  age  26  years,  was  ad- 
mitted to  the  Hospital  Septemiber,  1926.  There 
was  nothing  of  note  in  his  early  life.  He  had 
progressed  normally  in  school,  and  manifested 
the  usual  interest  in  school  and  social  activities. 
After  leaving  school,  he  worked  regularly  and 
held  positions  fairly  well  until  three  years  before 
admission.  There  was  no  history  of  alcoholic  ex- 
cesses, drug  addiction  or  immorality.  Three  years 
before  coming  to  the  hospital,  he  had  his  tonsils 


removed.  He  claims  to  have  been  unable  to 
work  for  three  months  after  the  operation;  and 
for  the  following  six  months  he  could  work  only 
part  of  the  time,  due  to  his  invalidism.  During 
this  time,  he  consulted  many  doctors  for  his  vari- 
ous troubles,  and  claims  to  have  taken  much  treat- 
ment for  “bladder  trouble.”  He  then  developed 
a “pain  in  the  left  side  of  his  chest.”  He  tells 
of  this  pain  leaving  his  side  and  “going  to  his 
intestines.’  One  year  before  commitment,  an 
appendectomy  was  performed  and  since  that  time 
he  has  been  unable  to  work  at  all.  He  still  contin- 
ued to  be  weak,  complained  of  many  abdominal 
pains  and  noticed  that  he  walked  in  a “strange 
way.”  When  presented  at  the  staff,  nothing  could 
be  brought  out  except  many  somatic  complaints 
with  no  pathology.  His  symptoms  were  mainly 
those  of  psychoneurosis,  neurasthenic  type.  With 
hospitalization,  he  was  benefitted  materially  and 
it  was  thought  that  he  could  make  a satisfactory 
adjustment  at  home  and  was  furloughed  Decem- 
ber, 1926. 

Social  service  reports  of  the  patient  while  away 
from  the  hospital  and  also  reports  at  the  clinic 
held  monthly  in  New  Orleans  by  members  of  the 
staff  were  to  the  effect  that  he  was  unoccupied, 
manifested  no  interest  in  things  about  the  home, 
showed  a tendency  to  seclusiveness  and,  during 
the  latter  part  of  his  stay,  developed  ideas  of 
interference,  especially  by  his  neighbors.  It  was 
necessary  to  return  him  to  the  hospital.  This 
case  is  a good  demonstration  of  the  neurastheni- 
form  symptoms  often  seen  in  early  dementia  pre- 
cox. The  true  nature  of  the  disease  is  usually 
overlooked  until  delusions  and  hallucinations  with 
mental  deterioration  develop. 

Thus  far,  mention  has  only  been  made 
of  the  physical  symptoms  that  are  purely 
psycic.  I will  now  mention  a few  of  the 
physical  conditions  that  are  responsible  for 
psychic  manifestations  either  due  to  patho- 
logical changes  or  toxemias.  I shall  not 
attempt  to  go  into  the  many  physical  con- 
ditions that  give  rise  to  mental  symptoms, 
but  will  only  mention  a few  with  case  his- 
tories. 

TYPHOID  FEVER 

In  typhoid  fever,  nervous  symptoms  are 
commonly  noted,  hut  are  usually  of  a mild 
type,  such  as  stupor,  drowsiness,  mild  de- 
lirium, especially  at  night,  and  occasion- 
ally hallucinations.  In  the  following  case, 
the  symptoms  at  the  onset  resemble  a 
maniacal  psychosis. 
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Case  2.  A white  male,  age  39  years,  a farmer. 
His  habits  were  good.  There  was  some  emaciation. 
Five  days  before  admission,  he  was  restless  and 
suffered  from  insomnia.  Suddenly,  he  became 
excited,  untidy  and  destructive.  He  suffered 
auditory  hallucinations  and  developed  delusions 
of  persecution.  He  thought  someone  was  in  the 
room  with  him,  etc.  His  condition  necessitated 
his  being  placed  in  jail.  It  is  reported  that  he 
had  had  a mental  upset  when  a boy,  the  age 
at  which  this  upset  occurred  was  not  given.  Cause 
of  present  trouble  was  given  as  worry  over  wife’s 
bad  health.  At  the  time  he  was  examined  for 
committment,  he  was  extremely  excited  and 
talked  incessantly.  “He  claimed  he  was  climbing 
walls  all  the  night  before  and  that  the  physician 
was  killing  his  wife.”  When  admitted  to  the 
hospital,  the  symptoms  were  those  of  a delirium. 
Complete  disorientation,  auditory  and  visual  hal- 
lucinations and  extreme  overactivity  were  noted. 
It  was  noted  that  he  had  an  elevation  of  tempera- 
ture. He  was  transferred  to  the  hospital  ward 
and,  during  the  second  week  of  his  illness,  the 
the  blood  showed  a positive  Widal  reaction.  The 
clinical  picture  was  that  of  typhoid.  After  the 
first  week,  his  mental  symptoms  were  very  much 
diminished  in  severity  and  resembled  a mild  de- 
lirium with  irritability.  The  course  of  the  disease 
was  uncomplicated  except  for  the  mental  symp- 
toms. Temperature  reached  normal  after  the 
third  week.  From  the  first  week,  the  mental 
symptoms  gradually  improved  and,  when  the  tem- 
perature became  normal,  all  mental  symptoms 
had  disappeared.  He  was  discharged  as  soon  as 
his  physical  condition  was  such  that  he  could 
leave  the  hospital. 

This  case  is  exceeding  interesting  from 
the  fact  that  the  mental  symptoms  masked 
the  true  nature  of  the  disease.  The  mental 
symptoms  of  typhoid  usually  occur  during 
the  course  of  the  disease,  especially  noted 
at  the  height  of  the  febrile  period  or  to- 
wards the  end  of  a long  protracted  case. 
There  is  no  doubt  that  his  predisposition 
to  mental  disorders  was  largely  responsible 
for  the  suddent  appearance  of  the  mental 
symptoms  at  the  beginning  of  the  infec- 
tion. 

ALBUMINURIA 

Case  3.  A white  female,  admitted  to  the  hos- 
pital December  22,  1926.  She  was  the  mother  of 
one  child,  two  weeks  old.  About  three  months 
before  admission,  she  suffered  with  headaches, 
dizziness  and  dyspnea.  Some  swelling  in  her 
low’er  limbs  was  noted.  In  the  early  part  of 


December,  just  before  her  child  was  born,  while 
cleaning  the  house,  she  became  unconscious.  The 
baby  was  born  during  the  early  part  of  December 
when  the  patient  was  delirious. 

Upon  admission,  she  was  excited  and  in  order 
to  keep  her  in  bed,  it  required  someone  to  be 
with  her  constantly.  She  talked  incessantly,  her 
conversation  being  rambling  and  rarely  ever  was 
the  end  of  any  thought  reached.  The  content 
of  thought  was  largely  delusioned  and  of  a per- 
secutory nature.  Hallucinations  were  vivid  and 
were  both  visual  and  auditory.  There  was  a 
marked  flight  of  ideas.  Upon  examination  it 
was  found  that  she  was  running  a 5 per  cent 
albumin  in  her  urine.  Treatment  was  instigated 
consisting  of  hot  packs  and  diuretics.  After  the 
second  week,  there  was  marked  improvement  in 
her  physical  and  mental  condition.  Patient  be- 
gan to  notice  things  about  her  and  talked  ration- 
ally about  different  things  at  intervals.  At  the 
end  of  the  third  week,  her  conversations  were 
relevant  and  coherent  and  she  was  able  to  write 
letters  to  her  relatives.  Her  mental  condition  had 
improved  to  such  an  extent  that  she  was  practi- 
cally clear. 

She  claims  that,  during  this  delirium,  “she 
thought  her  baby  was  being  killed  and  she  could 
see  people  harming  her,  and  thought  she  was  to 
be  killed  herself.”  There  was  a period  of  time 
during  which  she  could  not  recall  any  occurrences. 
Many  occurrences  appeared  to  her  like  dreams, 
and  about  these  she  was  not  certain.  Urinalysis 
showed  gradual  diminution  in  the  albumin  con- 
tent and  only  a faint  trace  was  noted  at  the  time 
patient’s  mental  condition  was  clear. 

By  February,  she  had  recovered,  and  repeated 
urinalysis  showed  the  urine  to  be  free  of  albu- 
min. She  was  discharged  from  the  hospital  in 
March. 

This  is  a case  of  a psychosis  accompany- 
ing a functional  albuminuria  due  to  preg- 
nancy. The  mental  symptoms  throughout 
the  course  of  this  disease  were  very  marked 
from  the  onset,  and  were  present  for  a 
period  of  about  six  weeks.  The  marked 
psycho-motor  activity  with  flight  of  ideas 
resembled  a manic  episode.  As  the  per- 
centage of  albumin  in  the  urine  decreased, 
the  severity  of  the  mental  symptoms  di- 
minished. The  psychic  manifestations  in 
this  case  were  purely  toxic.  After  recovery, 
she  showed  insight  into  her  upset  and  rec- 
ognized her  delusions  and  hallucinations  as 
such. 
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PELLAGRA 

Case  4.  Colored  male,  age  22  years,  admitted 
Septemljer  12,  1927.  His  mental  symptoms  began 
a few  months  iprior  to  his  coming  to  the  hospital, 
and  progressed  gradually.  The  initial  symptoms 
were  forgetfulness,  and  wandering  aimlessly 
about.  He  complained  of  frequent  headaches  and 
pains  in  the  back  and  legs,  being  easily  fatigued. 
When  admitted,  he  was  so  weak  that  he  had  to 
be  supported  when  he  walked.  All  movements 
were  very  slow  and  deliberate,  and  mental  retar- 
dation was  marked.  Questions  were  repeated  and 
answers  were  slow,  terse  and  in  a low  tone.  His 
expression  changeless  and  one  of  profound  de- 
pression. During  examination,  he  manifested  lit- 
tle interest,  although  replies  were  relevant  and 
coherent.  There  were  no  demonstrable  delusions 
or  hallucinations.  He  was  disoriented,  but  pos- 
sessed some  insight.  He  claimed  his  “mind  is 
confused  and  it  is  hard  for  him  to  think.”  He 
showed  the  physical  signs  of  pellagra;  he  was 
very  weak,  especially  in  his  lower  extremities. 
There  was  evidence  of  eruption  about  his  ankles, 
on  the  dorsum  of  his  hands  and  on  his  forehead. 
History  of  diarrhea  before  admission.  He  was 
given  nourishing  diet,  tonics  and  brewer’s  yeast. 
His  physical  condition  improved  rapidly  and  the 
mental  symptoms  gradually  disappeared.  Janu- 
ary 30  he  was  presented  to  staff  for  home  going 
and  was  found  to  be  clear  mentally  with  perfect 
insight  into  his  condition. 

In  the  above  case,  the  mental  symptoms 
resembled  the  depressed  phase  of  manic  de- 
pressive insanity.  Most  of  the  cases  of 
pellagra  that  I have  seen  with  mental  symp- 
toms show  confusion,  depression  and  re- 
tardation. It  is  not  an  uncommon  occur- 
rance  to  see  a condition  resembling  a pre- 
cox reaction,  especially  the  catatonic  type; 
a maniacal  state,  or,  in  fact,  the  mental 
symptoms  may  simulate  any  psychosis.  In 
our  hospital  cases,  we  find  that  all  psy- 
chosis may  have  pellagra  associated  with 
them,  but  without  any  relation  to  the  men- 
tal symptoms.  Many  cases  of  pellagra  show 
no  mental  symptoms  at  all. 

CONCLUSION. 

In  conclusion,  I wish  to  stress  the  impor- 
tance of  listening  sympathetically  to  the 
patient’s  history  of  his  life,  spending  suf- 
ficient time  to  allow  him  to  discuss  freely 
his  attitude  towards  his  troubles.  Always 
endeavor  to  establish  a relation  with  the 
patient  that  will  elicit  his  confidence, 


thereby  enabling  him  to  disclose  com- 
plexes that  are  burdensome.  Psychic 
manifestations  in  disease  are  encountered 
in  all  classes  from  the  illiterate  to  the  col- 
lege graduate,  and  must  be  studied  and 
considered  along  with  the  physical  find- 
ings; if  not,  you  will  fall  way  short  of  the 
mark  in  restoring  the  individual  and  creat- 
ing harmony  within  himself  that  will  per- 
mit an  adjustment  in  the  evironment  in 
which  he  has  to  live. 

DISCUSSION 

Dr.  D.  H.  Keller  (Pineville) ; I consider  it  a 
great  honor  to  be  asked  to  open  this  discussion, 
and  also  a great  privilege  to  Ibe  present  to  listen 
to  the  paper  which  has  just  been  read  by  Dr. 
Miller,  whose  years  of  experience  in  this  institute 
make  him  thoroughly  capable  of  presenting  this 
subject  in  a lucid  and  interesting  manner.  I wish 
to  especially  compliment  the  doctor  on  the  fact 
that  he  has  avoided  long  Latin  words,  and  has 
put  a psychological  subject  into  such  language 
•that  the  average  practitioner  of  medicine  can  un- 
derstand every  word  and  every  paragraph.  It  is 
something  that  is  not  done  sometimes  by  mem- 
bers of  our  profession. 

There  are  two  factors  which  I would  like  to 
stress  in  this  paper.  Last  night,  when  we  finished 
hearing  our  presidents  address,  we  were  under 
the  idea  that  other  people  make  mistakes,  but 
that  the  regular  practitioner  rarely  does.  Now 
that  we  are  by  ourselves,  speaking,  as  it  were, 
“en  familee,”  we  can  acknowledge  that  we  make 
mistakes,  all  of  us,  and  many  of  us  make  many 
mistakes,  and  Dr.  Miller  has  pointed  out  two 
common  mistakes  that  are  made. 

In  the  first  place,  the  psychiatirst,  the  person 
who  takes  care  of  the  mind,  frequently  loses 
sight  of  the  fact  that  that  mind  is  associated 
with  the  body,  and  by  neglecting  the  ailments 
of  that  body,  loses  the  golden  opportunity  to 
cure  the  mental  disease.  Then  there  is  the  mis- 
demeanor, the  mistake  that  the  general  practi- 
tioner makes,  that  includes  the  surgeon,  the  eye 
man,  in  fact,  all  the  other  specialties  outside  of 
psychiatry.  The  mistake  they  make  is  this,  when 
they  treat  a person,  they  treat  the  body  and  they 
forget  that  that  'body  is  associated  with  the  mind. 
The  reason  that  this  is  done  is  as  follows: 

The  mental  specialist  isolates  himself,  more  or 
less  in  institutions,  and  gets  out  of  touch  -with 
medicine  as  a whole.  The  medical  man,  as  a 
rule,  is  absolutely  ignorant  or  mental  diseases. 
I would  suggest  two  remedies,  the  one  is  that 
every  physician,  before  he  be  given  the  right  to 
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practice  medicine  by  State  license,  be  urged  or 
forced  to  spend  at  least  a few  months  in  some 
hospital  for  the  insane,  so  that  he  will  at  least 
learn  the  nomenclature  and  the  general  symptom- 
atology of  insanity. 

The  second  thing  I would  urge  that  no  one 
begins  the  specialty  of  psychiatry  until  they  have 
served  their  apprenticeship  in  the  practice  of 
general  medicine.  Our  specialty  is  the  youngest 
specialty  there  is.  We  had  surgeons  and  intern- 
ists and  eye  men,  at  a time  when  the  care  of 
the  insane  in  state  institutes  was  simply  custodial, 
and  our  state  institutions  were  simply  boarding 
houses.  During  the  last  twenty  years,  especially 
since  the  World  War,  our  specialty  has  come  to 
claim  its  right  in  the  field  of  medicine,  and  more 
and  more  will  the  practice  of  nervous  and  mental 
diseases  be  recognized,  not  only  as  an  important 
part  of  the  field  of  medicine,  but,  in  time  to 
come,  it  will  be  considered  as  one  of  the  most 
important  parts  of  medicine. 

We  recognized  the  fact  that  all  insane  people 
are  not  within  the  walls  of  a great  institution 
like  this,  but  only  a selected  few  are  there.  We 
also  recognize  the  fact  that  there  are  very  few 
persons  who  have  absolutely  sound  minds,  and,  in 
the  stress  of  civilization,  those  few  are  becoming 
fewer  all  the  time.  So,  I would  ask  all  you 
general  practitioners  to  spend  a half  hour  once 
a week  in  reading  up  on  our  specialty,  and  when 
you  have  a chance,  visit  one  of  our  institutions, 
meet  with  us  in  our  staff  meetings  and  see  if 
we  cannot  get  together  for  mutual  benefit. 

Dr.  C.  S.  Holbrook  (New  Orleans)  : It  is  a 

great  pleasure  to  me,  today,  to  be  back  home. 
For  five  or  six  years,  I studied  psychiatry  in  this 
institution,  I walked  these  various  corridors,  at- 
tended the  staff  meetings,  and  did  a lot  of  very 
interesting  work.  Every  department  here  brings 
back  very  pleasant  memories.  A small  cottage 
on  the  grounds  was  built  for  me  in  which  I spent 
many  very  pleasant  days.  I have  had  the  oppor- 
tunity of  seeing  at  close  range  the  patients  who 
are  in  this  institution  for  custodial  care. 

During  the  past  ten  years,  I have  seen  many 
types  of  mental  disease  outside  of  an  institu- 
tion. There  has  been  many  cases  that  we,  as 
physicians,  could  prevent  from  developing  a dis- 
ease so  bad  that  they  would  have  to  be  placed  in 
institutions,  and  I think  that  should  be  the  key- 
note for  us,  that  we  should  make  every  effort 
to  prevent  a psychosis  or  prevent  a psychotic 
disturbance  becoming  so  manifest  that  the  patients 
become  anti-social,  or  so  disturbed  that  they  can- 
not be  treated  in  any  other  place  except  a hos- 
pital. 


We  frequently  see  the  functional  disturbance, 
all  of  us  do,  every  man  here  sees  people  suffer- 
ing from  heart  trouble,  when  there  is  nothing 
wrong  with  the  heart;  or  we  see  them  suffering 
from  stomach  trouble,  when  their  stomach  itself 
is  perfectly  normal.  The  mere  fact  that  we  tell 
these  people  that  there  is  nothing  the  matter  with 
their  hearts,  nothing  the  matter  with  their 
stomachs,  does  not  help;  and  to  tell  them  that 
they  are  “nervous”  and  “not  to  worry’  and  “to 
think  about  something  else,”  that  again  does  not 
help. 

The  psychotic  should  have  just  as  careful  at- 
tention in  the  handling  and  should  require  as 
many  visits,  as  people  suffering  from  other  dis- 
eases. The  patient  with  a heart  syndrome  is  not 
at  all  satisfied  when  he  is  told  that  it  is  all  imag- 
ination, he  knows  there  is  something  wrong  with 
him,  he  feels  that  way  about  it,  and  if  you  tell 
him  that  it  is  imagination,  he  knows  better,  and 
he  is  going  to  go  and  see  some  other  doctor. 

But,  one  can  go  into  the  analysis  of  the  situa- 
tion, no't  a psycho-analysis,  but  a simple  analysis 
in  which  one  is  willing  to  listen  to  the  patient, 
how  the  trouble  began,  on  several  occasions,  see- 
ing the  patient  possibly  every  day  for  three  or 
four  days,  and  thus  get  at  the  mechanism  of  his 
disturbance.  A great  deal  can  be  done  then  in 
giving  him  an  explanation,  of  telling  him  how 
these  things  develop  and  the  patient  will  then 
be  able  to  resume  his  normal  life. 

I have  in  mind  just  a case  that  will  illustrate 
this  point.  There  was  a school  teacher  who  had 
been  in  bed  for  four  months  in  New  Orleans.  She 
was  seen  by  various  men,  they  all  knew  she  had 
nothing  wrong  with  her  heart,  but  she  could  not 
breathe  comfortably,  and  she  could  not  get  around 
ar  all.  A simple  analysis  that  extended  over 
three  or  four  weeks  was  sufficient  to  have  her 
back  in  school. 

Dr.  W.  J.  Otis  (New  Orleans) : Constructive 

medicine  teaches  that  you  cannot  separate  the 
psychic  from  the  physical,  every  physician  should 
acquaint  himself  of  that  fact.  The  neuropsychia- 
trist in  preparation  for  his  specialty  has  already 
laid  the  foundation  in  clinical  medicine  by  inten- 
sive post-graduate  work  and  study.  His  diagnosis 
as  a rule  is  made  by  exclusion.  Quite  true,  these 
patients  have  concomitant  illnesses  that  we  do 
not  deny  but  rather  expect,  these  should  'be 
treated  along  with  their  psychic  factors  and  their 
conduct  reactions.  I do  not  see  how  anyone  can 
practice  medicine  who  does  not  coordinate  the 
psychic  and  the  physical,  as  well  as  the  spiritual. 
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Dr.  E.  McC.  Connelly  (New  Orleans)  ; I do 
not  know  that  I have  so  much  to  say,  but  I was 
very  glad  to  hear  Dr.  Miller’s  paper.  I think  we 
ought  to  request  him  to  go  upstairs  and  read  it 
to  the  surgical  section,  it  would  do  most  all  of 
US  good. 

At  the  risk  of  repeating,  I would  like  to  em- 
phasize what  Dr.  Otis  has  said,  in  regard  to  the 
simple  assurance  of  these  patients  that  they  have 
no  physical  condition  the  matter  with  them.  I 
would  like  to  see  the  word  “'Imagination”  elim- 
inated from  the  vocabularly  of  every  physician 
and  everybody  else  who  speaks  the  English  lan- 
guage. 

The  patient,  when  he  gets  to  the  neuropsychia- 
trist, after  having  passed  through  innumerable 
hands,  has  “Imagination”  on  his  shoulder,  and  the 
minute  anybody  attempts  to  go  into  the  matter, 
if  it  is  of  any  length  at  all,  he  will  meet  you 
with  all  the  antagonism  in  the  world.  “I  know, 
you  are  going  to  say,  it  is  ‘imagination’.”  I think 
all  of  us  have  had  that  experience. 

From  another  angle.  Dr.  Miller’s  paper  brings 
out  a point  to  be  emphasized  and  considered.  It 
struck  me,  when  he  recited  'his  cases,  of  what  a 
pity  it  was  that  these  patients,  suffering  from 
transient  conditions,  should  have  had  to  go  to  an 
insane  asylum  to  get  the  proper  attention  and 
care.  If  the  men,  who  saw  them  first,  had  rec- 
ognized the  fact  that  physical  conditions  fre* 
quently  produce  psychic  symptoms,  they  may  have 
been  saved  that  stigma.  It  is  fortunate  for  the 
patient,  of  course,  to  have  the  hospital  to  come 
to,  but,  on  the  other  hand,  there  is  not  any  ques- 
tion but  what  the  patient,  leaving  a mental  hos- 
pital, does  have  a certain  handicap  that  will 
follow  him  for  a good  many  years  to  come,  I 
mean  from  an  economic  as  well  as  a social  stand- 
point, and  it  would  seem  a pity  for  it  to  be 
necessary  for  them  to  come  to  a state  hospital 
for  treatment  that  probably  could  have  been  given 
somewhere  else. 

Dr.  L.  L.  Cazenavette  (New  Orleans)  : Dr. 

Miller’s  paper  is  entitled,  “The  Consideration  of 
Psychic  Factors  in  Physical  Diseases.”  I think 
that  we  should  consider  also  the  physical  factors 
in  psychic  diseases.  There  is  no  doubt  that  many 
psychic  manifestations  are  due  directly  or  indi- 
rectly to  physical  or  organic  diseases,  just  as 
Dr.  Holbrook  has  said.  These  conditions  are 
met  with  more  frequently  in  patients  of  advanced 
age  suffering  with  cardiac  or  renal  insufficiency, 
sometimes  both.  Such  patients  feel  very  sick  and 
know  there  is  something  seriously  the  matter  with 
them.  They  finally  develop  a true  anxiety  neu- 


rosis. It  is  for  the  relief  of  this  latter  condition 
that  they  may  consult  you.  It  behooves  us  there- 
fore to  make  a thorough  physical  examination 
before  a diagnosis  of  nervous  or  psychic  condi- 
tion is  made. 

Dr.  T.  J.  Perkins  (Jackson,  La.)  ; The  impor- 
tance of  physical  relation  to  psychic  conditions  is 
so  great  at  this  hospital  that,  in  every  case  that 
enters  the  hospital,  the  patient  is  run  through  a 
complete  clinic.  First,  there  is  a complete  labor- 
atory examination  of  his  blood,  urine,  sputum  and 
spinal  fluid,  if  necessary.  For  there,  he  goes  to 
the  dental  department,  where  he  has  a complete 
inspection  of  his  teeth,  and,  if  necessary,  transil- 
lumination and  roentgen-ray  examination  of  his 
teeth.  From  there,  he  goes  to  the  eye,  ear,  nose 
and  throat  department,  where  we  get  a report  on 
the  conditions  of  his  ears,  eyes,  nose  and  throat. 
Fourth,  the  general  psychiatric  and  neurological 
and  physical  examination  is  made. 

I think  Dr.  Miller's  paper  is  timely,  when  so 
many  patients,  as  Dr.  Connelly  has  called  your 
attention  to,  enter  the  hospital,  suffering  from 
a transient  toxic  condition,  and  however  unfortu- 
nate it  may  be,  there  is  a socialogical  and  eco- 
nomic stigma  attached  to  every  man  who  enters 
a state  hospital.  Not  only  the  medical  profes- 
sion, but  society  at  large,  should  be  taught  that 
it  is  no  more  a stigma  to  suffer  from  a mental 
condition  than  it  is  to  suffer  from  a physical 
condition;  and  many  of  the  physical  conditions 
are  more  of  a stigma  to  the  individual  than  any  of 
the  psychic  conditions,  save  those  due  to  social 
diseases. 

Dr.  Jno.  N.  Thomas  (Pineville)  ; I have  lis- 
tened with  a great  deal  of  interest  and  pleasure 
to  Dr,  Miller’s  paper  and  discussion  by  members 
of  the  profession  here.  I am  going  to  be  very 
brief  in  my  remarks. 

The  treatment  of  nearly  six  thousand  cases  of 
mental  diseases  in  the  Central  Louisiana  State 
Hospital  at  Pineville  has  convinced  me  that  sur- 
gical operations  for  mental  afflictions  pure  and 
simple,  are  a very  rare  necessity.  In  one  of  the 
great  institutions  in  this  country,  in  New  Jersey, 
the  superintendent  there  has  been  using  surgery 
to  a large  extent  for  the  treatment  and  curing 
of  so-called  mental  diseases,  most  of  these  cases 
belong  to  the  praecox  group.  I do  not  know, 
and  cannot  recall  from  talking  to  him  and  mem- 
bers of  his  staff,  that  there  has  ever  been  a case 
benefited. 
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I will  just  mention  an  instance  that  will  illus- 
trate: “The  daughter  of  a Yale  professor  was 

first  treated  by  a local  physician  in  Connecticut, 
then  sent  to  Dr.  Floyd  Haviland,  one  of  the 
greatest  psychiatrists  in  the  country,  for  exam- 
ination and  diagnosis.  Dr.  Haviland  examined 
the  young  woman  and  made  a diagnosis  of  demen- 
tia praecox  of  the  hebephrenic  type.  The  pro- 
fessor said,  “Oh,  no  child  of  mine  could  have 
dementia  praecox.  I am  going  to  send  her  to 
Doctor  Cotton’s  institute  in  New  Jersey.” 

The  girl  was  sent  there,  a perfect  physical 
specimen,  and  the  first  thing  they  did  for  her  was 
to  pull  her  teeth,  all  good  teeth,  pulled  them  all 
out,  no  results.  The  next  thing  was  to  take  her 
tonsils  out,  without  results,  and  the  next  was  to 
resect  a portion  of  the  colon,  without  results  ex- 
cept death. 

There  is  rarely,  in  my  opinion,  necessity  for 
surgical  interference  in  these  cases  of  mental 
diseases.  I feel  that  confinement  in  an  institu- 
tion, with  pr'per  care,  and  they  can  only  be 
cared  for  in  institutions  that  are  properly  fitted 
for  their  treatment,  this,  with  time  and  care,  will 
usually  rectify  the  disturbance  and  bring  about 
restoration,  if  it  is  possible. 

Dr.  J.  A.  O’Hara  (New  Orleans)  : I did  not 

expect  to  accept  this  pleasure  today,  ibut  I had 
the  benefit  of  sleeping  last  night  in  this  institu- 
tion, and  I feel  as  though  I ought  to  say  some- 
thing about  this  institute. 

As  a member  of  this  body,  I want  to  first  say 
to  you  gentlemen  that  if  there  is  any  organiza- 
tion in  the  State  of  Louisiana  that  stands  out 
in  bold  relief  in  our  work  that  is  being  done 
for  the  care  of  the  insane,  it  is  the  two  institu- 
tions in  the  State  of  Louisiana.  There  is  nothing 
being  neglected,  absolutely  nothing.  When  a 
patient  enters  this  institution,  they  begin  at  the 
very  beginning,  where  they  should  begin  in  our 
offices,  and  go  down  to  the  last  point. 

But,  unfortunately  for  the  medical  profession, 
they  look  upon  the  brain  specialists  as  a little 
above  a chiropractor.  In  the  last  few  years,  how- 
ever, we  have  fooled  you,  ibecause  we  have  found 
out  that  the  brain  is  on  the  top  end  of  the  spine, 
something  you  have  all  neglected,  and  as  Doctor 
Miller  has  so  closely  called  to  your  attention. 

Now,  I do  not  think  there  is  any  profession  in 
the  world,  especially  in  the  medical  line,  that 
we  need  to  offer  any  apology  for,  but  there  is 
none  in  the  last  ten  years  that  has  gone  so  far 
and  so  fast  as  the  study  of  brain  diseases,  and 
it  is  institutions  of  this  kind  that  enables  the 
physician  to  go  ahead. 


Di\  Miller’s  paper,  read  by  Dr.  Miller,  should 
be  read  before  every  man  in  the  medical  profes- 
sion, for  I do  not  know  of  any  place  in  the  medi- 
cal profession  where  so  much  sympathy  should 
be  given  as  to  the  individual  who  is  suffering  from 
mental  trouble,  who  comes  into  your  office.  He 
comes  in  there  absolutely  the  last  end  of  the 
scrapping  from  the  medical  profession,  and,  as  I 
was  going  to  suggest,  when  you  take  into  con- 
sideration the  thing  which  you  first  should  remem- 
ber in  examining  your  patients  is  the  fact  that 
he  has  a mind;  that  nobody  can  have  a disease  any 
place  in  their  whole  anatomy  unless  it  is  in- 
creased by  his  mental  condition,  when  you  take 
into  consideration  that  the  cells  of  the  brain 
are  indestructible,  that  they  do  not  yield  to  ex- 
haustion of  any  kind,  that  the  chemical  equili- 
brium is  only  upset  by  toxic  matters,  therefore, 
when  you  have  a patient  come  in  with  a pain 
some  place  in  the  body,  it  is  your  duty  to  dig 
down  and  find  where  that  pain  is  coming  from, 
and  you  will  find  that  a great  deal  of  it  is  emo- 
tional, and  the  emotions  and  the  high  centers  of 
the  brain  cover  every  bit  of  cerebral  cortex,  and 
overflows  into  every  other  section. 

I am  going  to  ask  you,  as  members  of  this 
body,  today,  for  this  fact,  give  the  insane  that 
which  is  due  them,  give  them  proper  examination 
they  are  entitled  to  before  they  get  to  the  men- 
tal specialist,  and  if  you  find  their  emotions  are 
too  great  for  you  to  handle,  send  them  to  Dr. 
Miller  or  Dr.  Perkins,  or  let  Dr.  Connelly  have 
them,  give  them  to  Dr.  Otis,  send  them  to  some 
of  those  men  who  can  handle  them,  and  do  your 
duty  to  mankind.  I thank  you. 

Dr.  C.  S.  Miller  (closing) : I wish  to  thank 

the  doctors  for  their  generous  discussions  of  this 
paper,  and  will  only  say  just  a few  words  in 
closing. 

As  several  of  those  who  have  discussed  it  have 
brought  out  the  importance  of  mind  in  connec- 
tion with  the  body,  we  have  all  noticed,  in  our 
hysterical  individuals,  many  a varied  symptom, 
all  of  which  are  of  a defense  reaction,  and  with 
the  proper  going  into  the  life  of  the  patient,  there 
can  very  often  be  found  the  trouble  that  is  re- 
sponsible. 

In  general  practice,  most  all  of  us  have  seen 
the  influence  of  the  emotional  state,  for  instance, 
in  a diabetic,  we  have  known  them  to  encounter 
some  emotion  in  which  their  blood  sugar  would 
run  up;  and  in  dealing  with  all  cases,  we  should 
not  forget  to  carefully  look  into  the  psychic  as 
well  as  the  physical  complaint.  I thank  you. 
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I almost  feel  like  apologizing  for  present- 
ing a paper  on  such  an  old  subject.  There 
have  been  volumes  written  on 'it,  but  the 
high  morbidity  and  mortality  clearly  in- 
dicate that  it  is  still  a live  subject,  vital 
to  the  physician  as  well  as  to  the  patient. 
Goodrich  states  in  an  article  that  one 
woman  in  ten  has  fever  during  the  puer- 
perium;  one  in  forty  suffers  irreparable 
damage;  and  one  in  four  hundred  dies  in 
the  prime  of  life,  leaving  one  or  more 
children  motherless.  Seven  per  cent  of 
death  of  women  between  the  ages  of  20 
and  40  years  are  due  to  puerperal  infection. 
Asepsis  did  more  for  the  pregnant  woman 
than  for  any  other  class  of  patient.  Sta- 
tistics from  well  conducted  maternity 
clinics  and  hospitals  have  their  morbidity. 
There  are  several  explanations  for  these 
infections.  The  most  common  is  the  pres- 
ence of  pathogenic  organisms  in  the  cervix 
and  the  vagina  of  apparently  perfectly 
normal  women.  Many  who  have  spontane- 
ous deliveries  without  examination  develop 
puerperal  infection.  From  40  to  50  per 
cent  of  these  cases  show  streptococci  in  the 
birth  canal  and  about  4 per  cent  show  that 
of  the  hemolytic  type.  Another  explana- 
tion is  the  carrying  of  the  organism 
through  the  lymphatics  and  the  blood 
stream  from  some  source  of  focal  infection 
as  the  teeth,  sinuses  and  intestinal  tract. 
Dr.  Victor  Bonney  reports  a case  that  em- 
phasizes this  point  very  forcibly.  The  pa- 
tient was  a young  woman  whom  he  was 
called  to  see  on  account  of  puerperal  fever 


*Read  before  the  Louisiana  State  Medical  Soci- 
ety, Baton  Rouge,  April  10-12,  1928. 

fFrom  the  Department  of  Obstetrics  and  Gyne- 
cology, Southern  Baptist  Hospital. 


which  had  followed  on  the  second  day  a 
normal,  entirely  uninterrupted  labor,  the 
child  and  placenta  having  been  born  be- 
fore the  doctor  arrived.  It  was  the  third 
child  and  he  was  informed  that  both  the 
first  and  second  labors  had  been  followed 
by  high  fever  and  signs  of  sepsis.  On  ex- 
amination Dr.  Bonney  noticed  that  al- 
though her  teeth  were  perfect  her  gums 
were  purple  and  showed  marked  recession. 
This  condition  was  a sequela  of  scarlet 
fever  at  the  age  of  thirteen.  This  had  per- 
sisted in  spite  of  every  treatment  except 
the  removal  of  her  teeth,  to  which  she  had 
objected.  This  attack  of  puerperal  infec- 
tion proved  fatal  and  it  is  the  belief  that 
it  was  due  to  extensive  harborage  of  virul- 
ent streptococcal  infection  around  the 
gums. 

If  we  would  check  up  our  cases  more 
carefully  I am  convinced  that  we  would 
have  a large  number  of  similar  cases  to 
report. 

I will  not  burden  you  with  enumerating 
again  the  different  types  of  organism 
that  are  found  in  puerperal  infection.  I 
would  only  like  to  mention  the  work  done 
by  Schottmuller  and  the  recent  work  done 
by  Otto  Schwartz,  on  isolating  the  anaero- 
bic organism.  In  a series  of  1913  obstetri- 
cal cases  Schwartz  reported  88  patients 
with  puerperal  infection,  of  which  21  were 
aerobic,  54  anearobic,  and  8 mixed.  I be- 
lieve that  the  work  of  Schottmuller  and 
Schwartz  will  help  greatly  in  the  discovery 
of  an  antitoxin  or  vaccine  for  the  strepto- 
coccus type  of  puerperal  infection. 

PREVENTION. 

The  ideal  would  be  to  start  with  the 
prospective  mother.  Make  a careful  ex- 
amination, giving  special  attention  to  the 
teeth,  tonsils,  sinuses  and  intestinal  tract 
(chronic  appendicitis,  gall  bladder  disease 
and  colitis.)  Next,  a gynecological  ex- 
amination to  eliminate  all  infection  around 
the  birth  canal,  such  as  the  cervix  (endo- 
cervical  glands)  vagina,  (Bartholin’s 
glands  and  Skeen’s  glands). 
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This  revives  the  old  subject  of  medical 
gynecology.  It  is  my  belief  that  there  is 
too  little  attention  paid  to  the  non-surgi- 
cal  gymecological  condition  in  women. 

We  should  next  give  our  attention  to  the 
general  health  of  the  patient.  A complete 
blood  picture  on  all  cases  that  show  any 
signs  of  not  being  up  to  par,  special  atten- 
tion being  given  to  the  estimated  hemo- 
globin and  the  red  blood  cell  count.  All 
anemic  cases  should  have  supportive  treat- 
ment along  the  lines  of  diet,  iron  and 
arsenic.  I personally  prefer  to  give  iron, 
arsenite  and  manganese  hypodermatically 
along  with  tonic  doses  of  the  ultra-violet 
light,  bearing  in  mind  the  ever  present 
struggle  for  supremacy  between  the 
pathogenic  organisms  and  bodily  resist- 
ance. 

It  is  rare  that  we  have  the  opportunity 
to  advise  the  prospective  mother;  most 
cases  report  to  the  physician  when  they 
are  two  or  three  months  pregnant.  It  is 
my  custom  to  make  a routine  examination 
and  remove  as  many  sources  of  local  in- 
fection as  is  compatible  with  pregnancy. 
Locally  I use  mild  applications  to  the  cer- 
vix and  vagina  to  clear  the  canal  of  path- 
ogenic organisms.  Much  can  be  accom- 
plished by  giving  the  patient  written  in- 
structions about  how  to  take  care  of  her- 
self, such  as  advice  against  taking  douches, 
restricting  coitus  during  the  last  six  or 
eight  weeks,  prohibiting  tub  baths  the 
last  two  weeks,  insisting  upon  bodily 
cleanliness  and  reporting  to  the  physician 
any  unusual  discharge.  The  routine  in- 
jection of  5 per  cent  mercurochrome  thirty 
to  forty  minutes  before  delivery  or  ex- 
amination has  been  a great  factor  in  lower- 
ing my  morbidity  and,  I believe,  my  mor- 
tality. I started  using  mercurochrome 
about  twelve  months  ago.  In  reviewing 
the  literature  I find  that  Mays,  of  the 
Methodist  Hospital  of  Brooklyn,  first  ad- 
vocated its  use  in  July,  1914,  and  he  re- 
ported excellent  results.  Mercurochrome 
has  several  advantages,  first,  it  is  non-ir- 
itant  to  the  mucous  membranes  and  it  is  an 
excellent  germicide,  easily  applied.  The 


disadvantage  is  that  it  stains  the  clothing 
and  linen,  but  it  is  only  difficult  to  remove 
from  silk  garments.  It  has  been  demon- 
strated conclusively  that  mercurochrome 
must  be  injected  thirty  to  forty  minutes 
before  examination  or  delivery  to  obtain 
its  maximum  germicidal  effect. 

After  miscarriage,  or  delivery,  I bathe 
the  vaginal  vault  and  the  whole  vagina 
with  5 per  cent  mercurochrome. 

The  patient  should  be  turned  on  her 
abdomen  as  soon  as  possible  following  de- 
livery to  facilitate  vaginal  drainage.  The 
vaginal  discharge  should  be  examined  daily 
and  type  recorded,  also  the  level  of  the 
fundus  of  the  uterus  or  unusual  tenderness 
should  be  recorded.  Often  these  signs,  such 
as  a foul  discharge,  marked  tenderness 
over  the  fundus  of  the  uterus,  or  retarded 
sub-involution  will  be  noticed  before  there 
is  an  appreciable  rise  in  the  temperature. 

By  elevating  the  head  of  the  bed  twelve 
to  eighteen  inches  and  giving  c.c. 
pituitrin  every  two  hours  and  ergotol,  I 
believe  that  many  cases  of  puerperal  infec- 
tion will  be  avoided.  It  goes  without 
saying  that  a careful  differential  diagnosis 
should  be  made  first.  I have  had  a number 
of  cases  that  from  the  history  and  casual 
examination  I thought  were  puerperal  in- 
fection, one  especially  that  developed 
malaria  during  the  puerperium;  repeated 
blood  examinations  cleared  up  the  diag- 
nosis, and  another  who  had  pyelo-nephritis 
but  showed  few  organisms  in  the  urine. 
The  urologist  did  not  think  the  infection 
was  sufficient  to  account  for  the  high 
temperature.  Tests  finally  confirmed  the 
diagnosis  of  pyelo-nephritis.  Deep  infec- 
tion of  the  breast  is  also  often  confused 
with  puerperal  infection. 

TREATMENT. 

Treatment  of  puerperal  infection  is 
divided  into  two  stages : first,  the  acute, 
fulminating;  second,  the  con,valescent  and 
the  quiescent  stage.  Many  cases  have  been 
weathered  through  the  acute  stage  and  lost 
by  lack  of  judgment  in  dealing  with  the 
convalescent  and  the  quiescent  stage.  Dr. 
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iSing  reviewed  the  cases  handled  at  Charity 
Hospital  some  years  ago.  I agree  with 
Dr.  King,  except  where  there  are  retained 
tsecundines  and  persistent  loss  of  small 
amounts  of  blood,  I prefer  to  give  a short 
ps  anesthesia  and  completely  remove  the 
secundines  with  a sponge  holder  and  swab 
the  uterine  cavity  with  a sponge  saturated 
in  5 per  cent  mercurochrome.  This  may 
be  accomplished  without  an  anesthetic. 
There  are  two  things  accomplished:  first, 
hemostasis;  second,  where  there  are  in- 
fected retained  secundines  the  temperature 
often  subsides  quickly.  Of  course,  I con- 
demn the  curet  100  per  cent  in  these  cases. 
Elevate  the  head  of  the  bed  and  apply  ice 
bags  to  the  lower  abdomen.  Fluids,  food 
and  fresh  air  are  essentials.  If  the  patient 
is  unable  to  retain  large  quantities  of  food 
by  mouth,  fluids  are  given  either  by  hyper- 
dermoclysis  or  in  the  vein.  I prefer  the 
Matas  drip,  alternating  with  5 per  cent  glu- 
cose and  saline,  1000  c.c.  each.  It  is  not  un- 
common to  let  this  drip  run  three  or  four 
days. 

Medication  plays  a very  small  part  in  the 
treatment  of  puerperal  infection.  Narcotics 
are  given  only  to  make  the  patient  com- 
fortable except  where  signs  of  peritonitis 
develop,  then  large  doses  of  morphine  are 
given  to  keep  the  respiration  to  10  to  12 
per  minute.  In  the  very  toxic  cases  small 
transfusions  of  whole  blood  should  be 
given  (250  to  400  c.c.),  repeated  twice 
daily. 

Dr.  Young  has  written  much  about  the 
use  of  intravenous  mercurochrome.  I have 
given  it  to  a number  of  cases,  but  do  not 
advocate  the  large  dose  that  he  gives ; I 
generally  start  off  with  10  c.c.  of  1 per 
cent  solution,  repeated  every  day  until  I 
get  up  to  the  maximum;  it  has  apparently 
helped  some  of  the  extreme  cases.  Dr. 
Gilhorn  is  a great  advocate  of  the  use  of 
sterile  milk.  I am  sure  I have  used  liter- 
ally gallons  of  it.  It  has  the  advantage 
over  meruochrome  in  that  it  does  not  pro- 
duce such  a profound  reaction.  We  are 
still  giving  it  to  our  convalescent  cases. 
Dr.  Oscar  W.  Bethea  recommends  the  use 


of  cacodylate  of  soda  three  to  five  grains, 
intravenously  in  all  septic  cases.  I have 
given  it  to  several  cases  with  apparently 
good  results.  The  advantage  is  that  it  does 
not  disturb  the  patient  and  is  harmless. 

I have  tried  several  of  the  streptococcal 
serums  but  I am  not  ready  to  give  a state- 
ment as  to  their  merits,  although  I believe 
that  the  laboratories  will  ultimately  solve 
the  problem. 

The  next  point  I want  to  mention,  though 
it  is  not  treatment  but  so  closely  allied  to 
it  that  I think  it  opportune  to  mention  it 
here,  is  frequent  examination  of  the 
patient,  keeping  in  mind  the  possibilities 
of  pelvic  abscess,  arthritis,  pyelitis,  endo- 
carditis and  pneumonia.  Many  times  the 
pelvic  condition  will  subside  and  the  tem- 
perature is  kept  up  by  these  complications. 
Of  course,  pelvic  abscess  is  a common  com- 
plication of  sequela.  Vaginal  drainage, 
properly  performed,  acts  almost  like  magic. 

Convalescents  constitute  the  second  class. 
Many  women  report  to  the  office,  gyneco- 
logical wrecks,  giving  a history  of  their 
trouble  starting  after  a miscarriage  of 
childbirth.  Of  course,  we  cannot  forget 
about  the  gonococcal  infection  and  here  w'e 
must  make  a differential  diagnosis  between 
gonococcal  infection  and  puerperal.  As  a 
rule,  the  gonococcal  cases  will  clear  up 
after  a few  weeks  in  bed,  hot  douches  and 
ice  bags,  but  this  is  not  always  true  in 
puerperal.  The  puerperal  cases  should  re- 
main in  bed  as  long  as  they  run  tempera- 
ture and  then  should  be  observed  with  the 
routine  orders  of  hot  douches,  glycerine 
and  ichthyol  tampons. 

I do  not  believe  they  should  be  dis- 
charged or  told  to  return  in  4,  5 or  6 
months,  but  a definite,  regular  regime  of 
treatment  should  be  outlined  for  them,  just 
as  we  do  for  a case  of  syphilis. 

The  following  requirements  should  be 
met  before  considering  surgery: 

1.  Normal  temperature. 

2.  Normal  blood  count. 

3.  Sedimentation  time,  one  hour  or  over. 
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4.  Normal  temperature  for  twenty-four 
hours  after  a drastic  vaginal  exam- 
ination. 

5.  Marked  diminution  of  pain  and  ten- 
derness. 

Inasmuch  as  the  sedimentation  test  is 
not  universally  used  in  this  section  it  is 
probably  timely  that  I say  something  of  its 
merits  as  a diagnostic  and  prognostic  test 
in  pelvic  infections. 

SUMMARY. 

We  do  not  believe  the  sedimentation  test 
should  replace  the  total  and  differential 
blood  counts  where  it  is  practical  to  run 
both.  But  if  we  had  to  choose  between  the 
two  would  prefer  the  sedimentation  test  on 
account  of  its  accuracy  in  all  classes  of 
cases  and  its  simplicity.  No  pelvic  inflam- 
matory case  with  a sedimentation  time  of 
less  than  an  hour  should  be  laparotomized. 
It  is  preferable  that  the  sedimentation  time 
should  be  an  hour  and  a half  or  two  hours. 
Dr.  Polak,  of  Brooklyn,  is  very  enthusiastic 
over  the  sedimentation  test  and  is  con- 
vinced that  it  is  the  most  dependable  test 
as  to  the  real  condition  of  the  patient.  We 
have  adopted  the  Linzemmeier  technic, 
which  is  as  follows:  the  tubes  used  are 

made  of  hard  glass,  five  mm.  in  diameter 
and  6.5  cm.  in  length,  having  a capactiy  of 
more  than  1 c.c.  They  are  marked  at  the 
1 c.c.  point  and  also  at  the  18  mm.  point. 
Lately  the  6,  12  and  24  mm.  marks  have 
also  been  added.  These  tubes  together  with 
a 1 c.c.  hypodermic  syringe  with  0.1  c.c. 
divisions  complete  the  outfit.  It  is  impor- 
tant that  both  tubes  and  syringe  be  clear 
and  dry.  Two-tenths  c.c.  of  a 5 per  cent 
solution  of  sodium  nitrate  is  drawn  into  the 
syringe,  to  which  is  added  0.8  c.c.  of  blood 
drawn  from  one  of  the  superficial  veins  of 
the  arm,  making  the  total  contents  of  the 
syringe  1 c.c.  The  blood  solution  and  the 
citrate  solution  are  slowly  mixed  and  then 
transferred  to  the  tubes.  The  marginal 
level  in  the  tube  must  be  exactly  at  the  1 c.c. 
mark.  The  reactions  are  tested  at  room 
temperature  since  it  has  been  found  that 
in  the  incubator  the  rate  of  sedimentation 


was  hastened,  while  the  reverse  took  plai 
when  the  patient’s  stomach  is  empty,  ; 
acceleration  of  the  rate  may  be  caused  \ 
active  digestion.  The  time  is  noted  wh(  i 
the  line  of  demarcation  between  the  er  ' 
throcytes  and  the  plasma  reaches  the  ] 
mm.  mark.  A millimetre  reading  may  al.‘ 
be  taken  at  the  end  of  the  first  hour.  Wi1 
blood  therefore  that  sediments  rapidly  tl  ■ 
results  can  be  ascertained  in  a short  time 

DISCUSSION. 

Dr.  A.  Jacobs  (New  Orleans)  : I would  111 

to  say  a few  words  concerning  prophylactic  trea  • 
ment  in  puerperal  infection,  also  regarding  trea 
ment  of  the  cervix.  Many  women  have  a slight  | 
eroded  cervix  and  after  delivery,  when  there  i 
an  accumulation  or  discharge  from  the  uteru  1 
this  mixes  with  the  acid  vaginal  secretions  ar  I 
the  exposed  injured  mucosa  becomes  infecte  I 
with  consequent  toxic  absorption  and  high  ter'  1 
perature.  In  a great  number  of  cases  I hav.  ' 
avoided  infection  by  promoting  free  drainage;  th  i 
is  effected  by  merely  elevating  the  head  of  tl  < 
bed  and  turning  the  patient  on  her  abdomen. 

In  the  pre-partal  treatment  of  these  cases  I c i 
a light  cauterization,  not  of  the  endocervix,  bf  j 
just  over  the  lip,  with  10  per  cent  silver  nitrat  i 
or  a very  light  cauterization  with  the  actual  cai,  i 
tery  (never  deep),  which  sometimes  it  is  nece.  j 
sary  to  repeat.  If  you  are  light  on  the  cautei  ' 
there  will  be  no  precipitation  of  labor. 

Just  a few  words  about  intravenous  infusioi- 
Dr.  Miller  of  Indiana,  who  has  treated  sever;  ' 
thousand  of  these  cases,  employing  various  then 
pies  such  as  aniline  dyes,  colloidal  substance 
foreign  proteins,  the  small  transfusion  of  who! 
blood,  etc.,  finds  that  the  best  results  are  obtaine 
by  repeated  small  transfusions  of  blood. 

I do  not  agree  with  Dr.  Sellers  on  the  que: 
tion  of  removal  of  retained  secundines.  The  onl, 
time  that  we  are  allowed  to  enter  the  uterin 
cavity,  I think,  is  in  the  case  of  profuse  hemoi| 
rhage:  intrauterine  manipulation  merely  opens  U' 
avenues  for  the  invasion  and  harboring  of  micro 
organisms.  I believe  these  cases  should  be  u; 
suscitated  and  given  pituitrin  and  ergot. 

I am  very  much  interested  in  the  sedimentatio 
test  and  glad  Dr.  Sellers  mentioned  it  to  you,  pai 
ticularly  those  who  are  gynecologists  and  obstt 
tricians.  The  test  is  easily  done  and  is  of  ine; 
timable  value  in  determining  the  presence  of  in 
fection  and  enabling  us  to  get  a safe  time  fo 
operation.  If  infection  is  present  the  sedimenta 
tion  test  'wdll  be  rapid.  We  all  know  that  it  i 
possible  to  have  quite  a considerable  inflamma 
tory  reaction  in  the  pelvis  without  increase  i:| 
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emperature  or  a high  leukocyte  count:  in  this 

!vent  the  sedimentation  test  is  rapid  and  if  you 
lisregard  its  warning  you  will  have  either  a very 
tormy  convalescence  or  death.  I have  used  the 
est  for  four  years — in  fact,  use  it  routinely  in 
dl  my  cases.  In  the  beginning  I disregarded  it, 
lepending  on  the  tests  on  which  I had  previously 
■elied,  viz : normal  leukocytes  and  a lack  of  rise 
n temperature  after  one  or  two  bimanual  exam- 
nations. 

Dr.  L.  A.  LeDoux  (New  Orleans)  : In  the  ma- 

ority  of  cases  of  puerperal  infection  we  find  evi- 
lence  of  an  injury,  or  laceration  of  the  vaginal 
'ornix,  or  in  the  cervix.  The  blood  supply  of  the 
iterus  is  very  profuse,  particularly  at  the  base 
)f  the  broad  ligaments  and  cervix  and  pathogenic 
irganisms  enter  the  blood  stream  through  these 
acerations.  The  uterus,  under  ordinary  condi- 
ions,  is  resistant  to  infection.  If  we  check  our 
lormal  cases  against  those  with  lacerations  we 
vill  find  the  incidence  of  infection  higher  in  the 
atter.  Repairs  following  laJbor  go  a long  way 
owards  diminishing  infection,  so  it  is  a wise 
Drocedure  to  insert  a speculum  in  the  cervical 
;anal  after  delivery  and  repair  all  lacerations. 
3y  closing  the  door  against  invasion  of  bacteria 
ve  minimize  the  chances  of  infection  and  assist 
n preventing  extension. 

This  subject  is  interestingly  dealt  with  in  a 
■ecent  issue  of  “The  Lancet.”  In  London  Ob- 
tetrical  and  Maternity  Hospitals  and  in  French 
dospitals  they  are  attempting  to  immunize  pa- 
ients  before  delivery  with  mixed  streptococcal 
/accine;  it  is  believed  that  in  this  way  a certain 
imount  of  immunity  can  be  given  these  patients. 

Dr.  A.  J.  Comeaux,  (Youngsville)  : I agree  with 
Dr.  LeDoux  in  regard  to  the  way  infection  travels 
n a lacerated  cervix  and  wish  to  mention  two 
:ases  which  I treated  along  the  lines  he  suggests. 

I delivered  a woman  and  three  or  four  days 
ifterwards  she  developed  chills  and  fever;  the 
rext  day  the  same  thing  occurred.  On  the  sec- 
)nd  day  I inserted  a speculum  and  swabbed  the 
;ervix  with  iodin.  The  following  morning  she 
still  had  fever.  The  treatment  was  repeated.  In 
she  afternoon  another  physician  was  called  in  con- 
sultation and  I told  him  what  I had  done.  He 
liagnosed  the  case  as  infection  and  very  severely 
condemned  the  treatment  with  iodin.  He  was  an 
jlder  man  and  I said  nothing  to  him,  but  thought; 
T will  show  you  something  old  man.”  He  told 
tny  patient,  whom  he  knew:  “Elaine,  you  are 

joing  to  be  sick  about  six  weeks,  possibly  more, 
[ cannot  say  how  long,  but  you  will  get  well.” 
[ kept  the  case  and  the  next  morning  her  hus- 
band, who  came  in  to  report  on  her  condition, 
said:  “Doctor,  my  wife  is  doing  well  and  is 


without  fever.”  From  that  time  she  was  abso- 
lutely afebrile. 

Previous  to  this,  I had  another  case  which  was 
handled  in  the  same  manner  and  with  the  same 
success.  I believe  that  we  would  have  fewer 
infections  if  an  antiseptic,  either  mercurochrome, 
carbolic  acid,  or  nitrate  of  silver  was  applied  to 
the  cervix  after  delivery. 

Dr.  Joseph  Cohen  (New  Orleans) : In  refer- 

ence to  puerperal  sepsis,  I would  like  to  empha- 
size a couple  of  points.  A good  many  women 
will  develop  puerperal  infection  no  matter  what 
is  done  for  them.  As  a rule  most  obstetricians 
take  all  kinds  of  aseptic  precautions,  whether  the 
delivery  is  at  home  or  in  an  institution.  This  con- 
dition is  the  result  of  something  inherent  in  the 
patient.  An  obstetrician  may  employ  the  same 
method  in  a hundred  cases  and  despite  the  most 
careful  asepsis,  of  these  a certain  number  will 
develop  puerperal  infection.  To  illustrate  this, 
Dr.  Bendel  told  me  of  an  obstetrical  case  he  had 
in  the  country.  Called  out  hurriedly,  he  rushed 
to  the  house  on  horseback  and  delivered  the 
patient  without  taking  time  to  wash  his  hands. 
She  had  an  uneventful  puerperium. 

I agree  with  Dr.  Jacobs  that  in  these  cases 
cleaning  out  the  uterus  is  contraindicated.  We 
should  look  upon  the  uterus  as  “no  man’s  land,” 
something  to  be  let  alone.  Taking  out  retained 
secundines  opens  up  new  avenues  of  infection;  the 
removal  of  the  endometrium  simply  creates  fresh 
bleeding  points. 

Repairing  lacerations  is  like  “closing  the  stable 
door  after  the  horse  has  left” — they  might  as  well 
be  left  alone.  Many  patients  have  elevated  tem- 
perature a few  days  after  delivery  and  get  well 
spontaneously.  We  should  not  blame  ourselves 
too  much  for  the  puerperal  infection  some  of 
our  patients  get,  but  in  the  meanwhile  let  us 
continue  to  do  our  best  to  asepticize  and  employ 
the  means  at  our  disposal  to  safeguard  against 
it.  Perhaps  vaccine,  pre-delivery,  will  help. 

Di‘.  T.  B.  Sellers  (closing)  : I thank  the  doc- 

to'rs  who  have  discussed  my  paper. 

The  comments  of  Drs.  Jacobs  and  Cohen  in  re- 
gard to  the  removal  of  retained  secundines  are  in 
accord  with  the  opinions  voiced  by  many  of  the 
best  authorities.  Despite  opinion  to  the  contrary, 
however,  I recommend,  in  some  of  these  cases, 
removal  of  the  products  of  pregnancy  with  a 
sponge  holding  forceps:  if  this  is  done  gently  I 
do  not  think  there  is  ever  any  ill  result  therefrom. 
I have  had  many  cases  where  this  procedure  was 
followed  by  an  immediate  drop  in  temperature 
and  in  my  experience  I know  of  no  instance  where 
the  trouble  could  be  attributed  to  this  measure. 
I do  not  advocate  it  though  as  a routine  practice. 
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UTERINE  HEMORRHAGES  AND 
THEIR  SIGNIFICANCE.* 

0.  P.  DALY,  M.  D., 

Lafayette,  La. 

The  object  of  this  paper  is  not  neces- 
sarily to  bring  anything  new  before  you 
but  rather  to  present  a subject  which  is  of 
great  interest  to  every  practicing  physician, 
and  is,  I believe,  of  very  great  importance 
because  of  the  artificial  conditions  under 
which  we  are  living,  and  more  particularly 
because  of  the  great  incidence  of  cancer. 

The  presentation  of  this  paper  will  be 
from  the  standpoint  of  what  we  can  do  for 
these  conditions  in  the  way  of  treating 
them  as  general  practitioners,  or  just  what 
can  be  expected  in  results  from  those  cases 
referred  to  the  specialist. 

The  causes  of  uterine  hemorrhage  fall 
into  two  main  groups : Those  which  are, 

and  those  which  are  not  connected  with 
recent  pregnancy.  For  clinical  purposes, 
cases  of  uterine  hemorrhages  fall  into  the 
following  three  groups : 

First:  The  menstrual  periods  are  regu- 

lar but  prolonged  and  excessive  in  amount, 
commonly  called  mennorrhagia.  This  is 
most  commonly  found  in  cases  of  fibroids, 
hypertrophy  of  the  endometrium,  chronic 
metritis,  etc. 

Second : The  bleeding  is  irregular  and 

excessive  at  times  other  than  the  menstrual 
period,  commonly  called  metrorrhagia,  this 
always  should  call  your  immediate  atten- 
tion to  the  possibility  of  malignant  disease; 
such  as  carcinoma  of  the  cervix,  more 
rarely  of  the  body  of  the  uterus. 

Third:  Hemorrhages  occurring  at  some 

period  subsequent  to  the  menopause  possi- 
bly in  small  amounts.  This  always  sug- 
gests malignancy.  Statistics  show  that 
malignancy  accounts  for  over  50  per  cent 
of  all  hemorrhages  after  the  menopause. 

*Read  before  the  Louisiana  State  Medical  Soci- 
ety, Baton  Rouge,  April  10-12,  1928. 


Mennorrhagia  may  be  due  to  excessive 
ovarian  impulse,  to  an  enlargement  of  the 
uterine  area  which  responds  to  the  ovarian 
impulse  and  to  local  or  general  conditions 
which  cause  congestion  of  the  blood  vessel 
of  the  uterus,  or  endometrium;  such  as 
pelvic  inflammations,  acute  nephritis,  etc. 

Mennorrhagia  in  young  girls,  adolescent 
hemorrhage,  often  presents  a difficult 
problem.  This  is  often  caused  by  excessive 
ovarian  impulse  and  here  we  run  into  the 
realm  of  theory  when  we  begin  to  use  ex- 
tracts from  the  endocrine  glands.  We 
know  that  in  some  cases  of  hyperthyroydism 
mennoraghia  dissapears  when  the  thyroid 
condition  is  corrected,  and  likewise,  cases 
are  improved  sometimes  by  administrating 
thyroid  extract  to  cases  of  hypothyroidism. 
Also  we  know  the  effects  of  pituitry  ex- 
tract on  the  musculature  of  the  uterus. 
Pituitrin  is  used  in  such  cases.  It  is  ration- 
al to  use  a glandular  extract  in  these  cases, 
but  do  not  be  surprised  if  your  results  are 
not  always  the  same  and  do  not  be  disap- 
pointed at  your  failures. 

For  a number  of  years  dilatation  of  the 
cervix  with  curettage  of  the  uterus  was  the 
court  of  last  appeals  in  these  cases,  and 
many  were  definitely  cured  and  still  are  be- 
ing cured  by  this  method.  In  latter  years 
first  the  roentgen-ray  and  now  radium  have 
stepped  into  the  breech  and  we  now  have  at 
hand,  two  modalities  which  hold  out  a help- 
ing hand  to  us.  In  young  girls  and  women 
before  the  menopause  too  much  care  can- 
not be  used  in  the  application  of  either 
the  roentgen-ray  or  radium,  or  else  a per- 
manent premature  menopause  will  be 
brought  about  and  this  is  to  be  avoided  in 
these  cases.  I will  not  attempt  here  to 
discuss  the  relative  merits  of  radium  or 
roentgen-ray  or  whether  one  causes  more 
damage  to  the  ovary  than  the  other. 
Rightly  used  both  can  be  of  great  help  in 
very  difficult  cases  and  carelessly  used, 
both  are  a source  of  great  danger.  This  is 
most  forceably  brought  home  to  me  right 
now  as  I have  recently  inherited  one 
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vesico-vaginal  and  one  recto-vaginal  fis- 
tula caused  from  the  use  of  radium. 

An  amenorrhia  of  two  or  three  months 
followed  by  normal  menstruation  may  be 
of  great  benefit  to  these  patients,  and  will 
often  be  followed  by  normal  sex  function. 
Treatment  of  all  these  cases  should  be  based 
on  a careful  history,  and  one  must  be  care- 
ful not  to  overlook  a general  condition  of 
which  the  menorrhagia  may  be  only  a part 
of  the  picture. 

In  the  case  of  menorrhagia  where  the 
bleeding  is  excessive  or  irregular,  the  most 
likely  cause  is  some  innocent  condition 
such  as:  uterine-fibroids,  hypertrophy  of 

the  endometrium,  chronic  metritis  and  en- 
dometritis. It  has  been  stated  that  over  20 
per  cent  of  all  women  have  sooner  or  later 
a fibroid  tumor  of  the  uterus.  In  many 
instances  the  tumors  are  small  and  cause 
no  symptoms;  nevertheless  operations  for 
fibroids  form  a large  proportions  of  all 
gynecological  operations.  The  diagnosis 
rests  on  a history  of  menorrhagia,  with  an 
irregular  enlargement  of  the  uterus.  If, 
however,  there  be  but  one  small  fibroid 
polyp  in  the  uterus,  the  increase  in  the  size 
of  the  uterus  may  not  be  sufficient  to  be  de- 
tected by  bimanual  examination  and  the 
diagnosis  may  be  tentative  until  confirmed 
by  dilatation  of  the  cervix  and  exploration 
of  the  uterine  cavity.  For  fibroids,  oper- 
ative treatment  is  nearly  always  the  best 
whenever  advice  is  sought  for  bleeding  or 
for  a lump  or  for  pain.  Pain  is  an  in- 
frequent symptom,  but  may  be  caused  by 
pressure  or  red  degeneration.  During 
the  child-bearing  years  myomectomy  is  the 
operation  of  choice  when  the  tumor  is  of 
such  character  that  a useful  uterus  can  be 
left.  But  during  later  years,  hysterectomy 
should  be  done,  which  is  a straight-forward 
and  safe  operation  removing  from  the  pa- 
tient, who  has  finished  with  child-bearing, 
an  organ  which  may  often  give  rise  at 
any  time  to  discharge  or  bleeding  or  which 
may  become  affected  with  malignant  dis- 
ease. Fibroids  do  not  cease  to  cause 
symptoms  after  the  menopause  but  often 


delay  or  prevent  it.  The  treatment  of  fi- 
broids by  radium  or  roentgen-ray,  to  my 
mind,  is  not  to  be  advised  unless  there  is 
some  reason  which  would  render  the  opera- 
tion too  dangerous  for  the  patient.  Though, 
neither  roentgen-ray  nor  radium  can  dis- 
perse the  tumor  they  may  cause  degenera- 
tion and  subsequent,  sepsis  and  there  is 
always  a chance  that  the  tumor  may  be 
associated  with  carcinoma  of  the  body  of 
the  uterus,  or  that  it  may  be  a sarcoma. 

Bleedings  during  pregnancy  are  almost 
always  preceded  by  a varying  period  of 
amenorrhea.  In  the  early  months,  the 
most  frequent  cause  is  threatened  abortion. 
There  is  little  reason  to  comment  on  han- 
dling these  cases,  this  is  a matter  of  every- 
day occurrence  to  all  of  you.  Ectopic  preg- 
nancy is  next  among  the  causes  of  irregu- 
lar hemorrhages  due  to  the  pregnant  state. 
A larger  number  of  ectopic  pregnancies 
take  place  than  is  generally  supposed. 
Many  of  these  embryos  die  in  the  early 
stages  without  giving  rise  to  anything  of 
much  note  except  a metorrhagia  of  small 
amount.  Briefly,  the  symptoms  of  ectopic 
gestation  are  as  follows.  A missed,  delayed 
or  irregular  menstrual  period  followed  by 
pain  in  lower  abdomen,  colicy  in  character 
most  often  to  one  side.  On  vaginal  examina- 
tion a bloody  discharge  mixed  with  mucus 
which  does  not  clot  is  observed.  The  cervix 
is  usually  soft,  sensitive  to  motion,  the 
uterus  usually  displaced  by  a sensitive  mass 
which  is  usually  palpable.  Temperature 
as  a rule  is  only  slightly  affected.  The 
blood  count  showing  a slight  leukocytosis. 
The  red  cells  and  hemoglobin  may  be 
slightly  or  very  markedly  reduced  depend- 
ing on  the  amount  of  blood  lost.  Needless 
to  say,  the  indication  for  treatment  in 
cases  of  ectopic  gestation  is  to  operate  as 
soon  as  the  diagnosis  is  made  and  the  pa- 
tient in  condition  to  stand  an  operation. 
During  the  latter  months  of  pregnancy 
placenta  previa  and  ablatio  placentae  are 
causes  of  hemorrhages.  These  cases  must 
each  be  dealt  with  as  a separate  case. 
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Carcinoma  of  the  cervix  is  very  com- 
mon. It  is  therefore  the  accepted  rule  that 
any  and  every  woman  who  complains  of 
any  excessive,  irregular  bleeding  at  the 
time  of  menopause,  and  all  cases  of  bleed- 
ing or  discharge  after  the  menopause  must 
be  regarded  as  a pi’obable  malignancy  case, 
and  carefully  examined  as  such.  If  there 
be  no  palpable  or  visible  sign  of  carcinoma 
of  the  cervix,  there  still  remains  a possibil- 
ity of  involvement  of  the  cervical  canal,  or 
of  the  body  of  the  uterus.  It  must  be  re- 
membered that  whereas  before  the  meno- 
pause and  the  age  of  45,  cancer  of  the  cer- 
vix is  twenty  times  more  probable  than 
cancer  of  the  body.  As  the  age  of  50  is 
reached  the  probability  of  cancer  of  the 
body  becomes  nearly  equal  to  that  of  in- 
volvement of  the  cervix.  Examination  in 
these  cases  may  necessitate  a careful  ex- 
amination under  an  anaesthetic  with  dila- 
tation and  exploration  of  the  cervical  canal 
and  body  of  the  uterus,  and  the  scrapings 
from  the  curett  or  specimen  removed  by 
the  knife  examined  under  the  microscope. 
The  importance  of  diagnosis  and  treatment 
at  the  earliest  moment  cannot  be  too  much 
emphasized ; as  we  must  always  remember 
that  we  see  two  inoperable  cancers  of  the 
uterus  to  one  which  is  operable.  The  best 
treatment  of  cancer  of  the  cervix  is  opera- 
tion. Removing  the  whole  uterus  with  a 
cuff  of  vagina,  as  freely  as  possible  with 
the  cellular  tissue  around  the  cervix  and 
the  iliac  glands.  In  skilled  hands,  the  re- 
sults are  good,  about  40  per  cent  of  the 
cases  are  cured  and  free  from  recurrence 
after  five  years.  The  primary  mortality 
is  comparatively  low  and  patients  who  suf- 
fer a recurrence  have  a period  of  from  one 
to  five  years  free  from  pain,  even  from 
discomfort.  And  the  terminal  stages  are 
characterized  by  a general  debility  rather 
than  the  awful  bleeding  and  foul  discharge 
when  no  operation  has  been  performed. 
The  radical  operation  is  undoubtedly  the 
best  treatment  so  long  as  the  condition  is 
operable.  Treatment  by  radium  still  does 
not  compare  favorably  with  it  and  as  a 
curative  agent  must  take  second  place. 


As  an  adjuvant,  or  in  the  treatment  oj 
inoperable  cases  or  for  early  recurrence 
after  operation  radium  is  of  great  use  anc 
will  often  lengthen  and  make  much  mor(. 
bearable  the  lives  of  our  hopeless  cases. 

What  are  the  early  symptoms  of  uterine 
cancer?  Text  books  mention  them  in  th< 
following  order : 

First:  Hemorrhage.  Second:  Profus( 

foul  watery  leukorrhea  and  Third : Pain 

Now  these  are  signs  not  only  of  cancer  bu 
of  incurable  cancer  or  indeed  of  inpend 
ing  death  for  the  reason,  that  when  a pa 
tient  presents  all  three  of  these  dange 
signals,  she  is  rarely  cured.  Uterine  can 
cer  under  microscopic  examination , ma 
terializes  as  alteration  of  a single  epithelia 
cell.  When  this  tiny  lesion  progresse 
even  a little,  its  presence  is  manifested  b; 
the  appearance  by  nothing  more  startlin; 
than  a slight,  insignificant,  brownish  o 
blood-tinged  discoloration  of  the  norma 
cervical  secretions,  and  this  discoloratio 
of  the  secretion  is  the  one  and  only  earl 
symptom  of  an  incipient  uterine  cancel 
Your  diagnosis  must  be  confirmed  by  th 
microscope.  The  importance  and  signif: 
cance  of  this  point  cannot  be  over-estin' 
ated,  nor  over-emphasized  because,  withi 
six  months  from  the  appearance  of  such 
slight  showing  of  blood,  in  the  case  of  one 
third  of  the  unfortunate  victims,  the  dis 
ease  has  gone  beyond  a curable  stag* 
Martzloffs  study  of  the  series  of  cases  see 
during  the  first  six  months  of  the  diseas 
in  the  John  Hopkins  Hospital  Clini 
brought  out  the  startling  fact  that  exch 
sive  of  the  most  benign  type  of  cervic; 
cancer,  two-thirds  of  all  patients  had  broa 
ligament  involvement;  and  the  more  star 
ling  fact  that  not  a single  patient  with  an 
invol/vement  of  the  broad  ligament,  hov 
ever  slight,  was  cured  by  operation.  As  1| 
the  variable  degrees  of  malignancy  in  cai 
cer.  of  the  cervix,  Martzloff  was  able  t! 
show  variation  in  five  year  cures  of  the  a; 
tonishing  figure  of  37.5  per  cent  betwee 
the  most  benign  and  the  most  malignai 
cell  types.  Obviously  a comparation  of  r 
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ults  of  treatment  of  1000  cases  treated -by 
ne  method,  surgery  for  instance,  with 
nother  1000  cases  treated  by  another 
aethod,  radium  for  instance,  would  be  al- 
Qost  futile  in  the  face  of  these  findings  of 
learly  40  per  cent  difference  of  the  degree 
f malignancy. 

CONCLUSION. 

The  inexcapable  conclusion  to  be  drawn 
rom  all  the  facts  and  all  the  evidence  is  to 
he  effect  that  abnormal  uterine  bleeding, 
lowever  trival  in  amount,  occuring  at  any 
)eriod  of  life  from  early  adolescence  to  the 
ast  day  of  old  age,  means  cancer,  until  its 
ixistence  is  absolutely  and  finally  dis- 
iroved  by  every  means  within  reach  of  the 
ihysician  to  whose  attention  it  has  been 
irought. 

DISCUSSION. 

Dr.  Joseph  Cohen  (New  Orleans) : On  the  sub- 

ect  of  uterine  hemorrhages  I take  exception  to 
;ome  of  the  statements  that  are  made.  There  is 
ibsolutely  no  doubt  in  my  mind  between  the 
■esults  obtained  by  surgery  and  those  by  radium, 
tt  the  Memorial  Hospital,  New  York,  both  meth- 
)ds  were  used.  Dr.  Burton  Lee,  attending  physi- 
:ian,  came  out  with  the  statement  that  these 
ire  purely  cases  for  radium  treatment,  the  results 
leing  far  better  with  radium  than  where  surgery 
s used.  At  the  Cancer  Symposium  at  Lake  Mo- 
lonk,  New  York,  convened  by  the  American  So- 
nety  for  the  Control  of  Cancer,  Dr.  Greenbough 
reported  243  cases  coming  from  22  different  din- 
es, some  of  which  were  treated  !by  radium,  some 
3y  radical  operation  (I  suppose  that  is  the  word 
[ must  use).  Of  the  cases  operated  on  some 
lied,  the  mortality  being  one  in  five,  the  cures 
after  following  up  three  years  were  1 out  of 
3very  3;  in  those  cases  treated  by  radium  there 
were  no  mortalities,  the  cures  1 out  of  5.  In 
other  words,  radium  never  gives  you  a death, 
while  surgery  (radical  operation)  does. 

In  uterine  bleeding  it  is  absolutely  necessary, 
in  order  to  arrive  at  a diagnosis,  to  get  a patholo- 
gist’s report  on  the  uterine  scrapings — if  it  is  at 
all  possible,  do  biopsy.  Radium  after  the  meno- 
pause does  no  harm  if  it  is  used,  unless  the 
patient  develops  a recto-vaginal  fistula  or  vesico 
vaginal  fistula.  In  the  child-bearing  period  radium 
should  not  be  used  promiscuously  for  two  reasons: 
in  the  first  place  it  might  produce  menotpause  with 
all  its  attending  symptoms;  in  the  second  place, 
which  is  very,  very  important,  it  might  affect 
the  progeny.  Radium  has  an  effect  on  the  ovar- 


ies even  though  given  in  small  doses  and  if,  dur- 
ing the  child-bearing  period  the  ovaries  are  af- 
fected, how  do  you  know  what  will  happen  to 
the  child?  There  is  so  much  being  done  in 

radium  application  with  animals  to  see  what  hap- 
pens to  the  offspring.  Dr.  Clarence  Cook  Little 
in  a paper  read  last  year  indicated  that  radium 
affects  the  offspring.  Radio  active  substances 
have  direct  effect  on  the  sex  cells.  There  is 
danger  that  the  promiscuous  use  during  the  child 
bearing  period  will  result  in  a lot  of  imbeciles 
and  idiots.  This  has  not  been  proven  yet  since 
all  the  experimental  work  has  been  done  on 
animals.  The  offspring  of  animals  subjected  to 
radium  were  deformed  or  showed  malformations 
in  other  manners.  We  can  take  care  of  physical 
evident  deformities  all  right,  but  with  the  use  of 
radium  promiscuously  in  the  child-bearing  period 
we  may  have  occult  brain  malformations  and 
mental  twists  in  our  progeny  that  can  not  be 
taken  care  of. 

Dr.  Lucien  A.  LeDoux,  (New  Orleans)  : The 

discussion  of  uterine  hemorrhage  is  incomplete 
without  emphasizing  the  part  played  by  pelvic 
inflammations,  the  acute,  subacute  and  chronic. 
Dr.  Daly  emphasizes  throughout  his  paper  the 
necessity  for  a careful  history  and  thorough  physi- 
cal examination  leading  up  to  diagnosis.  In  this 
connection  I wish  to  protest  against  the  pre- 
scribing of  drugs  which  are  supposed  to  acceler- 
ate or  diminish  uterine  bleeding  without  first 
determining  the  cause.  Drugs  of  this  character, 
while  calculated  possibly  to  assist  ovarian  hyper 
or  hypo-function  can  be  of  absolutely  no  value 
at  all  in  controlling  the  metorrhagias  or  menor- 
rhagias which  accompany  pelvic  inflammations. 
Therefore  before  employing  an  agent  to  suppress 
this  condition,  let  us  look  carefully  into  our  case 
and  establish  a diagnosis  if  possible,  then  use  the 
proper  means  to  eliminate  the  cause. 

Dr.  E.  Denegre  Martin  (New  Orleans) : I am 

not  a gynecologist,  but  would  like  to  say  a few 
words  on  this  subject.  Dr.  Daly  in  mentioning 
growths  as  a cause  of  uterine  hemoiThage  left 
out  a most  important  one,  uterine  polypus,  which 
is  frequently  responsible  for  this  condition.  I 
have  had  more  cases  of  metrorrhagia  and  menor- 
rhagia from  this  cause  than  any  other,  and  it 
happens  at  all  times  of  life.  Polypoid  growths 
can  be  cured  by  cureting  if  in  the  child-bearing 
period  of  menopause,  but  the  ideal  treatment,  I 
think,  when  it  can  be  done,  is  curettment  and  the 
application  of  radium.  If  radium  is  not  applied, 
there  is  apt  to  be  a recurrence.  When  submucous 
fibroids  are  responsible  for  the  bleeding,  I have 
had  the  best  results  with  radium.  As  Dr.  Colien 
says,  in  treating  carcinoma  of  the  cervix,  the 
earlier  it  is  recognized,  the  better  the  result. 
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Radium  should  never  be  used  by  the  inexperi- 
enced, but  by  those  who  know  how  to  apply  it, 
otherwise  we  are  going  to  meet  with  some  of  the 
distressing  sequelae  that  we  sometimes  hear  about. 

Dr.  T.  B.  Sellers  (New  Orleans)  : I would  like 
to  call  your  attention  to  another  common  cause 
of  uterine  bleeding.  This  was  forcibly  impressed 
upon  me  two  years  ago.  A widow,  well  developed, 
poorly  nourished  and  anemic,  gave  absolutely 
negative  history  of  syphilis.  Physical  examina- 
tion, negative.  Gynecological  examination,  also 
negative  (uterus  freely  movable,  about  normal  in 
si/.e.)  A rou'.'ne  blood  'Wassermann  return'd 
p’us  4.  This  patient  had  been  examined  by  two 
excellent  physicians  She  was  sent  to  me  ''or 
radium  treatment. 

Dr.  H.  W.  Kostmayer  (New  Orleans)  : There  is 
one  point  in  Dr.  Daly’s  paper  that  ought  to  be 
called  a little  more  attention  to,  and  that  is  the 
importance  of  carefully  examining  the  membrane 
for  the  possibility  of  carcinoma  of  the  uterus 
being  present,  for  it  is  in  the  mucous  membrane 
that  the  growth  originates.  This  leads  to  the 
point  that  I want  to  make,  that  the  application  of 
radium  generally  should  not  be  made  for  uterine 
lemorrhage,  but  a definite  known  cause  of  uter- 
ine hemorrhage.  Carcinoma  of  the  body  of  the 
uterus  calls  for  surgery,  in  contrast  to  carcinoma 
of  the  cervix  in  which  radium  is  the  indicated  and 
generally  accepted  therapy,  except  in  the  very 
early  stage.  I cannot  too  strongly  emphasize  the 
importance,  in  dealing  with  uterine  hemorrhage, 
of  the  physician  determining  the  cause  before 
applying  radium,  in  order  to  do  his  patient  com- 
plete justice. 

Dr.  O.  P.  Daly  (closing)  : I fully  realize  the 

merits  of  the  points  just  brought  out  in  the  treat- 
ment of  carcinoma  of  the  cervix  by  radium,  a 
therapy  which  is  making  greater  and  greater 
strides  everywhere.  I do  not  believe  that  the  last 
word  has  been  spoken  so  far  in  the  question  of 
radium  and  surgery  in  carcinoma  of  the  uterus 
if  the  carcinoma  is  taken  in  its  early  stage,  but 
am  convinced  that  when  it  has  progressed  to  any 
degi-ee,  radium  is  unquestionably  the  method  of 
choice.  In  carcinoma  of  the  body,  I agree  with 
Dr.  Kostmayer  that  it  is  a surgical  procedure  and 
not  necessarily  one  for  the  use  of  radium.  I em- 
phasized the  fact  that  artificial  menopause  was 
to  be  avoided  at  all  costs.  In  regard  to  the  effect 
of  irradiation  on  the  ovaries,  roentgen-rays  used 
in  the  case  of  a pregnant  woman,  our  literature 
is  filled  with  recent  contributions  on  the  subject. 
Whether  radium  has  an  injurious  effect  on  future 
offsprings  is  a question  still  open  to  quite  a bit 
of  discussion,  and  I do  not  believe  that,  so  far,  it 
has  been  proved  injurious;  the  data  on  this  mat- 


ter is  not  complete,  and  different  people  report 
different  things. 

Dr.  LeDoux  spoke  of  pelvic  inflammations  as  a 
cause  of  uterine  hemorrhage,  and  Dr.  Martin  of 
uterine  polyps;  I mentioned  both  in  my  paper 
and  stated  that  the  polyps  were  sometimes  of 
such  small  size  that  they  were  not  recognized.  In 
regard  to  Dr.  Sellers  speaking  of  syphilis,  this 
was  not  included  in  the  list.  Limited  to  twenty 
minutes,  one  has  not  time  to  cover  all  the  causes 
of  uterine  bleeding — -their  name  is  legion.  Dr. 
Kostmayer  stressed  the  importance  of  thorough 
examination  before  the  use  of  radium,  and  I 
think  he  is  absolutely  correct.  It  necessarily  fol- 
lows that  if  we  give  as  careful  an  examination  as 
is  in  our  power,  we  will  overlook  less  than  we 
have  been  overlooking  and  be  in  a position  to 
obtain  the  best  results  from  treatment. 

Time  is  the  greatest  factor  in  the  ti'eatment  of 
cancer,  and  when  too  long  a period  has  elapsed 
before  malignancy  is  discovered,  all  the  therapies 
at  our  disposal  are  powerless  to  effect  a cure. 

PLACENTA  PRAEVIA.* 

JOHN  FAIR  LUCAS,  M.  D., 
Greenville,  Miss. 

Placenta  praevia  is  a formidable  compli- 
cation of  the  later  months  of  pregnancy, 
and  constitutes  a large  number  of  our  ob- 
stetrical tragedies.  Although  not  so  fre- 
quent a complication  as  premature  separ- 
ation of  the  placenta,  it  is  just  as  much 
an  emergency,  creating  apprehension  in  the 
mind  of  the  patient  and  members  of  her 
family  as  well  as  demanding  the  immediate 
attention  of  the  physician. 

There  has  been  a large  amount  of  liter- 
ature upon  this  subject  during  the  past  few 
years  and  it  is  my  purpose  today  to  discuss 
briefly  the  history,  etiology,  anatomy  and 
diagnosis  of  this  condition,  and  to  dwell 
more  extensively  upon  the  management  of 
these  cases. 

As  we  know,  placenta  praevia  is  the  de- 
velopment of  the  placenta  in  part  or  wholly 
within  the  zone  of  dilatation  of  the  uterus. 
The  condition  was  known  in  Hippocrates’ 
time.  Paul  Portal  in  1664  stated  that  the 
placenta  may  be  implanted  over  the  os. 

♦Read  before  the  Mississippi  State  Medical  As- 
sociation, Meridian,  Miss.,  May  8-10,  1928. 
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Rigby  in  1775  was  the  first  to  clearly  dif- 
ferentiate between  placenta  praevia  and 
premature  separation  of  the  placenta,  and 
Schaller  was  the  first  to  demonstrate  at  the 
autopsy  table  the  attachment  of  the  pla- 
centa over  the  internal  os. 

Its  frequency  is  variously  reported  by 
various  writers  as  ranging  from  one  in  a 
hundred  to  one  in  a thousand  cases.  Surely 
one  doing  almost  entirely  hospital  practice 
will  encounter  the  condition  more  often 
than  the  general  practitioner,  because  these 
cases  are  sent  to  the  hospital  as  soon  as  the 
hemorrhage  takes  place.  It  occurs  more 
often  in  multipara  who  have  had  a previous 
endometritis,  as  the  diseased  endometrium 
is  thought  to  prevent  the  ovum  from  at- 
taching itself  higher  in  the  uterus. 

The  cases  are  divided  anatomically  into 
three  varieties  depending  on  the  position  of 
the  placenta  in  relation  to  the  internal  os 
and  lower  uterine  segment.  (1)  Centralis 
— when  the  placenta  completely  covers  the 
internal  os.  (2)  Lateralis — in  which  it 
but  partly  covers  the  os.  (3)  Marginalis 
— in  which  the  placenta  which  implanted 
wholly  or  partly  in  the  lower  uterine  seg- 
ment, does  not  extend  beyond  the  border  of 
the  internal  os. 

The  most  characteristic,  and  usually  the 
only,  symptom  is  sudden,  painless  hemor- 
rhage with  apparently  no  cause  assignable 
to  the  patient,  who  may  wake  up  and  find 
herself  in  a pool  of  blood  or  notice  on  aris- 
ing from  the  toilet  fresh  blood  or  clots  in 
the  vessel.  The  initial  bleeding  may  be 
slight  but  the  slightest  bloody  discharge  de- 
mands investigation  for  the  bleeding  will 
recur  when  least  expected,  often  as  an  acute 
hemorrhage  which  may  end  fatally  or  as  a 
continuous  slight  discharge  which  will  so 
weaken  the  patient  that  with  added  blood 
loss  and  shock  of  delivery  may  bring  about 
a fatal  termination. 

The  diagnosis  may  be  confirmed  by  va- 
ginal examination,  which  reveals  a large, 
boggy  and  edematous  cervix,  and  on  pass- 
ing the  finger  through  the  cervix  a soft 


cauliflower-like  mass  is  felt  between  the  fin- 
ger and  presenting  part.  Often  the  pulsa- 
tion of  the  uterine  arteries  can  be  felt 
through  the  vaginal  fornices.  It  is  best  to 
reserve  this  examination  until  the  patient  is 
placed  in  the  hospital  and  everything  is 
ready  to  deliver  the  patient,  as  often  a pro- 
fuse hemorrhage  may  be  started. 

The  maternal  mortality  in  this  condition 
is  due  almost  entirely  to,  first,  antepartum 
hemorrhage,  second  to  sepsis,  and  third, 
post-partum  hemorrhage,  the  latter  ac- 
counting for  over  half  the  deaths  reported. 
Very  seldom  does  a death  occur  in  a case 
undelivered,  and  in  which  no  intra-uterine 
manipulation  has  been  performed.  In  read- 
ing over  case  reports  of  different  hospitals 
one  cannot  but  notice  the  number  of  deaths 
that  occur  within  a few  hours  after  deliv- 
ery, which  is  attributed  to  hemorrhage  due 
either  to  continued  bleeding  from  the  pla- 
centa site  or  from  atony  of  the  uterus.  Thus 
the  management  of  placenta  praevia  is 
principally  the  treatment  of  hemorrhage. 
The  indications  are : first,  to  replace  the 
blood  loss,  and  second  to  deliver  the  patient 
as  soon  as  she  is  in  condition  to  stand  de- 
livery. This  should  be  done  with  the  least 
amount  of  blood  loss,  shock,  and  trauma, 
and  by  a method  that  is  least  likely  to  be 
followed  by  post-partum  hemorrhage  which 
is  the  cause  of  over  half  the  deaths  due  to 
placenta  praevia. 

If  a woman  has  had  a profuse  hemor- 
rhage, and  has  a rapid  weak  pulse  and  is 
in  a state  of  shock,  the  added  blood  loss  and 
shock  from  any  method  of  delivery  may  be 
too  much  for  her  to  stand.  Bill,  in  an  arti- 
cle in  the  October,  1927,  Journal  of  Obstet- 
rics and  Gynecology,  stressed  this  point  and 
emphasized  the  fact  that  the  loss  of  blood 
may  be  sufficient  to  cause  atony  of  the 
uterus,  while  the  atony  causes  further  hem- 
orrhage, thus  a definite  vicious  circle  may 
be  established.  He  states  that  such  a uterus 
will  not  respond  to  drug  stimulation,  and 
the  only  hope  of  breaking  the  vicious  circle 
lies  in  blood  transfusion. 

It  is  our  practice  to  type  every  available 
member  of  the  patient’s  family  as  soon  as 
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she  is  admitted  to  the  hospital,  and  if  she  is 
not  in  condition  to  withstand  immediate  de- 
livery, a blood  transfusion  is  given  while 
the  nurses  are  setting  up  the  operating 
room.  We  believe  that  the  restoration  of 
blood  loss  by  these  patients  is  almost  as 
important  as  the  immediate  delivery. 

In  regard  to  the  method  of  delivery,  there 
are  three  basic  principles  to  be  considered ; 
(1)  Conserve  blood  loss.  (2)  Avoid  sepsis, 
and  (3)  Minimize  trauma  and  shock.  We 
believe  these  principles  are  best  carried  out 
in  the  majority  of  cases  by  Caesarian  sec- 
tion, where  there  has  been  no  previous  at- 
tempt at  vaginal  delivery  and  where  the 
cervi.x  is  not  dilated.  If  the  cervix  is  left 
undisturbed  continued  bleeding  from  the 
placental  site  is  prevented. 

In  delivery  through  the  pelvis  the  pla- 
cental site  on  the  non-contractile  lower  uter- 
ine segment  is  stretched  and  traumatized, 
often  deep  tears  occurring  in  the  cervix, 
which  is  not  seldom  the  cause  of  uncon- 
trollable post-partum  hemorrhage.  This 
type  of  hemorrhage  does  not  occur  when 
the  patient  is  delivered  by  section  and  the 
lower  uterine  segment  left  undisturbed. 
Bleeding  from  the  uterus  during  the  opera- 
tion is  under  perfect  control,  as  the  assist- 
ant makes  pressure  on  the  lower  uterine 
segment,  until  the  uterus  contracts  and 
bleeding  has  ceased. 

The  use  of  spinal  anesthesia  we  believe 
gives  us  better  contraction  of  the  uterus  by 
blocking  the  spinal  nerves  and  allowing  the 
uninhibited  action  of  the  sympathetic  sys- 
tem. 

There  is  much  less  shock  and  trauma  to 
Caesarian  section  than  to  long  drawn  out 
delivery  through  the  pelvis  and  certainly 
there  is  less  danger  of  infection  or  sepsis 
following  a section  on  a case  that  has  had 
no  intrauterine  manipulation  than  when  de- 
livery is  effected  through  the  pelvis  by  ver- 
sion or  use  of  the  bag,  for  in  the  latter  case 
we  are  working  through  an  ah’eady  infected 
field  or  one  very  difficult  to  render  aseptic. 
The  lacerated  and  traumatized  cervix  and 
exposed  placental  site  is  very  prone  to  in- 


fection, and  may  be  followed  by  puerperal 
sepsis. 

During  the  past  two  years  we  have  had 
four  cases  in  our  clinic  in  Greenville,  two 
occurring  in  our  private  practice,  and  two 
referred  to  us  for  treatment.  The  case  his- 
tories are  briefly  as  follows: 

Case  1 : Mrs.  H.  S.  Multipara,  seven  and  one- 

half  months  pregnant,  admitted  at  5 a.  m., 
10/10/26,  following  a painless  hemorrhage.  R. 
B.  C.  4,200,000,  Hemoglobin  70%.  Cervix  boggj' 
and  placenta  could  be  felt  in  lower  uterine  seg- 
ment. Practically  no  dilatation.  Diagnosis  Pla- 
centa Praevia  Centralis.  Caesarian  Section  under 
ether  anesthesia.  Live  baby.  No  post-partum 
hemorrhage.  Both  mother  and  baby  discharged 
well  on  the  sixteenth  day. 

Case  2:  Mrs.  P.  D.  Multipara,  seven  months 

pregnant,  admitted  to  the  hospital  at  4 a.  m., 
7/27/27,  following  a painless  hemoi*rhage.  This 
stopped  but  recurred  at  9 a.  m.  Central  pla- 
ce*^  ta  praevia.  Cervix  admitted  two  fingers. 
R.  B.  C.  3,840,000.  Hemoglobin  65  per  cent. 
Caesarian  section  under  spinal  anesthesia.  Live 
baby.  Both  discharged  as  well  on  the  twenty- 
third  day. 

Case  3 : Mrs.  D.  H.  M.  Mutlipara,  admitted  at 

5 a.  m.  on  11/1/27  following  a very  profuse 
painless  hemorrhage.  Unable  to  count  pulse. 
R.  B.  C.  2,400,000,  hemoglobin  50%.  500  c.c. 

of  blood  as  transfusion  given  immediately.  Pulse 
improved,  rate  140.  Caesarian  section  under  ethy- 
line  anesthesia.  Partial  placenta  praevia.  Live 
baby.  Was  given  1000  c.t.  of  saline  subcu- 
taneously during  operation.  One  hour  after  de- 
livery 500  c.c.  of  blood  given  as  transfusion. 
There  was  no  post-partum  hemorrhage  and  the 
next  morning  the  patient  was  in  good  condition 
and  made  an  uneventful  recovery,  being  dis- 
charged on  the  twenty-second  day. 

Case  4:  Mrs.  R.  E.  K.  Multipara.  Eight  and 

one-half  months  pregnant  was  admitted  to  the 
hospital  12/23/27,  following  a profuse  painless 
hemorrhage.  R.  B.  C.  3,500,000.  Hemoglobin 
60'^r.  Pulse  120  and  rather  weak.  500  c.c.  of 
blood  given  as  transfusion.  Caeasrian  section 
under  ethylene  anesthesia.  Live  baby.  Partial 
placenta  praevia.  No  post  partum  hemoi'rhage. 
Patient  discharged  on  the  twenty-first  day. 

Two  of  these  cases  were  delivered  before 
they  had  lost  enough  blood  to  need  trans- 
fusion, while  the  other  two  had  bled  pro- 
fusely and  were  transfused  immediately  be- 
fore delivery  was  effected  by  Caesarian  sec- 
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tion.  One  of  the  later  cases  was  transfused 
after  operation  also.  There  was  no  post- 
partum hemorrhage  in  either  case,  all  four 
made  uncomplicated  recoveries  and  each 
had  a live  baby  when  discharged. 

It  is  not  my  purpose  to  advocate  section 
in  every  case  of  placenta  praevia,  for  there 
are  some  cases  that  must  be  delivered  in 
the  home,  where  the  physician  has  very 
little  assistance  and  equipment.  Here  it 
is  advisable  to  use  a firm  pack  in  the  cervix 
and  vagina,  or  insert  a bag  and  wait  until 
the  cervix  is  dilated.  Then  the  delivery 
can  be  effected  by  forceps  or  version,  or 
the  patient  allowed  to  deliver  herself  if 
progress  is  being  made  and  the  bleeding 
controlled.  Forcible  dilatation  of  the  cer- 
vix is  not  to  be  considered  for  it  cannot 
be  done  without  causing  severe  lacerations. 
A few  cases  that  occur  during  labor  where 
the  cervix  is  somewhat  dilated  and  with  a 
marginal  type,  the  bleeding  may  be  con- 
trolled by  simple  puncture  of  the  mem- 
branes, allowing  the  head  to  descend  in  the 
pelvis,  and  compressing  the  bleeding  sin- 
uses. Any  method  of  delivery  through  the 
pelvis  requires  a firm  intrauterine  and  va- 
ginal pack  to  insure  against  post-partum 
bleeding. 

CONCLUSIONS 

1.  Placenta  praevia  is  often  a tragic 
complication  of  the  latter  months  of  preg- 
nancy, and  demands  early  recognition,  hos- 
pitalization, and  immediate  termination. 

2.  Rigid  asepsis  in  the  preparation  and 
examination  of  the  patient;  preferably  no 
vaginal  examination,  as  a diagnosis  is  made 
on  the  presence  of  sudden  hemorrhage 
without  pain  in  a woman  in  the  later 
months  of  pregnancy. 

3.  Over  half  of  the  mortality  is  due  to 
post-partum  hemorrhage,  either  from  uter- 
ine atony,  or  continued  bleeding  from  the 
placental  site. 

4.  Transfusions  should  be  done  before 
delivery,  so  that  the  patient  will  be  better 
able  to  withstand  the  delivery,  and  to  pre- 
vent atony  of  the  uterus. 

5.  Prompt  termination  of  the  pregnancy 
after  restoring  the  blood  loss,  by  Caesarian 
section  if  the  cervix  is  not  well  dilated.  By 


this  method  of  delivery  we  are  operating 
through  a clean  field,  bleeding  is  under  con- 
trol, and  post-partum  hemorrhage  does  not 
occur. 
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DISCUSSION. 

Dr.  C.  F.  Patterson  (Rosedale)  : I think  Dr. 
Lucas  had  a very  good  paper.  Where  you  have 
hospital  facilities,  I think  operation  is  indicated  in 
those  cases,  but  in  some  localities,  three  or  four 
miles  in  the  country,  the  first  thing  you  see  is 
a hemorrhage  with  blood  soaking  through  the 
mattress  and  running  on  the  floor — the  patient’s 
pulse  is  thready  and  hardly  perceptible.  What 
can  you  do  in  such  cases  except  sterilize  and  go  to 
work?  I have  found  that  tincture  of  iodin  is  fine; 
just  emerse  your  arms  in  it  and  sterilize  the  local 
parts  of  the  patient,  insert  your  hand  and  catch  a 
leg  or  anything  and  go  ahead  and  deliver  in  the 
regular  way.  Make  traction,  if  possible.  That 
is  about  the  safest  policy  out  in  the  country.  I 
have  never  had  an  infection  following  a delivery 
in  this  way.  I think  we  should  depend  on  version 
unless  you  have  a marginal  placenta.  Sometimes 
the  placenta  is  marginally  attached  and  sometimes 
tears  through  the  cervix,  and  then  we  can  go 
ahead  and  give  about  3 milligrams  of  pituitrin, 
just  as  indicated  and  have  a normal  labor  with 
not  enough  hemorrhage  to  hurry  the  patient  in 
final  delivery. 

Dr.  J.  F.  Lucas  (closing)  : I thought  I was 

going  to  get  all  kinds  of  discussion  both  pro  and 
con  on  this  paper.  I appreciate  Dr.  Patterson’s  dis- 
cussion, and  I agree  with  him  that  in  the  country 
you  have  to  do  certain  things  you  can  not  do  in  a 
hospital,  but  I believe  in  the  early  hospitaliza- 
tion of  these  patients.  The  deaths  from  post- 
partum hemorrhage  will  account  for  over  half  of 
the  deaths. 
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PSEUDOCYESIS.* 

J.  M.  BODENHEIMER,  M.  D„ 
Shreveport,  La. 

Pseudocyesis,  false  or  spurious  pregnancy 
is  a condition  which  has  received  but  scant 
notice  by  the  authors  of  our  works  on  ob- 
stetrics and  psychiatry.  To  quote  from  a 
lecture  by  Wilhelm  Liepman,  Berlin:  “A 

practicing  physician  who,  for  the  first 
time  sees  a typical  case  of  pseudocyesis, 
will  look  in  vain  for  information  about  this 
very  interesting  disease  in  the  books  of 
psychiatry  and  obstetrics”.  According  to 
Liepmann,  Fraenkel  is  the  only  German 
author  who  treats  explicity  this  subject  in 
his  books,  “Normal  and  Pathologic  Sexual 
physiology  of  Woman.”  Our  own  great 
authors,  DeLee  and  Williams  give  the  sub- 
ject only  passing  mention. 

To  those  of  us  on  the  “firing  line,”  so  to 
speak,  the  problem  is  one  that  often  taxes 
our  ingenuity  to  the  superlative  degree. 
It  is  not  infrequently  a social  question 
fraught  with  grave  consequences.  The 
marital  peace  is  often  at  stake.  In  short 
it  is  more  than  a disease;  it  is  a situation 
that  must  be  handled  only  with  the  degree 
of  tact  that  a background  of  a long  and  ac- 
tive clinical  experience  is  capable  of  sus- 
taining. Pseudocyesis  is  not  confined  to 
old  maids  and  childless  matrons  approach- 
ing the  climacteric.  Two  of  the  most  in- 
teresting cases  that  I wish  to  report  oc- 
curred in  young  matrons,  already  mothers 
and  women  of  a high  order  of  intelligence. 

That  similar  conditions  occur  amongst 
the  lower  animals  is  well  attested  by  the 
testimony  of  numerous  observers. 

T.  H.  A.  Marshall  writing  on  the  proes- 
trum  and  pseudo-pregnancy  has  given  us  a 
profound  study  of  the  physiology  of  this,  to 
me,  most  interesting  subject.  According 
to  Heape  (1900)  the  estrus  or  heat  cycle 
is  divided  into  four  phases  viz.  1.  The  an- 
estroum  or  period  of  rest.  2.  The  proes- 

*Read  before  the  Louisiana  State  Medical  Soci- 
ety, Baton  Rouge,  April  10-12,  1928. 


trum,  or  period  of  coming  on  heat,  during 
which  is  a typical  growth  and  congestion 
of  the  generative  organs,  followed  by  a 
sanguineo  mucus  discharge.  3.  Estrus  or, 
period  of  desire. 

Metoestrum,  which  occurs  only  in  the 
absence  of  pregnancy,  during  which  the 
generative  organs  subside  to  a condition 
of  quiescence.  This  division  applies  to 
monoestrous  animals  (as  the  bitch)  that 
is  those  animals  with  only  one  heat 
period  in  the  sexual  season.  Among  poly- 
oestrous  animals  (such  as  the  mare,  cow, 
ewe  and  sow)  there  are  in  the  absence 
of  the  male  a number  of  heat  periods  with- 
in the  sexual  season  with  short  intervals 
of  rest  which  cycle  Heap  has  given  the 
term  dioestrum  which  is  probably  homolog- 
ous with  the  menstrual  cycle  of  women. 

More  recent  investigations  have  lead  to 
the  necessity  of  revising  the  scheme  of  the 
estrus  cycle  and  it  has  been  shown  that 
both  the  long  and  short  cycles  of  change  are 
affected  by  ovarian  activities.  It  is  now 
known  that  in  the  bitch  (a  typical  monoes- 
trous mammal),  whereas  there  is  a pro- 
estrum  and  a well  definied  estrus,  the  lat- 
ter period  in  the  nonoccurence  of  preg- 
nancy is  succeeded  by  a period  of  the  de- 
velopment of  the  coi*pus  luteum,  growth  of 
the  uterus  and  mammary  glands,  and  that 
this  period  is  almost  as  long  as  pregnancy. 
Its  termination  is  marked  by  regressive 
changes  in  the  uterus  with  some  hemorr- 
hage and  the  formation  of  milk  in  the 
mammary  glands  (Marshall  and  Halman). 
Other  animals  experiencing  pseudo-preg- 
nancy in  non-occurence  of  gestation  are 
the  cat  (Hill  and  O’Donghue)  opossum 
(Hartman),  and  the  rabbit  (Hammond 
and  Marshall).  In  the  rabbit  and  cat  in 
which  ovulation  occurs  ordinarily  only 
with  coitus  pseudo-pregnancy  has  been  in- 
duced as  a result  of  intercourse  with  vasec- 
tomized  males.  Marshall  succeeded  in  pro- 
ducing this  pheonomena  in  two  cats  in 
which  there  was  mammary  growth  follow- 
ed by  milk  secretion  lasting  three  weeks. 
Richard  Kantorowicz,  a well  known  Ger- 
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nan  veternarian  has  observed  this  condi- 
:ion  often  in  young  pet  dogs.  The  mam- 
nary  increased  in  size  and  milk  occurred  in 
iuch  quantities  that  the  animals  removed 
t by  sucking.  Psychically,  the  animals  ap- 
peared morose,  and  act  as  they  usually  do 
pefore  giving  birth  to  a litter.  To  quote 
his  observer  further,  not  infrequently  so- 
natic  manifestations  are  seen  such  as  in- 
:rease  in  size  of  abdomen,  broadening  of 
he  backs  and  clumsiness  of  the  gait. 

For  an  explanation  of  all  these  most  in- 
eresting  manifestations  we  must  go  to 
psychologist.  He  has  divided  the  female 
psyche  or  soul  in  animals  and  man  into 
hree  subdivision  which  he  has  classified 
inder  the  law  of  inhibitation,  the  law  of 
vulnerability  and  the  law  of  pansexualism. 
these  he  has  grouped  under  the  law  of  the 
‘Three-fold  Cause”. 

The  effect  of  the  law  of  the  three-fold 
;ause  may  be  divided,  as  in  all  psychogenic 
liseases  of  women,  into  a three-fold  phrase 
pf  origin.  The  first  phase,  which  is  sub- 
ect  to  the  conscious  will,  is  the  conscious 
vish  or  fear  to  have  a child.  Continuous 
mpulses  of  this  kind  produce  the  cessa- 
tion of  menstruation,  and  by  this  cessation 
-etrogradually  new  impulses  of  the  victori- 
pus  will  cause  new  enforcements  of  the 
priginally  affected  thought. 

The  second  phase  proceeds  gradually 
from  the  conscious  to  the  unconscious.  As 
n sport,  to  use  the  excellent  example  of 
Kretschmer;  at  first  consciously  a balance, 
in  extremely  complicated  coordination  of 
muscles,  is  maintained  and  then  gradually 
the  stage  of  unconscious  ability  enters,  in 
the  same  manner  the  conscious  thought 
fisappears  by  and  by,  and  the  second  un- 
conscious, self  conscious  hypobul  (Kret- 
schmer) stage  results.  The  continuous 
impulses  which  inhibited  menstruation  un- 
consciously relieve  primitive  stimuli  on  the 
mammary  glands  (milk)  on  the  genitals 
and  on  the  whole  abdomen,  bloating  the  in- 
testines and  anatomically  simulating  preg- 
nancy. 


In  the  third  phase  the  pelvic  tract  func- 
tions automatically,  like  a reflex  apparatus, 
corresponding  to  the  reflexes  described  by 
Pavlow  and  studied  in  their  relation  to 
gynecology  by  Walthard. 

Pseudocyesis  may  be  divided  into  two 
great  groups : In  the  first  group  the  im- 

pulses come  from  the  outside  as  in  bitches. 
A wrong  diagnosis  by  a doctor  has  found 
fertile  ground  in  the  amenorrheic  woman. 
In  the  second  group  the  impulses  come 
from  the  woman,  herself.  Mostly  they  are 
desires,  less  frequent  fears  which  become 
fixed  and  cause  the  multitude  of  organic 
changes. 

The  bruits,  the  percussion  of  the  in- 
testines against  the  abdomen  wall  simulat- 
ing fetal  movements,  the  organic  changes 
all  disappear  if  we  succeed  in  convincing 
the  woman  that  pregnancy  does  not  exist. 
On  the  contrary  they  will  go  on  after  they 
are  transformed  into  a paranoid  idea,  as 
has  been  obseryed  by  one  of  my  friends 
who  has  a patient  who  still  insists  after 
one  and  a half  years  that  she  is  pregnant. 

CASE  REPORTS. 

The  two  cases  that  I wish  to  report 
briefly  occurred  within  a short  time  within 
my  practice  and  illustrate  the  two  phases 
of  this  most  interesting  phenomenon. 

The  first  case  in  a lady  thirty  years  of 
age,  the  mother  of  one  child.  She  repre- 
sents the  extreme  neurotic  type,  in  that  al- 
though a woman  of  high  intelligence,  she  is 
very  susceptible  to  suggestion ; anxiety 
neurosis  is  very  manifest  at  times.  She 
is  healthy  and  menstruates  regularly, 
though  no  profusely.  Her  husband  had 
been  using  the  condon  to  prevent  concep- 
tion. An  accident  occurred.  Immediately 
she  became  imbued  with  the  conviction 
that  she  was  pregnant.  Nausea  and  vomit- 
ing became  so  severe  that  it  was  necessary 
to  confine  her  to  bed  under  the  care  of  a 
trained  nurse.  Later  she  increased  in 
weight,  became  broader  at  the  hips,  her 
breasts  showed  the  usual  signs  of  preg- 
nancy. After  careful  examination  she 
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was  informed  that  she  was  not  pregnant. 
She  insisted  that  she  could  not  face  her 
friends  without  an  alibi.  A day  was  ar- 
ranged for  a pseudo-abortion.  On  the  ap- 
pointed day,  the  stage  having  been  set,  she 
promptly  began  to  menstruate,  for  the 
first  time  in  eight  months  and  actually 
began  to  have  intense  pains  simulating 
labor.  Upon  my  arrival  I was  shown 
something  she  had  passed,  which  upon  ex- 
amination proved  to  be  a perfect  cast  of 
the  inside  of  the  womb.  The  patient  soon 
after  returned  to  normal  and  has  since  con- 
tinued to  menstruate  regularly. 

The  second  case  represents  an  example 
of  the  impulse  from  within.  A well  de- 
veloped young  matron  25  years  of  age, 
menstruates  always  very  irregular  since 
girlhood.  She  conceived  for  the  first  time 
about  one  year  after  marriage  with  preg- 
nancy uneventful  and  this  woman,  the  only 
girl  in  the  family,  had  always  had  her  way. 
Her  every  desire  had  always  been  fulfilled. 
When  she  decided  to  have  another  child, 
she  presented  herself  at  my  office  with  the 
information  that  she  was  pregnant  again. 
Although  she  refused  to  permit  an  ex- 
amination, she  brought  her  urine  to  the 
office  regularly  and  had  the  blood  pressure 
taken.  On  the  date  that  she  had  fixed  as 
the  time  for  delivery,  she  called  me  up  and 
informed  me  that  she  had  just  noticed  a 
bloody  discharge,  but  that  she  was  having 
no  pains.  A short  while  later  I saw  her, 
at  which  time  she  allowed  me  to  examine 
her.  When  I informed  her  that  she  was 
not  pregnant,  she  became  indignant  and 
a,verred  that  she  had  felt  movements  of  the 
child.  This  woman  has  since  borne 
children. 

Before  closing,  I wish  to  report  one  more 
case. 

When  I was  a student  at  the  Charity 
Hospital  some  20  odd  years  ago,  I brought 
in  a woman  on  the  ambulance  who  ap- 
peared to  me  to  be  in  labor,  I called  the 
House  Surgeon  after  I had  examined  her 
as  I could  not  understand  the  situation. 


When  he  looked  at  the  woman,  he  laughe 
and  informed  me  that  she  had  been  brougb' 
in  several  times  before  with  the  same  dia^' 
nosis,  but  that  a hysterectomy  had  bee 
done  on  her  several  years  previous.  Fo^ 
all  I know  the  students  down  there  are  sti 
bringing  her  in  at  periodic  intervals. 

TREATMENT  OF  LUNG  ABSCESSES' 
S.  H.  HAIRSTON,  M.  D., 

Meridian,  Miss. 

Lung  abscess  is  a very  serious  conditior 
It  is  far  more  serious  than  empyema,  c 
any  other  kind  of  infection  of  the  lung 
Empyema  and  other  kinds  of  infection  usi< 
ally  follow  lobar  pneumonia,  but  a lung  al 
scess  rarely  results  from  pneumonia.  In 
series  of  cases  examined  in  some  of  the  hoi 
pitals  of  the  country,  it  was  found  that  tl 
pneumococcus  played  a very  small  part  i 
the  formation  of  lung  abscesses.  Lung  al 
scess  usually  arises  from  some  focal  infei, 
tion  either  in  the  tonsils  or  about  the  sii 
uses,  the  limbs  or  somewhere  else;  so  thi 
we  do  not  get  the  infection  that  we  get  i 
pneumonia.  The  onset  is  not  as  rapid 
pneumonia.  It  is  very  rare  that  it  begh, 
with  a chill  and  high  fever  as  pneumoni, 
does,  but  the  onset  of  the  disease  is  rather 
slow  process,  and  often  the  patient  is  sic 
two  or  three  weeks,  or  a month  before 
diagnosis  can  be  made. 

The  Physical  Signs.  There  has  been  r, 
change  in  the  physical  signs,  or  in  tl 
method  of  examination  of  these  cases  in  tl. 
past  15  or  20  years.  All  of  the  physicij 
signs  are  laid  down  in  text  books  and  yc 
can  read  them.  The  cough  is  often  a vei 
harassing  one  that  is  almost  pathognomon 
of  lung  abscess.  The  cough  is  so  distresi 
ing  that  sleep  cannot  be  obtained  exce]; 
under  the  influence  of  an  opiate. 

Continuous  Fever.  Many  cases  have  bet' 
diagnosed  as  tuberculosis,  and  not  until  ye 
make  thorough  study  will  you  find  the  trii 
pathology  in  the  lung. 

*Read  before  the  Mississippi  State  Medical  A 
sociation.  Meridian,  Miss.,  May  8-10,  1928. 


Hairston — Treatment  of  Lung  Abscesses. 


635 


rhe  Source.  The  infection  passes  first 
ough  the  blood  stream,  particularly 
ere  the  site  of  primary  infection  is  in  the 
^er  limbs,  I had  one  case  with  a nail 
icture  in  the  foot  that  finally  developed 
ung  abscess.  The  infection  may  arise 
the  tonsils,  sinuses,  or  any  other  part 
the  body.  It  is  carried  in  the  blood 
earn  and  the  embolus  lodges  in  the  lung 
1 pus  develops  therefrom. 

Ajmphatic  Sepsis.  Infection  in  the  lung 

I elsewhere  may  be  carried  by  the  lym- 
itics  from  distant  foci.  _A  fractured  rib, 
a gunshot  wound  or  traumatism  by  a 
eign  body  introduced  into  the  lung  may 
ise  abscess. 

Direct  Extension.  Following  tonsillec- 
ly  the  patient  may  inhale  blood  and  in- 
tion  follows.  On  a recent  visit  ot  Phil- 
ilphia  I saw  perhaps  50  or  75  cases  in 
Bvalier  Jackson’s  Clinic,  and  at  least  80 
■ cent  of  these  cases  followed  tonsillec- 
ly.  I have  been  here  about  25  years; 

I I do  not  remember  seeing  but  one  case 
lung  abscess  following  a tonsil  opera- 
1.  Jackson  claims  that  it  is  due  to  elec- 
;ally  driven  motors,  but  I can  not  agree 
;h  him,  although  I do  not  put  up  my 
nion  against  his.  It  seems  to  me  that 
70u  have  a good  suction  machine,  and 
e ether  vapor  you  lessen  your  chances 
infection  from  that  source. 

'iew  Groivths.  We  often  have  neoplasms 
the  lung — carcinoma,  sarcoma  and  other 
lors  pressing  upon  the  tissue  and  inter- 
ing  with  the  circulation  of  the  lung,  pre- 
posing to  a secondary  infection  and  ab- 
ss. 

DIAGNOSIS. 

Physical  Examination.  The  physical  ex- 
ination  is  of  the  greatest  importance.  A 
)d  history  and  a thorough  physical  ex- 
ination  will  enable  you  to  map  out  the 
ease  almost  without  any  further  aid. 

Aspiration.  I mention  this  only  to  con- 
nn  it.  I think  that  aspiration  for  lung 
cess  is  not  good  practice.  I do  not  think 
s good  practice  in  the  hands  of  an  ex- 
't,  because  there  is  no  telling  how  much 


damage  you  are  going  to  do  probing  about 
in  the  lung  looking  for  an  abscess.  You 
may  have  a hemorrhage  in  the  lung,  and 
may  set  up  more  adhesions  than  you 
already  have. 

Roentgen-ray.  About  the  only  thing  that 
is  of  any  real  value  is  the  roentgen-ray, 
both  fluroscope  and  plate.  In  order  to  get 
a good  localization  of  the  lung  abscess  it  is 
necessary  in  all  cases  to  have  a stereogram. 
In  that  way  you  can  locate  each  abscess. 
If  you  have  an  expert  roentgenologist  he 
can  locate  these  abscesses  exactly  without 
aspiration  or  anything  of  that  kind. 

The  time  is  at  hand  when  with  electricity 
all  over  the  country  there  will  be  a roent- 
gen-ray machine  in  most  every  little  town. 
You  do  not  have  to  be  an  expert  roentgen- 
ologist to  differentiate  between  a lung  ab- 
scess and  empyema,  or  to  tell  whether  the 
lung  is  perfectly  clear  or  not. 

TREATMENT. 

There  is  a medical  treatment,  broncho- 
scopy and  surgical  treatment.  Dr.  Cohen 
of  New  Orleans,  I think  several  years  ago, 
reported  in  the  New  Orleans  Medical  Jour- 
nal about  85  cases  of  lung  abscess  with 
improvement  in  only  about  ten  per  cent  of 
them.  He  thinks  that  all  these  cases  are 
surgical.  Dr.  John  B.  Elliott  of  New  Or- 
leans does  not  approve  of  the  surgical  treat- 
ment. He  says  that  if  you  will  let  these 
cases  wait  long  enough  and  elevate  the  foot 
of  the  bed,  they  will  bring  themselves 
around  and  you  do  not  have  to  do  any  sur- 
gery, They  certainly  need  long  continued 
medical  supervision.  You  do  not  need  to 
hurry  any  of  these  cases.  They  are  not 
emergency  cases.  If  I had  a lung  abscess 
I do  not  think  that  I would  want  any  sur- 
gical interference  for  at  least  six  weeks, 
but  I would  be  in  constant  touch  with  a 
good  roentgenologist.  I would  have  him 
examine  my  lungs  often,  and  mark  out  on 
the  chart  just  the  size  of  the  cavity,  whether 
it  was  improving  or  getting  worse,  getting 
any  smaller  or  any  larger.  I would  be 
guided  very  largely  by  what  that  roentgen- 
ologist said  about  my  method  of  treatment. 
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The  Bronchoscopic  Treatment.  There  has 
been  a whole  lot  said  about  the  broncho- 
scopic treatment  of  these  cases  especially 
since  Chevalier  Jackson  and  Dr.  Lynch 
came  into  the  limelight  but  I am  like  Tom 
Bailey  about  the  printing  press.  He  says 
it  might  be  all  right,  but  he  can’t  see  it. 
Probably  when  I know  more  about  it  and 
understand  it  better,  I can  see  their  view 
more  cleai’ly.  At  Chevalier  Jackson’s  clinic 
a few  years  ago,  in  three  days  I saw  about 
fifty  cases,  some  walking  in,  speaking  to 
everybody,  and  seeming  to  be  in  perfect 
shape.  He  put  them  on  the  table  and  used 
the  bronchoscope;  then  said  “in  two  days.” 
I think  those  cases  would  have  done  just 
as  well  without  that.  I could  not  see  any 
benefit  from  just  sucking  this  stuff  out  of 
the  throat  or  the  bronchus.  When  you  con- 
sider the  trauma  connected  with  it,  it  is  not 
justifiable  in  my  opinion. 

Surgical  Treatment.  The  surgical  treat- 
ment, I think,  is  the  only  treatment,  and 
I want  to  demonstrate  a few  lantern  slides 
to  show  my  method  of  operating.  I think 
these  cases  can  be  operated  on  with  per- 
fect safety  if  you  wait  long  enough;  do 
not  operate  too  early.  Wait  until  the  in- 
filtration all  around  the  abscess  has  prac- 
tically disappeared  and  then  I think  you  can 
operate  on  them  with  absolute  safety. 

DISCUSSION. 

Dr.  M.  Ewing  (Amory)  ; This  is  a very  excel- 
lent paper  and  I would  like  to  report  13  cases  of 
lung  abscess  throughout  a 12-year  period.  One 
case  was  treated  medically,  not  from  choice,  but 
because  the  patient  refused  any  other.  This  was 
a case  following  tonsillectomy.  I speak  of  the 
treatment  he  received  only  to  condemn  it.  He 
was  in  a terrible  state;  he  coughed  up  casts  that 
looked  like  ferns,  and  the  case  resulted  in  death. 
My  treatment  of  the  twelve  cases  turned  out  well, 
excepting  one  who  still  has  not  completely  re- 
covered. There  is  a bronchial  fistula,  but  it  is  not 
draining  pus  now.  Of  these  twelve  cases,  contrary 
to  the  Philadelphia  cases  of  Chevalier  Jackson, 
none  followed  tonsillectomy.  They  followed  vari- 
ous causes.  The  treatment  of  these  is  divided  into 
two  types,  those  which  ruptured  into  the  bronchus 
and  were  checked  constantly  by  roentgen-ray, 
although  I did  in  one  case  after  failure  of  pneumo- 
thorax have  to  collapse  part  of  the  chest  wall  in 
order  to  get  closure.  The  remainder  of  these 


were  treated  by  operation.  Contrary  to  wh 
Dr.  Hairston  says,  I aspirate  these  cases,  havii 
them  localized  the  best  I can  by  roentgen-ray. 
follow  the  aspiratory  needle  to  locate  the  point 
the  abscess.  Even  though  bifocal,  the  roentgen 
gram  does  not  always  tell  you  the  best  place 
reach  the  abscess.  It  is  my  custom  to  do  the  ope 
ation  in  two  stages,  and  I prefer  local  anesthes 
throughout.  At  the  first  operation,  I resect  t\ 
or  three  ribs,  separate  the  pleura  from  the  ri 
which  are  allowed  to  remain.  In  other  words 
get  a free  space.  I pack  that  with  gauze  a 
leave  it  forty-eight  hours  after  closing  the  wou 
nicely.  At  the  end  of  that  time  I always  ha 
firm  adhesions.  At  the  second  stage,  I do  r 
use  any  anesthesia,  but  simply  remove  the  stitcl 
and  go  into  the  abscess.  I have  had  no  infecti 
of  the  pleura.  I have  not  had  complications.  . 
know  of  other  surgeons  who  are  adopting  ti 
same  process,  and  Dr.  Hairston  reported  a numb 
of  cases,  you  remember,  about  ten  years  ap 
Now  we  have  learned  that  by  using  the  same  cu 
as  in  abdominal  surgery,  you  can  operate  on  ti 
chest.  It  is  possible  where  adhesions  prevc; 
collapse  of  the  lung  with  an  abscess  and  whu 
it  is  draining  through  the  bronchus,  for  you  i 
go  in. 

Dr.  J.  H.  Hairston  (closing) ; I haven’t  ai- 
thing  further  to  say.  I thank  Dr.  Ewing. 

TRAUMATIC  RUPTURE  OF  THE 
NORMAL  SPLEEN* 

AIME  PAUL  HEINECK,  M.  D., 
Chicago,  Illinois. 

Rupture  of  the  spleen,  spontaneous  : 
traumatic,  is  imperfectly  understood  ai 
though  many  hundreds  of  cases  have  bti 
reported  in  the  litei’ature,  the  subject  o 
mands  much  additional  study.  Spontanecs 
rupture  of  the  spleen  has  occurred  : 
typhoid  fever,  in  amyloid  degeneration, : 
malaria  and  in  many  other  pathologic 
ditions  associated  with  splenomegaly.  Je 
pathological  spleen,  owing  to  its  enlargi 
volume,  increased  friability,  and  lesser; 
mobility  consequent  to  the  presence  f 
perisplenic  adhesions,  is  predisposed  : 
traumatic  rupture.  Traumatic  rupture  1 
the  pathologically  enlarged  spleen  may  i ■ 
low  a slight  accident  as  in  the  case  ■ 
reported  by  Dorolle*^^  in  which  a soldi 

^Report  of  Three  Cases  with  a Cursory  RevJ 
of  the  Literature. 
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with  an  enlarged  malarial  spleen  died  a 
few  minutes  after  having  been  struck  a 
light  blow  on  the  side.  At  autopsy,  the 
spleen  presented  two  tears,  one,  on  its  ex- 
ternal, the  other,  on  its  internal  surface. 
It  weighed  995  grammes;  the  abdominal 
cavity  contained  over  3 litres  of  blood. 

Usually,  rupture  of  the  normal  spleen 
results  from  a severe  abdominal  contusion 
or  crushing  injury.  The  vast  development 
of  automobile  traffic  on  our  streets  has  in- 
creased the  frequency  of  this  lesion.  There- 
fore, a paper  on  the  subject  is  not  untimely 
and  may  serve  to  emphasize  the  impor- 
tance of  splenic  rupture  and  the  possibility 
of  its  being  overlooked  in  patients,  vic- 
tims of  automobile  accidents.  This  paper 
deals  only  with  traumatic  subcutaneous 
rupture  of  the  normal  spleen.  Such  a rup- 
ture is  usually  due  to  a direct  crushing  in- 
jury on  the  left  hypochondrium  or  over 
the  left  thorax  as  one  may  sustain  in  a fall 
from  a bed,  a tree,  etc.,  from  a blow,  a kick, 
man  (11),  or  horse  (17),  or  from  the  im- 
pact of  a hard  body,  a fractured  rib,  etc. 
Rupture  due  to  penetrating  wounds  from 
without,  we  will  not  consider  at  this  time. 
The  small  volume,  mobility  and  location  of 
the  normal  spleen,  all  protect  to  it  a cer- 
tain extent  from  injury. 

Berger  1997,  collected  from  the 

literature  467  cases  of  splenic  traumatism, 
306  of  which  were  subcutaneous  injuries. 
Two  years  later,  Borgsitter  increased 
the  number  to  203  surgically  treated  cases. 
Barnes  in  1914  reported  31  further  cases 
of  rupture  of  the  normal  spleen  and 
Willis  in  1919,  found  53  more  cases  re- 
ported. 

ETIOLOGY. 

This  injury  occurs  in  both  sexes;  in 
children<i“'  and  in  adults.  Age  or  sex,  of 
course,  h?vve  no  significance  in  traumatic 
cases.  The  automobile  has  many  advan- 
tages and  has  become  almost  a necessity  to 
a large  section  of  the  population,  but  it  is 
also  a powerful  agent  of  injury  and  death. 
Many  cases  of  traumatic  rupture  of  the 
normal  spleen  reported  in  the  medical 


literature  of  recent  years,  have  been  the 
result  of  automobile  accidents.  Alamar- 
tine^®h  Koltes<’^h  Willis^^)  2 cases,  Gar- 
lock^^h  Frank<^“)  and  Chalier^^^)  have  re- 
ported cases  of  the  kind.  In  McCrack- 
en’s 20  cases,  one-third  were  due  to 
train  or  motor-car  accidents.  To  produce 
a splenic  rupture,  it  is  not  necessary  that 
the  car  should  pass  over  the  victim;  in  a 
collision,  such  an  injury  may  also  result  to 
an  occupant  of  the  car.  In  Kolte’s  case, 
the  patient  had  been  thrown  out  of  the 
car  and  was  operated  for  a splenic  subcap- 
slar  hemorrhage,  4 days  later.  In  2 of  the 
5 cases  reported  by  Butler  and  Carlson^^h 
the  patients  had  been  struck  by  an  auto- 
mobile ; in  the  other  three  cases,  the  wheels 
passed  over  them.  In  most  of  the  reported 
cases,  the  patient  has  been  struck  by  a 
machine.  A fall  on  the  left  lower  ribs  on 
a sharp  surface  is  liable  to  cause  a splenic 
rupture. 

Splenic  rupture  may  result  from  an  ab- 
dominal traumatism  elsewhere  than  in  the 
splenic  region.  Latouche’s^^^’  patient  was 
a child  10  years  of  age  who,  following  a fall 
on  the  right  side,  presented  a splenic  rup- 
ture. Forced  extension  and  exaggerated 
flexion  of  the  body  have  caused  splenic 
rupture ; at  times,  the  fragment  of  a broken 
rib  is  the  causative  agent. 

In  automobile  accidents,  usually,  the 
rupture  is  produced  by  a direct  blow  on  the 
flank  over  the  spleen  or  else  by  the  spleen 
being  compressed  between  two  hard  op- 
posing surfaces  either  directly  or  through 
the  medium  of  the  ribs. 

Within  the  past  year,  I have  removed 
two  ruptured  spleens.  In  reporting  them, 
I wish  to  report  also  a case  in  which  ten 
years  ago,  I removed  a ruptured  spleen. 
All  these  patients  were  victims  of  auto- 
mobile accidents.  Short  histories  of  these 
cases  follow: 

CASE  HISTORIES. 

Case  1.  R.  R.  male;  8 years  old,  referred  by 
Dr.  L.  Roth.  History:  The  boy  having  been 

struck  by  an  automobile  was  conveyed  immediate- 
ly to  his  home  and  there  seen  successively  by  sev- 
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eral  physicians  who  failed  to  make  a definite 
diagnosis.  Dr.  Roth  was  consulted  48  hours  after 
the  accident.  The  child  then  complained  of 
severe  abdominal  pain  and  tenderness,  both  es- 
pecially marked  in  the  left  hypochondriac  region; 
he  was  pale,  nauseated  and  apparently  suffering 
from  deep  traumatic  shock.  Over  the  left  hypo- 
chondriac region,  the  abdomen  was  tense,  con- 
tracted and  rigid.  Temp.  99°,  extremities  cold 
and  clammy,  pulse  100  and  weak.  A blood  ex- 
amination showed:  erythrocytes  2,950,000;  leu- 
kocytes 14,350,  hemoglobin  45  per  cent.  The 
symptoms  suggested  an  internal  hemorrhage  and 
an  immediate  laparotomy  was  decided  upon. 
Operation;  Ether  anesthesia.  Rupture  of  the 

spleen  being  suspected,  a long  left  transverse, 
subcostal  incision  was  made.  On  opening  the 

peritoneum,  a large  quantity  of  fluid  and  clotted 
blood  escaped;  it  was  found  to  proceed  from  the 
lower  pole  of  the  ruptured  spleen  on  the  convex 
surface  of  which  could  be  seen  a large  stellate 
fissui-e  partly  filled  with  large  clots.  After 
walling  off  the  intestines,  the  spleen  was  ex- 
teriorized, its  pedicle  was  clamped  and  ligated 
serially  with  double  ligatures  of  chromic  gut  and 
the  organ  removed.  Peritoneal  toilet  and  closure 
of  the  abdomen;  no  drainage.  An  infusion  of 
500  c.  c.  of  saline  solution  was  given.  The  boy 
made  an  uneventful  recovery. 

Case  2.  Miss  J.  H.  aged  20  years,  was  knocked 
down  by  an  automobile.  While  still  unconscious, 
she  was  taken  to  the  St.  Paul  Hospital,  Chicago, 
where  for  about  48  hours  she  remained  in  a condi- 
tion of  intense  traumatic  shock;  she  had  a very 
rapid  and  weak  pulse,  a facies  of  cadaveric  pallor 
and  marked  dyspnoea.  Temperature  95°,  pulse 
105,  respiration  24.  Under  continuous  applica- 
tion of  the  usual  restorative  measures,  the  pa- 
tient began  to  improve.  Examination.  The  pa- 
tient’s body  showed  several  contused  areas.  The 
expextorate  was  slightly  blood-tinged.  Tender- 
ness and  muscular  contracture,  fairly  marked 
over  the  whole  abdomen,  were  particularly  notice- 
able in  the  upper  left  hypochondrium;  there  was 
a moderate  degree  of  tympanites.  The  left  hypo- 
chondrium was  dull  on  percussion.  Fracture  of 
the  left  tenth  and  eleventh  ribs  could  be  demon- 
strated. 'The  patient  complained  of  pain  in  the 
left  shoulder.  Blood  examination  showed  ery- 
throcytes 3,050,000;  leukocytes  12,700.  Fifty- 
eight  hours  after  the  accident,  owing  to  the  con- 
tinued presence  of  all  the  signs  and  symptoms  of 
an  acute  anemia  indicative  of  an  internal  hemorr- 
hage, it  was  determined  to  explore  the  abdominal 
cavity.  Operation.  A splenic  rupture  being 
suspected,  the  abdomen  was  opened  by  a left  sub- 
costal incision.  The  peritoneal  cavity  contained 
a lai-ger  amount  of  free  and  clotted  blood  which 
was  quickly  removed.  Exploration  traced  the 


hemorrhage  to  the  spleen  which  was  found  rup- 
tured in  the  superior  pole.  After  ligature  of  the 
pedicle  which  chromic  gut,  the  organ  was  re- 
moved; two  gutta-percha  drains  extending  to  the 
foi-mer  splenic  bed  were  inserted.  They  were  re- 
moved two  days  later.  Abdominal  closure.  The 
left  side  of  the  chest  was  immobilized  by  overlap- 
ping strips  of  adhesive  plaster  extending  over 
the  left  half  of  the  thorax  from  the  anterior  me- 
dian line  of  the  body  to  the  posterior  median  line. 
Following  the  operation,  a subcutaneous  infusion 
of  700  c.  c.  of  saline  solution  was  given.  It  was 
repeated  daily  for  three  successive  days.  The 
patient  made  a smooth  recovery.  One  month 
after  the  accident,  the  only  symptom  present  was 
some  pain  over  the  left  chest  on  coughing,  sneez- 
ing or  yawning. 

Case  3.  H.  A.  Referred  by  Dr.  Ross,  18  years 
old,  sustained  in  an  automobile  collision,  ab- 
dominal injuries.  He  was  immediately  conveyed 
to  the  Iroquois  Hospital,  Watseka,  Illinois.  When 
seen  two  days  after  the  accident,  he  was  suffering 
from  intense  abdominal  pain  and  presented  a 
board-like  rigidity  of  the  abdominal  wall  and 
other  signs  of  abdominal  injuries.  Pain  on  pre- 
sure  was  especially  marked  in  the  left  hypo- 
chondriac region;  patient  was  very  pale,  pulse 
and  respirations  were  accelerated;  patient  had 
vomited.  Splenectomy,  recovery.  Ten  years 
later,  he  is  in  excellent  health  and  is  able  to  work 
the  same  as  his  comrades. 

SYMPTOMS  OF  SPLENIC  RUPTURE 

The  most  important  symptoms  of 
splenic  rupture  are,  as  may  be  expected, 
those  that  arise  from  severe  abdominal 
visceral  injuries,  viz:  traumatic  shock, 
hemorrhage  and  abdominal  phenomena. 
Vomiting  is  not  a constant  symptom. 
These  immediate  symptoms  do  not  as  a rule 
enable  us  to  differentiate  a splenic  rupture 
from  that  of  any  other  abdominal  viscus. 
Generally,  it  is  only  after  a delay  of  sev- 
eral hours,  or  even  days  in  some  cases,  that 
the  intensification  of  existing  symptoms  or 
the  appearance  of  new  ones  focuses  atten- 
tion on  the  spleen. 

In  every  case  of  abdominal  contusion, 
splenic  rupture  is  a possibility.  Therefore, 
in  examining  patients  with  traumatic  ab- 
dominal injuries,  the  possible  clinical  symp- 
toms associated  with  splenic  rupture  should 
always  be  kept  in  mind.  This  is  a very 
important  fact  in  automobile  accidents,  as 
in  these  victims  the  contusions  and  in- 
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juries  are  often  general  and  are  not  neces- 
sary confined  to  the  hypochondriac  region. 
It  is  well  to  remember  that  such  injuries 
may  happen  to  persons  within  a car  as  well 
as  to  those  injured  by  a car  striking  or 
passing  over  them;  severe  blows  on  the 
flanks  or  a costal  injury  in  the  neighbor- 
hood of  the  spleen  are  very  likely  factors  in 
the  production  of  a splenic  rupture. 

Let  us  consider  the  most  sailent  symp- 
toms caused  by  splenic  rupture.  Shock  is 
usually,  but  not  invariably,  present.  It  is 
manifested  by  its  usual  signs  and  symp- 
toms ; pallor,  cold  sweat,  drawn  facies, 
rapid  respiration,  small  and  rapid  pulse, 
etc.  Patients  may  get  up  and  walk  for 
some  time  after  the  accident,  but  syncope 
appearing  some  hours  or  some  days  after 
an  abdominal  injury,  associated  with  a 
small  rapid  pulse  is  suggestive  of  a de- 
layed hemorrhage,  and  when  supported  by 
other  corroboratory  symptoms,  is  almost 
pathognomonic  of  splenic  rupture.  This 
delayed  or  recurring  syncope  is  indicative 
of  recurring  hemorrhage  and  calls  for  im- 
mediate operative  relief.  Persistent  pain 
and  tenderness  especially  when  stronger 
later  than  at  the  time  of  accident  are  also 
symptoms  of  great  value.  The  pain  in  the 
case  of  a splenic  rupture  may  not  be  strict- 
ly localized.  It  is  always  most  marked  in 
the  superior  abdominal  quadrant,  it  may  be 
iliac,  inguinal  or  irradiate  to  the  lumbar 
region.  In  character,  the  pain  is  acute, 
often  stabbing,  and  is  more  intense  on 
pressure  and  in  the  dorsal  decubitus. 

Pain  in  the  left  shoulder  (5)  when  pres- 
ent is  a very  important  though  not  an 
absolute  symptom  of  splenic  rupture.  It 
has  been  reported  in  about  10  per  cent  of 
the  cases,  although  it  is  probable  that  it 
was  present  in  many  others  but  not  looked 
for.  This  sign  has  been  observed  in  spon- 
taneous as  well  as  in  traumatic  rupture  of 
the  spleen.  It  was  present  in  one  of  my 
cases.  It  may  be  a late  sign,  as  in  Hav- 
licek’s  case<i®)  of  hip  dislocation  and 
associated  splenic  and  pancreatic  rupture, 
in  which  it  was  only  observed  on  the 


fifteenth  day  after  the  accident,  at  a time 
when  there  were  no  abdominal  symptoms. 
The  corresponding  upper  limb  is  also 
usually  cold.  Quenu^^®^  attributes  this 
scapulo-humeral  pain  to  possible  irritation 
of  the  inferior  surface  of  the  diaphragm 
by  blood  clots  and  also  to  irritation  of  the 
centripetal  fibers  of  the  splenic  nerve,  the 
medullary  centers  of  which  are  adjacent 
to  those  of  the  sensory  nerves  of  the 
shoulder.  On  the  other  hand,  Havlicek 
thinks  the  pain  is  referable  to  the  splanch- 
nics  rather  than  to  the  phrenic  nerve. 
Muscular  contraction  or  rigidity  of  the 
abdominal  wall  is  usually  a very  early 
and  progressive  symptom;  at  first,  it  is 
localized ; later,  it  becomes  generalized 
(board-like  abdomen).  It  may  be  delayed 
(Hubbard^^'^)  and  Latouche^^^O > or  absent 
even  in  complete  rupture.  It  was  observed 
in  about  half  of  the  reported  cases  and  it 
is  more  likely  to  be  found  on  the  left  than 
the  right  side.  It  was  present  in  all  my 
cases. 

Tumefaction  over  the  region  of  the 
spleen,  either  stationary  or  progressive  in 
character,  has  been  reported  in  a few 
cases,  and  is  indicative  of  a strictly  local- 
ized effusion  of  blood  or  hematoma.  The 
pulse  may  not  be  accelerated.  There  have 
been  cases  in  which  patients  with  an  abdo- 
men full  of  blood  have  shown  an  approxi- 
mately normal  pulse;  nevertheless,  a very 
rapid  thready  pulse,  when  present  with 
other  signs,  is  highly  suggestive  of  inter- 
nal hemorrhage.  Temperature  usually  falls 
immediately  after  the  accident  but  may  re- 
turn to  normal  or  higher  within  a few 
hours. 

Dullness  is  usual  over  the  lower  abdo- 
men. The  most  important  sign  connected 
with  dullness  is  that  known  as  Pitts  and 
Ballance’s  sign,  first  described  by  them  in 
1896.  It  apparently  has  received  but  little 
attention,  as  it  is  recorded  as  having  been 
sought  only  in  a very  few  of  the  reported 
cases.  Pitts  and  Ballance^i^)  found  that  if 
there  be  present  an  effusion  of  blood  in 
the  abdomen  from  a ruptured  spleen,  when 
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the  patient  was  turned  on  the  right  side 
the  flank  remained  dull  owing  to  the  pres- 
ence of  fixed  clotted  blood,  but  on  turning 
the  patient  on  the  left  side  the  right  flank 
becomes  sonorous.  This  sign,  right-flank 
sonority  and  persistent  left-sided  dullness 
on  change  of  position  is  strongly  presump- 
tive; in  fact,  is  practically  pathognomonic 
of  splenic  rupture.  Its  absence,  however, 
does  not  negative  the  presence  of  splenic 
rupture. 

Hemorrhage:  In  injuries  and  ruptures 

of  the  abdominal  viscera,  symptoms  of  in- 
ternal hemorrhage  furnish  an  almost 
imperative  indication  for  immediate  oper- 
ation. In  the  cases  collected  by  Berger, <2) 
hemorrhage  was  the  immediate  cause  of 
death  within  the  first  hour  in  52  per  cent 
of  the  cases  of  splenic  rupture;  in  14  per 
cent  between  1 and  16  hours,  and  between 
1 and  24  hours,  in  34  per  cent. 

In  immediately  fatal  hemorrhage, 
Quenu<i®>  states  that  the  patient  presents 
a great  pallor,  cold  extremities  and  cold 
and  clammy  skin.  The  patient  complains 
of  vertigo,  tinnitus  aurium.  The  pulse  is 
small  and  rapid,  the  temperature  low  and 
the  respiration  superficial.  The  abdomen 
is  painful  and  on  percussion  presents  areas 
of  dullness. 

The  common  type  of  hemorrhage  follow- 
ing splenic  rupture  is,  however,  not  so 
striking.  The  extent  and  nature  of  the 
rupture  determines  the  amount  of  hemor- 
rhage. The  extravasated  blood  may  be- 
come partly  encysted  or  slowly  escapes 
into  the  peritoneal  cavity  owing  to  clotting 
at  the  vascular  orifice,  vasoconstriction, 
muscle  contraction,  etc.  The  hemorrhage 
may  become  arrested  by  clotting  as  the 
blood  pressure  drops,  to  recur  again  as  the 
patient’s  condition  improves.  The  hemor- 
rhage may  be  interstitial,  forming  simple 
ecchymoses  or  small  subcapsular  or  intra- 
splenic  hematomas.  When  the  capsule  it- 
self is  ruptured,  the  blood  may  either  be 
encysted  through  the  formation  of  peri- 
splenic adhesions,  or,  in  the  absence  of  ad- 
hesions, effuse  freely  into  the  peritoneum. 


Finally,  there  may  be  what  is  called  de- 
layed or  secondary  hemorrhage.  In  such 
cases,  the  patient  makes  a rapid  apparent 
recovery  and  there  are  no  immediate 
symptoms  of  internal  hemorrhage.  How- 
ever, after  a period  varying  from  hours 
to  days,  the  patient,  especially  after  some 
exertion,  some  increase  of  intra-abdominal 
pressure,  such  as  attends  coughing,  defeca- 
tion, suddenly  collapses  with  all  the  symp- 
toms of  severe  internal  hemorrhage. 
Rupture  into  the  peritoneal  cavity  of  a 
subcapsular  hematoma  or  the  giving 
way  of  protecting  perisplenic  clots  or  ad- 
hesions may  determine  all  the  symptoms 
of  acute  anemia. 

Pitts  and  Balance*^®^  in  1896  reported 
17  cases  of  delayed  hemorrhage  after 
splenic  ruptures.  In  the  more  recent  liter- 
ature, SchlegePi®)  reports  a case  of  splenic 
rupture  in  which  12  days  intervened  be- 
tween the  accident  and  the  time  of 
operation.  In  Cisler’s'^o)  case,  the  interval 
was  the  same  and  the  patient  had  left  the 
hospital  and  had  resumed  his  occupation. 
There  were  II/2  litres  of  blood  in  the  ab- 
domen following  rupture  into  the  perito- 
neal cavity  of  a splenic  subcapsular 
hematoma.  In  Patel  and  Vergnory’s*^!) 
case,  the  free  interval  was  13  days,  and  in 
Eisenklam’s<22)  case,  due  to  a fall  out  of 
bed,  the  interval  was  19  days,  which  is  the 
longest  I find  recorded.  In  Eisenklam’s 
case,  the  spleen  presented  a nine-centime- 
ter gaping  tear  in  its  parenchyma.  In  this 
case,  19  days  after  the  traumatism,  the 
stretched  splenic  capsule  burst  and  there 
resulted  pain  and  shock,  and  an  overflow  of 
blood  into  the  peritoneal  cavity.  Previous 
to  the  involvement  of  the  peritoneum,  the 
patient  had  experienced  little  or  no 
discomfort. 

Blood.  In  a few  cases,  diagnosis  was 
based  on  the  blood  examination  revealing 
a large  fall  in  red  blood  corpuscles.  Butler 
and  Carlton<®>  in  1926  reported  9 cases; 
in  all  the  patients,  except  one,  the  leukocyte 
count  was  about  16,000.  In  the  case  re- 
ported by  Koster,(23)  which  the  patient 
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was  struck  by  an  automobile,  the  blood 
count  showed  erythrocytes  2,500,000,  leuko- 
cytes 12,200,  and  hemoglobin  35  per  cent; 
in  all  my  cases,  the  red  blood  count  was 
low. 

Thoracic  Injury.  Chalier^^^)  a recent 
article  has  drawn  attention  to  the  costal 
injuries  so  frequently  associated  with  rup- 
ture of  the  spleen.  When  the  injury  is  of  a 
crushing  injury,  some  of  the  ribs  are 
likely  to  be  fractured.  The  spleen  is 
deeply  imbedded  under  the  diaphragmatic 
cupola  and  is  protected  by  the  inferior 
border  of  the  thoracic  cage.  In  order  that 
a rupture  be  produced,  Chalier  thinks  it  is 
necessary  that  there  be  a concomitant 
lesion  of  the  thorax  which  may  amount  to 
a fracture  of  the  ribs,  and  in  the  case  re- 
ported by  him  (an  automobile  wreck 
case),  and  in  some  reported  by  other 
clinicians,  there  was  such  an  injury. 
Three  of  the  9 cases  reported  by  Butler 
and  Carlson  showed  such  an  injury; 
there  was  a rib  fracture  in  one  of  my  cases. 
In  general,  the  literature  shows  that  the 
possibility  of  such  an  associated  injury  has 
been  frequently  overlooked ; it  probably 
was  present  but  not  noticed  in  many  of  the 
recorded  cases.  It  is  stated  to  have  been 
observed  in  from  10  to  15  per  cent  of  the 
published  cases. 

DIAGNOSIS 

From  the  foregoing  it  can  easily  be  in- 
ferred that  an  exact  pre-operative  diagno- 
sis of  splenic  rupture  is  not  always  easy, 
is  not  always  possible  even  though  signs 
and  symptoms  may  be  very  suggestive, 
very  presumptive.  Diagnosis  ought  to  be 
based  on  the  patient’s  previous  state  of 
health,  the  circumstances  attending  the 
injury  and,  particularly,  on  the  mode  and 
time  of  appearance,  grouping  and  evolu- 
tion of  the  symptoms.  Although  splenic 
rupture  may  follow  any  abdominal  trau- 
matism, it  is  more  likely  to  occur  if 
violence  be  applied  either  laterally  on  the 
external  face  of  the  base  of  the  thorax  or 
from  the  front  backward  on  the  anterior 


abdominal  wall  in  the  left  superior 
quadrant. 

Failure  or  delay  in  diagnosis  aggravates 
the  prognosis.  In  Berger’s  collection  of 
cases,  a pre-operative  diagnosis  was  made 
in  only  15  per  cent.  In  19  previously  un- 
published cases,  observed  either  by  Quenu 
and  his  colleagues,  a clear  diagnosis  was 
made  in  8 and  a probable  diagnosis  in  3. 
In  the  151  operated  cases  of  traumatic 
splenic  rupture  which  Quenc  collected  from 
the  literature,  an  exact  pre-operative 
diagnosis  was  made  in  43,  and  in  15  others 
a diagnosis  of  internal  hemorrhage  was 
made  without  precise  location  of  the  in- 
jured viscus.  As  a general  rule,  the  exact 
diagnosis  followed  an  exploratory  laparot- 
omy indicated  by  the  symptoms  of  acute 
abdominal  hemorrhage.  In  my  own  cases, 
the  operative  indication  was  internal  ab- 
dominal hemorrhage,  an  injury  to  the 
spleen  being  strongly  suspected. 

Quenu  thinks  that  a diagnosis  of  trau- 
matic splenic  rupture  can  be  made  in  the 
latent  period,  when  a patient  who  has  re- 
cently received  an  injury  involving  the  left 
hypochondrium,  shows  a certain  sensitive- 
ness in  this  region,  as  well  as  a certain 
degree  of  persisting  abdominal  wall  con- 
traction, especially  if  the  temperature 
keeps  about  38°  C. 

Differential  Diagnosis.  Eupture  of  the 
liver  may  stimulate  splenic  rupture,  es- 
pecially in  a child  having  a well-developed 
left  lobe  of  the  liver.  Splenic  rupture  may 
simulate  rupture  of  the  left  kidney,  but  the 
latter  condition  is  associated  with  hema- 
turia. Ruptured  gastric  ulcer  is  accom- 
pained  by  more  intense  peritonitic  phe- 
nomena and  by  frequent  hematemesis.  In 
a case  reported  by  Wallace, <^4)  the  diag- 
nosis was  cholecystitis,  but  in  this  case  the 
splenic  rupture  had  occurred  two  years  be- 
fore, following  a blow  from  a car  and  the 
ribs  had  been  fractured  but  the  patient 
had  recovered  spontaneously.  Moreover, 
the  case  was  complicated  as  being  one  of 
transposition  of  viscera.  In  women  of  the 
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child-bearing  age,  a ruptured  ectopic  fetal 
sac  would  have  to  be  excluded. 

EVOLUTION 

When  the  rupture  is  not  very  extensive 
and  only  a small  hematoma  intra-splenic 
or  peri-splenic  results,  the  effused  blood 
may  in  time  become  absorbed  or  encysted; 
it  may  initiate  a fibrous  tumor  by  organi- 
zation of  the  clot ; or  it  may  undergo  puru- 
lent transformation.  In  Wallace’s  case, 
above  referred  to,  the  ruptured  spleen  was 
found  in  a mass  of  adhesions;  it  was 
fibrous  and  atrophied. 

When  not  very  extensive,  a rupture  may 
heal  spontaneously.  (Descout.)  Hueg- 
gler<26)  at  the  autopsy  of  a patient  who  had 
died  from  a hepatic  neoplasm  15  days  after 
a splenic  rupture,  found  the  splenic  tear 
closed  by  a resistant  thrombus. 

If  a splenic  rupture  be  left  to  its  own 
evolution,  the  mortality  varies  from  S8  to 
90  per  cent,  according  to  different  statistics. 
Of  168  cases  collected  by  Berger  in  1907, 
145  died  the  first  day,  the  fatal  result 
being  due  to  hemorrhage  in  90  per  cent. 
The  prognosis  is  much  better  in  children; 
Fevrierf^T)  reported  15  cases  occurring  in 
patients  under  20  years  of  age ; 12  of  these 
recovered.  Quenu  found  that  the  mortality 
of  splenic  rupture  treated  by  splenectomy 
in  patients  under  20  years  old  was  only 
14  per  cent  as  compared  with  32  per  cent 
in  patients  above  that  age.  Schlegel  found 
that  15  cases  of  splenic  rupture  treated  by 
splenectomy  within  lYi  to  12  days  after  the 
occurrence  of  the  accident  gave  12  recov- 
eries. The  condition  of  delayed  hemor- 
rhage has  already  been  alluded  to. 

COMPLICATIONS 

Traumatic  rupture  of  the  spleen  may  be 
the  only  lesion  present;  it  may  be  one  of 
two  or  more,  near  or  distal,  associated 
lesions.  Contusions,  lacerations  and  rup- 
tures of  the  left  kidney,  pancreas  and  liver 
are  the  most  frequent  complicating  lesions. 
Chavannez  and  Guyot  state  that  rupture  of 
the  left  kidney  has  been  found  in  25  per 
cent  of  the  reported  cases  of  splenic  rup- 


ture. Havlicek<^5)  and  Zeano'^s)  each  re- 
port a case  of  simultaneously  ruptured 
spleen  and  pancreas.  In  these  two  patients, 
removal  of  the  spleen  was  followed  by 
recovery.  Co-existing  gastric,  diaphrag- 
matic or  other  injuries  may  aggravate  the 
patient’s  condition. 

PATHOLOGY 

In  traumatic  splenic  rupture,  the  lesion 
may  vary  from  a simple  contusion  char- 
acterized by  sub-capsular  ecchymoses  and 
integrity  of  the  capsule  to  multiple  tears, 
T,  Y-shaped  or  stellate,  fragmentation  or 
even  complete  avulsion  of  the  viscus  from 
its  vascular  pedicle.  There  may  be  a 
crushing  or  a bursting  of  the  organ. 
PohT*®>  in  1910  reported  a successfully 
operated  case  in  which  a child  31/2  years 
old  was  crushed  beneath  the  wheels  of  a 
carriage;  the  splenic  vein  alone  was  torn, 
the  artery  being  uninjured. 

In  some  cases,  there  is  only  an  intra- 
splenic  effusion  of  blood  or  a hematoma  of 
greater  or  lesser  volume  which,  as  already 
stated,  may  form  the  starting  point  of  a 
serious  or  fatal  secondary  hemorrhage.  In 
splenic  rupture  proper,  the  capsule  is 
usually  torn  and  there  may  be  detachment 
of  a portion  of  the  substance  of  the  spleen 
into  the  abdominal  cavity. 

Opinions  vary  as  to  whether  the  inter- 
nal or  external  face  of  the  spleen  is  most 
usually  injured;  the  lower  part  of  the 
spleen  being  least  protected  is  more  fre- 
quently the  site  of  injury. 

TREATMENT 

From  the  high  mortality  which  attends 
the  expectant  treatment  of  splenic  rupture, 
it  is  evident  that  the  only  effective  treat- 
ment is  operative.  When  a fairly  probable 
diagnosis  has  been  established,  delay  is 
dangerous.  A properly  performed  needless 
laparotomy  is  practically  without  dangers; 
a non-operative  treated  splenic  rupture  is 
almost  invariably  fatal.  Delay  only  serves 
to  diminish  chances  which  operative  aid 
may  have  to  offer.  The  surgical  measures 
may  be  divided  into  conservative  and  radi- 
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cal  procedures.  The  exposure  of  the  spleen 
may  be  done  under  either  paravertebral  or 
general  anesthesia.  A sandbag  is  placed 
under  the  left  side  chest,  so  as  to  secure  a 
better  view  of  the  left  dome  of  the  dia- 
phragm. 

The  conservative  measures  applicable  are 
cauterization,  ligature  of  the  splenic  pedi- 
cle, tamponade  and  splenorraphy.  Liga- 
ture of  the  vascular  pedicle  en  masse,  is 
liable  to  cause  necrosis  of  the  organ.  It  is 
to  be  rejected.  If  the  splenic  artery  alone 
is  ligated,  atrophy  of  the  parenchyma  re- 
sults. It  may  perhaps  be  employed  when 
there  are  extensive  vascular  adhesions. 
Conditions  very  rarely  warrant  its  per- 
formance. 

Tamponade,  though  it  may  be  quite  ef- 
fective in  arresting  hemorrhage,  has  two 
important  drawbacks.  At  best,  it  is  a very 
uncertain  measure  and  it  eventually  leaves 
a weak  spot  in  the  abdominal  wall.  Tampon- 
ade either  alone  or  combined  with  simple 
suturing,  may  be  resorted  to  in  cases  of  lim- 
ited rupture  or  when  the  condition  of  the 
patient  does  not  warrant  a long  operation, 
Berger’s  statistics  include  10  cases  of 
splenic  rupture  treated  by  tamponing  with 
1 death  and  Quenu  gives  15  cases  with  2 
deaths. 

Splenorraphy  was  first  done  by  Lamar- 
kia  in  1896  and  has  been  employed  by  many 
surgeons  since  then.  Owing  to  the  inac- 
cessibility and  friability  of  the  spleen,  it 
is  generally  a difficult  operation;  its  gen- 
eral mortality  has  been  reported  as  50  per 
cent,  but  Willits,  in  1919,  found  it  to  be 
25  per  cent.  If  splenorraphy  is  done,  the 
suture  line  should  be  covered  with  omen- 
tum as  Gourrin^®^)  suggests,  both  for  hemo- 
stasis and  perintonization.  It  is  only  rarely 
practicable. 

In  general,  splenectomy  is  the  operation 
of  choice  in  any  important  splenic  rupture 
particularly  a transversal  rupture  or  in  ex- 
tensive lacerations.  It  insures  complete 
and  permanent  hemostasis.  In  the  absence 
of  perisplenic  adhesions,  it  is  of  easy  and 


rapid  execution.  Partial  splenectomy  is  in- 
dicated when  the  lower  pole  of  the  spleen 
is  completely  detached  and  the  remaining 
part  integral. 

A median  incision  may  be  employed  for 
an  exploratory  laparotomy  but  the  splen- 
ectomy (subcostal)  incision  should  be  used 
when  a fairly  precise  diagnosis  is  made. 
It  must  be  said,  however,  that  the  diag- 
nosis is  usually  a probable  diagnosis.  To 
the  median  incision  may  be  added  a trans- 
verse incision  extending  towards  the  loin 
(3).  An  adequate  incision  is  most  service- 
able in  cases  of  associated  visceral  lesions. 
One  must  be  careful  in  ligating  the  vessels 
of  the  hilus  not  to  injure  the  tail  of  the 
pancreas.  It  is  preferable  to  close  the  ab- 
dominal wall  without  drainage,  drainage 
weakening  the  abdominal  wall  and  predis- 
posing to  subphrenic  suppuration. 

Splenectomy  appears  to  have  been  first 
done  by  Roddick,  in  1885,  who  removed  the 
organ  through  a small  opening  in  the  lum- 
bar region.  In  Berger’s  statistics,  135 
splenectomies  gave  a mortality  of  38.7  per 
cent,  Borgsitter  in  1909,  who  collected  203 
cases  of  splenectomy  (not  all  traumatic 
cases),  found  the  operative  mortality  of 
splenectomy  to  be  35.3  per  cent.  Willis  in 
1919  found  that  the  mortality  of  splenec- 
tomy for  traumatic  rupture  cases  was  28.8 
per  cent.  Schlegel  states  that  in  fifteen 
cases  in  which  an  interval  varying  from 
to  12  days  elapsed  between  the  occur- 
rence of  the  injury  and  the  operative  relief, 
splenectomy  gave  12  recoveries. 

In  the  Mayo  clinic*®®)  the  mortality  in 
417  cases  of  splenectomy  for  all  conditions, 
done  from  1904  to  1926,  is  stated  to  have 
been  10.3  per  cent.  Only  10  of  these  were 
traumatic  cases.  According  to  Quenu,  the 
general  mortality  of  splenectomy  for  adults 
above  20  years  old  is  32  per  cent  and  for 
individuals  under  20  years  14  per  cent. 
The  operation  can  be  successfully  combined 
with  nephrectomy  as  in  Kersey’s *®®>  case. 

Is  splenectomy,  in  the  human  subject,  at- 
tended with  lasting  undesirable  after-ef- 
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fects?  This  can  be  more  intelligently  an- 
swered after  a brief  enumeration  of  the 
functions  (33)  of  this  organ.  Removal  of 
the  organ  means  a temporary,  a partial  or 
complete  abolition  (35)  of  those  functions 
partly  or  wholly  dependent  on  the  spleen. 
What  are  those  functions? 

a.  During  prenatal  life,  the  spleen  par- 
ticipates in  the  formation  of  the  leukocytes 
and  of  red  blood-cells.  After  birth,  it  takes 
part  in  the  destruction  of  deteriorated  or 
disintegrated  red  blood  cells.  It  has  been 
called  the  “graveyard”  of  the  red  blood  cor- 
puscles. The  liberated  hemoglobin  of  the 
destroyed  blood  corpuscles  is  conveyed  by 
the  splenic  vein  to  the  liver  and  there  trans- 
formed into  bilirubin.  According  to  some 
investigators,  the  liberated  hemoglobin  may 
be  manufactured  into  bilirubin  in  the  spleen 
itself. 

b.  It  forms  white  blood  corpuscles,  par- 
ticularly lymphocytes.  A large  number  of 
lymphocytes  are  produced  by  the  Malpi- 
ghan  bodies.  “All  the  white  blood-cells  have 
defensive  functions,  especially  the  large 
mononuclear  endothelial  leukocytes.”  Mayo. 

c.  It  assimilates  iron  and  is  a store- 
house for  it,  especially  the  iron  liberated 
from  the  decomposition  of  red  blood-cells. 
The  liver,  on  the  contrary,  is  the  storehouse 
of  the  iron  ingested;  it  may  partake  of  the 
spleen  function.  The  spleen  is  regarded  by 
some  as  the  principal  organ  of  the  reticulo- 
endothelial system,  playing  a dominant  role 
in  iron  metabolism. 

d.  It  acts  as  a scavenger,  as  a filter,  sep- 
arating worn-out  cells,  infectious  and  toxic 
agents  from  the  blood-stream.  These,  un- 
der normal  conditions,  are  either  destroyed 
by  the  phagocytic  activities  of  the  spleen 
or  conveyed  into  the  liver  for  destruction 
or  detoxication.  As  the  lymphatic  glands 
act  upon  the  lymphatic  stream,  so  the  spleen 
acts  upon  the  blood  brought  into  it.  The 
chief  function  of  the  spleen  is  that  of  fil- 
tration. 

e.  It  has  some  share  in  nitrogenous 
metabolism  and  it  plays  an  important  part 


in  the  digestion,  consumption  and  utiliza- 
tion of  food  (Richet).  During  digestion, 
the  spleen  expands  and  contracts  synchro- 
nously with  the  digestive  periods.  “That 
the  spleen  must  be  of  some  significance  in 
digestion  has  been  prompted  by  the  gland’s 
intimate  anatomic  connections  with  the 
portal  system;  its  blood  supply  from  the 
celiac  axis,  its  proportionately  excessive 
atrophy  during  starvation  and  inanition, 
and  by  reference  by  many  experimental  in- 
vestigators, as  well  as  by  many  clinicians, 
to  a state  of  hunger  and  voracious  appetite 
after  splenectomy.”  (Kahn) 

f.  It  acts  as  a kind  of  vascular  reser- 
voir to  the  portal  system  and  to  the  vessels 
of  the  stomach. 

g.  Under  normal  conditions,  it  produces 
blood-platelets. 

h.  It  elaborates  ferments,  and  also  a 
hoi’mone  which  has  a stimulating  action  on 
bone  marrow.  By  its  pump-cells,  it  infiu- 
ences  blood  pigments  and  metabolism.  The 
bone  marrow  is  called  the  “cradle”  of  the 
red-blood  corpuscles. 

i.  It  is  considered  by  some  inevestiga- 
tors  as  a member  of  the  sympathetic  endo- 
crine system.  It  has  no  external  secretion 
and  it  has  not  been  demonstrated  that  it 
has  an  internal  secretion. 

Following  the  removal  of  the  normal 
bone  marrow.  By  its  pulp-cells,  it  influ- 
spleen  as  in  traumatic  rupture,  the  patho- 
logic spleen,  as  in  splenic  neoplasms,  etc., 
certain  changes  usually  occur.  In  cases  in 
which  these  changes  fail  to  develop,  the  ex- 
istence of  one  or  more  accessory  spleens 
may  be  suspected.  After  splenectomy,  there 
is  noted. 

a.  A secondaiy  anemia  due  in  part  to 
the  operative  hemorrhage  incident  to  splen- 
ectomy, and  in  part  to  the  loss  of  the  spleen. 

b.  An  increased  resistance  of  the  red 
blood-cells  to  various  hemolytic  agents  (hy- 
potonic salt  solution,  hemolytic  serum,  etc.) 

c.  A lessened  tendency  to  hemoglobin- 
uria, to  jaundice  and  sometimes  even  an 
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;ence  of  jaundice  after  the  exhibition  of  the  bone-marrow  functions  to  excess.  It 
nolytic  agents. 


[,  An  increase  in  the  total  fat  and  cho- 
;erin  content  of  the  blood  which  grad- 
ly  decreases  and  returns  to  normal  (Ep- 
ger).  This  has  been  observed  both  in 
gnectomized  dogs  and  in  the  human. 

A transient  decrease  in  the  antisep- 
and  bactericidal  properties  of  the  blood 
um  which  rapidly  returns  to  the  normal, 
g agglutinins  and  opsonins  remain  unal- 
ed  (Bucalossi).  The  bodily  vigor  and 
istance  are  decreased. 

. Changes  in  the  blood-picture  which 
.ally  persist  for  several  months  (35,  38) . 
g blood-picture  usually  returns  gradually 
normal.  In  some  cases,  the  post-opera- 
g anaemia  is  permanent  (5). 

Appearance  of  polycythemia,  5,500,- 
1-7,000,000  per  cu.  m. 

1.  Numerical  increase  in  lymphocytes 
1 in  eosinophiles  and  in  blood-platelets. 

!.  Presence  of  nucleated  red  blood-cells. 

Morphological  changes  in  the  red 
od-cells. 

A disturbance  in  the  iron  metabolism. 
5)  An  increased  output  of  iron  in  the 
ces  which  lasts  for  from  four  to  six 
gks. 

1.  An  hypertrophy  of  remaining  splenic 
gments,  of  accessory  spleen  or  spleens, 
;n  to  the  size  of  the  normal  spleen,  a 
perplasia  of  the  lymphatic  glands  of  the 
;ater  curvature  of  the  stomach  and  of 
I omentum,  a hyperplasia  of  lymphoid 
sue  throughout  the  body,  and  an  increase 
the  size  of  the  liver.  This  hypertrophy 
npensates  in  time  for  the  loss  of  the 
een. 

. A weakening  of  the  digestive  power 
‘ a period  of  several  months.  There  is 
temporary  diminution  in  gastric  secre- 

n. 

j.  Owing  to  the  release  of  the  con- 
illing  influence  of  the  splenic  hormone. 


also  changes  from  its  normal  yellow  fatty 
character  to  a red  cellular  hyperplastic 
type. 

k.  A decrease  of  fat  in  the  feces. 

The  spleen  is  an  important  organ.  Never- 
theless, animal  experiments  and  clinical  ob- 
servation amply  show  that  splenectomy 
does  not  noticeably  impair  growth,  repro- 
ductive power,  general  health,  nor  appar- 
ently shorten  life  expectancy.  That  this 
ductless  gland,  the  largest  in  the  body,  is 
not  as  essential  an  organ  as  the  liver,  the 
liver,  the  thyroid  gland,  the  pancreas  or 
the  adrenals,  is  evidenced  by  its  rare  ab- 
sence at  birth  and  by  the  survival  of  pa- 
tients after  its  removal.  After  splenec- 
tomy, the  functions  of  the  organ  are  vicari- 
ously assumed  by  other  elements  of  the 
reticulo-endothelial  system.  These  elements 
are  found  in  the  sinuses  of  the  lymph 
glands,  in  the  capillaries  of  the  liver  lobules 
(stellate-cells)  of  Kupfer)  and  of  the 
bone-marrow,  in  the  connective  tissue 
(wandering  cells),  in  the  adrenal  cortex, 
in  the  hypothysis,  etc.  The  cells  of  the 
reticulo-endothelial  system  devour  deterior- 
ated blood-platelets,  effete  red  and  white 
blood-corpuscles  and  metabolize  all  of  these. 

Accessory  spleens  occur;  they  vary  in 
size,  location  and  number  (from  one  to 
twenty).  In  a patient  operated  (34)  on 
for  strangulated  intestine,  fifteen  years 
after  a previous  splenectomy  for  splenic 
rupture,  the  following  findings  were  noted : 
“The  whole  of  the  peritoneum  covering  the 
small  intestine  and  mesemtery  was  covered 
with  small  tumors,  varying  in  size  from 
that  of  a pin’s  head  to  about  one  inch  by 
half  an  inch  . The  tumors  were  either  ses- 
sile or  pedunculated  and  appeared  to  have 
invoiced  only  the  peritoneal  covering  of  the 
gut.  There  were  perhaps  200  to  300  tu- 
mors. The  general  appearance  suggested 
splenic  tissue  ; they  appeared  to  be  quite  in- 
nocent in  character.  The  microscopical  ex- 
amination by  the  Pathology  Department, 
University  of  Sheffield,  of  one  specimen  re- 
moved for  examination,  showed  that  it  was 
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a small  mass  of  splenic  tissue,  containing 
pulp  with  sinuses  and  Malpighian  bodies. 
The  whole  structure  presented  a dense 
fibrous  tissue  capsule,  and  an  increased 
amount  of  fibrous  tissue  in  the  trabeculae. 
In  this  case,  evidently,  at  the  time  of  splenic 
rupture  living  splenic  cells  were  set  free 
and  implanted  in  the  peritoneal  cavity.  The 
amount  of  splenic  tissue  so  formed  ap- 
peared to  be  quite  equal  to  that  in  a nor- 
mal spleen.” 

According  to  Koster,  there  appears  to  be 
some  general  compensatory  lymph  gland 
enlargement  following  splenectomy;  Jolly 
and  Lieure<®®>  have  reported  that  in  ani- 
mals there  is  a possibility  of  a real  regen- 
eration of  the  spleen;  and  0’Connor<^®> 
mentions  the  possibility  of  accessory  spleens 
functioning  after  splenectomy. 

CONCLUSIONS. 

1.  Traumatic  rupture  of  the  normal 
spleen  is  becoming  more  common  with  the 
increase  of  automobile  accidents.  Three 
personal  cases  of  this  kind  are  reported. 

2.  The  symptoms  of  splenic  rupture  are 
in  general  not  pathognomonic  except  per- 
haps Pitts  and  Ballances  sign  of  persistent 
left-sided  dullness  and  with  shifting  right- 
sided dullness  on  percussion. 

3.  The  patient’s  safety  lies  in  early  and 
precise  diagnosis,  followed  by  immediate 
laparotomy  and  appropriate  operative  re- 
lief. 

4.  The  prognosis  in  cases  of  splenic  rup- 
ture left  to  their  own  evolution  is  extremely 
bad.  In  the  presence  of  splenic  injury  and 
severe  internal  hemorrhage,  immediate  or 
delayed,  the  most  conservative  form  of 
treatment  is  early  splenectomy.  It  secures 
complete  and  permanent  hemostasis.  It  is 
a life-saving  operation. 


5.  Removal  of  the  ruptured  norn  1 
spleen  is  usually  an  operation  easy  al 
rapid  of  execution.  The  removal  of  te 
pathological  spleen  embedded  in  or  boud 
down  by  dense  perisplenic  adhesions  my 
present  great  though  not  insuperable  di.- 
culties.  Drainage  is  rarely  indicated. 

6.  The  operation  of  choice  for  traun,- 
tic  splenic  rupture  is  splenectomy,  p-- 
formed  under  paravertebral  or  geneil 
anesthesia. 

7.  It  is  the  present  belief  that  the  spkr 
is  not  essential  to  life  or  well-being,  £(i 
that  splenectomy  does  not  lessen  the  ir[i 
vidual’s  resistance  to  infection  or  does  )1 
shorten  the  life  of  the  individual. 

8.  Earlier  operation,  improved  tei 
nique  and  judicious  post-operative  tret 
ment  have  lowered  and  improved  the  a 
suits  of  splenectomy. 
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THE  DIAGNOSIS  AND  TREATMENT 
OF  CELIAC  DISEASE,  WITH 
REPORT  OF  TWO  CASES.* 

C.  T.  WILLIAMS,  M.  D.,f 

New  Orleans. 

Celiac  disease  is  not  a common  condition, 
but  occurs  rather  infrequently.  However, 
the  difficulties  met  with  in  handling  cases 
of  celiac  disease  and  the  fact  that  the 
diagnosis  is  frequently  missed,  constitute  a 
reasonable  excuse  for  bringing  this  subject 
to  your  attention. 

The  condition  was  first  described  by 
Gee<3)  in  the  reports  of  St.  Bartholomew’s 
Hospital  for  1888.  It  is  known  also  as 
chronic  intestinal  indigestion;  Herter^^) 
called  it  intestinal  infantalism.  After  the 
disease  was  first  described  by  Gee<3)  in 
1888  there  was  little  heard  about  it  until  it 
was  revived  by  Herter<®>  twenty  years 
later.  Within  the  past  ten  or  fifteen  years 
the  literature  pertaining  to  celiac  disease 
has  become  rather  voluminous  and  there 
has  been  considerable  research  done  in  an 
effort  to  determine  the  etiology. 

The  etiology  is  unknown,  although  many 
theories  have  been  advanced  to  explain  its 
occurrence<2).  The  age  at  which  the  celiac 
syndrome  manifests  itself  is  markedly  con- 
stant, usually  coming  on  at  from  one  to 
three  years,  after  the  child  has  been  given 
a mixed  diet.  It  is  generally  claimed  that 
it  never  occurs  among  the  breast  fed, 
although  J.  H.  Hess  has  reported  two  such 
cases* 6).  The  fact  that  cases  of  celiac  dis- 
ease do  not  tolerate  fats,  carbohydrates, 
nor  fresh  cow’s  milk  is  well  established. 
This  has  led  to  the  belief  that  the  condition 
is  due  to  the  liberation  of  certain  noxious 
substances  in  the  intestinal  tract,  as  a re- 
sult of  the  action  of  bacteria  upon  fats, 
carbohydrates,  or  fresh  cow’s  milk.  This 
theory  has  neither  been  proven  nor  refuted. 


*Read  before  the  Louisiana  State  Medical 
Society,  Baton  Rouge,  La.,  April  10-12,  1928. 

fFrom  the  Department  of  Pediatrics,  Tulane 
University  of  Louisiana. 
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Another  theory  offered  to  explain  the  oc- 
currence of  the  disease  is,  that  there  is  a 
congenital  deficiency  in  the  secretion  of  the 
digestive  enzymes.  The  rapid  loss  in 
weight  when  the  child  is  on  a mixed  diet 
containing  fats,  carbohydrates  and  fresh 
cow’s  milk  and  the  rapid  gain  in  weight 
when  a strictly  protein  diet  is  substituted, 
more  or  less  disprove  the  theory  of  deficient 
enzymatic  secretion.  This  theory  was 
definitely  exploded  by  Taylor^^^)  in  1922 
and  more  recently  by  Bauer<^>  in  1928. 
These  authors  found  that  the  digestive 
enzymes  present  in  cases  of  celiac  disease 
were  the  same  in  kind  and  quantity  as  for 
healthy  children.  Sperry  and  Bloor<“> 
stated  in  1924  that  the  fat  which  was  taken 
as  food  was  different  from  the  fat  found 
in  the  stools.  They  called  attention  to  cer- 
tain physical  and  chemical  similiarities 
between  the  blood  lipoids  and  the  fecal 
lipoids.  They  believe  that  these  isometric 
properties  of  the  blood  and  fecal  lipoids 
make  it  reasonably  certain  that  the  fatty 
material  of  the  feces  has  its  origin  in  the 
blood.  Bauer in  his  work  referred  to 
above,  concludes  that:  “The  etiology  of 
celiac  disease  must  be  sought  in  some  agent 
or  influence  that  disturbs  that  side  of  the 
metabolic  balance  which  is  concerned  with 
the  transfer  of  used  fats  and  carbohydrates 
back  again  into  the  intestinal  tract.” 

DIAGNOSIS. 

The  prodroma  shows  up  rather  constantly 
at  from  one  to  three  years,  after  the  child 
has  been  given  a mixed  diet.  The  history 
in  most  cases  is  that  the  child  had  been 
well  and  hardy  up  to  one  year  of  age,  or 
until  shortly  after  beginning  the  mixed 
diet.  The  mother  first  notes  a cessation  of 
the  growth  of  the  child,  or  maybe  an  actual 
loss  in  weight.  This  is  concomitant  with 
nausea,  anorexia,  vomiting,  diarrhea  and 
enlargement  of  the  abdomen.  The  child 
usually  presents  a sallow,  waxy,  or  paste- 
like appearance,  and  the  legs  are  liable  to 
be  too  small  in  proportion  to  the  rest  of  the 
body.  Some  cases  may  show  edema  of  the 
face,  or  of  the  extremities.  The  stools  are 


voluminous,  of  a semi-solid  character,  of 
grayish  color,  contain  an  excessive  amount 
of  fat  and  range  in  number  from  three  to 
five  a day.  If  fats,  carbohydrates  and  fresh 
cow’s  milk  are  withdrawn  from  the  diet 
and  the  child  given  a strictly  protein  diet 
in  sufficient  quantity,  the  above  symptoms 
quickly  subside  and  there  will  be  a rapid 
and  steady  gain  in  the  weight.  Indiscre- 
tions in  the  matter  of  diet  cause  prompt  re- 
occurrence of  the  symptoms.  Generally 
these  children  are  pampered  and  spoiled  by 
the  mothers’  indulgences  so  that  they  art 
extremely  hard  to  manage.  They  are  men- 
tally alert  and  become  rather  adept  in  hav- 
ing things  their  own  way  by  whining  anc 
whimpering.  The  blood  sugar  is  liable  t( 
be  low  and  the  feces  contain  excessivt 
amount  of  fats.  Roentgen-ray  examinatioi 
of  the  gastro-intestinal  tract  usually  show: 
a dilated  colon.  The  three  cardinal  sign; 
upon  which  a diagnosis  of  celiac  diseasi 
may  be  based  are:  (1)  Loss  of  weight,  o 
stationary  weight,  without  other  apparen 
illness;  (2)  a prominent,  doughy  abdomen 
relatively  free  from  tympanites;  and  (3 
voluminous,  porridge-like  stools,  grayisl 
in  color,  of  semi-solid  consistency  and  con 
taining  an  excessive  amount  of  fat. 

TREATMENT. 

First  of  all  the  mother  should  be  in 
formed  that  the  treatment  at  best  will  re 
quire  months  and  maybe  years,  of  hones 
and  faithful  co-operation.  It  should  b 
made  clear  that  no  half-way  measures  i 
the  matter  of  diet  and  management  of  th 
child  wfill  suffice.  Strict  adherence  to  th 
diet  and  regimen  are  absolutely  essentie 
to  the  treatment. 

Gee<®>  stated  in  1888  that  cow’s  milk  wa 
the  least  suited  food;  Herter‘“>  in  190 
recommended  a strictly  protein  diet 
Rurah<®'  introduced  soy-bean  flour  in  1911 
Still *12)  advised  the  complete  avoidance  ( 
fresh  cow’s  milk  in  1918;  Howland*^’  ou 
lined  his  three  phased  high  protein  diet  i 
1921,  which  has  recently  been  modified  t 
Sauer* who  makes  the  plea  for  stan< 
ardization  in  the  dietary  treatment. 
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The  diet  which  I shall  describe  is  the  so- 
called  three  phased  high  protein  diet  of 
Howland,  as  modified  by  Sauer.  The  origi- 
nal diet  as  recommended  by  Howland  speci- 
fied the  regular  Eiwiss  milk,  but  Sauer  in 
his  modification  suggests  the  use  of  dried 
protein  milk,  as  found  on  the  market  at  the 
present  time.  He  also  includes  over-ripe 
bananas  in  the  third  phase  of  the  diet, 
whereas  Howland  recommended  cereals, 
etc. 

Phase  1.  Protein  milk  exclusively.  One 
packed  level  tablespoonful  of  dried  pro- 
tein milk  per  pound  of  body  weight  in 
twenty-four  hours.  This  may  be  prepared 
by  mixing  it  with  either  water,  or  Ringer’s 
solution.  The  mixture  may  be  prepared  in 
the  form  of  a thick  creamy  mixture  to  be 
fed  from  a spoon,  or  in  the  form  of  a thin 
liquid  mixture  to  be  fed  from  a bottle  or 
from  a cup.  It  may  be  sweetened  with  lib- 
eral amounts  of  saccharin  if  desired.  The 
twenty-four  hour  quantity  should  be 
divided  into  four  feedings,  with  plenty 
water  given  in  between  feedings.  The  dura- 
tion of  this  phase  of  the  diet  depends  upon 
the  individual  response  of  the  child,  but 
usually  it  is  not  necessary  to  continue  it  for 
longer  than  from  five  to  six  weeks.  The 
child  is  given  nothing  but  protein  milk 
until  the  anorexia,  vomiting,  diarrhea  and 
abdominal  distention  have  cleared  up  and 
the  child  has  begun  to  show  gain  in  weight. 
It  is  best  to  begin  this  phase  of  the  diet 
with  several  tablespoonfuls  less  than  the 
number  of  pounds  of  body  weight,  gradu- 
ally increasing  the  amount.  The  rate  of 
increase  in  the  amount  of  the  food  should 
be  guided  by  the  presence  or  absence  of 
anorexia,  vomiting,  diarrhea,  etc. 

Phase  2.  When  the  best  previous  weight 
bas  been  regained  and  the  symptoms  of 
nausea,  vomiting,  diarrhea  and  abdominal 
listention  have  cleared  up,  milk  curd,  egg, 
scraped  beef,  beef  juice  and  cottage  cheese 
may  be  added  to  the  protein  mik  diet.  The 
weight  of  the  child  should  continue  to  in- 
crease rapidly,  without  recurrence  of  the 
symptoms.  During  this  phase  of  the  diet, 


cod  liver  oil,  orange  juice  and  iron  should 
be  added  in  gradually  increasing  amounts. 
The  blood  sugar  is  liable  to  become  too  low 
and  the  child  should  be  watched  to  prevent 
hypoglycemia. 

Phase  3.  It  is  during  this  stage  of  the 
diet  that  carbohydrate  is  gradually  added. 
Well-cooked  meats  and  well-cooked  cereals 
are  gradually  added.  Hass(^>  claims  that 
well  ripe  bananas  afford  the  best  form  of 
carbohydrate.  Some  investigators  have 
even  added  bananas  in  the  first  and  second 
phases  of  the  diet,  with  good  results.  As 
many  as  ten  or  fifteen  bananas  may  be  con- 
sumed within  the  course  of  a day. 

CASE  REPORTS. 

Case  I.  Ethel  T.,  a white  female,  aged  3 years, 
weight  21  pounds,  was  admitted  to  the  pediatric 
division  of  the  out-patient  service,  Touro  Infirm- 
ary, New  Orleans,  November,  1926.  At  the  time 
of  admission  she  was  suffering  with  acute  bron- 
chitis and  a little  later  was  treated  also  for  pye- 
litis. Although  the  history  in  this  case  was  classi- 
cally that  of  celiac  disease,  a definite  diagnosis 
was  not  made  at  the  time  of  admission,  due  to 
certain  atypical  findings. 

The  child  was  of  full  term  and  normal  delivery, 
being  the  first  and  only  pregnancy  of  the  mother. 
The  family  history  was  unimportant.  She  was 
breast-fed  for  the  first  two  months  of  life,  but  at 
that  time  was  given  a modified  cow’s  milk  formula, 
due  to  failure  in  the  breast-milk  supply.  During 
the  first  year  of  life  she  made  normal  progress  in 
both  growth  and  development — ^weighing  25 
pounds  at  one  year  of  age. 

At  thirteen  months  of  age  she  was  given  the 
usual  mixed  diet,  consisting  of  cow’s  milk,  egg, 
meats,  vegetables,  cereals  and  fruits.  She  made 
no  gain  in  weight  on  this  diet,  and  at  eighteen 
months  of  age,  shortly  following  an  attack  of 
measles,  she  began  to  manifest  certain  digestive 
symptoms,  such  as  food  nausea,  anorexia,  vomit- 
ing and  diarrhea,  with  only  slight  enlargement  of 
the  abdomen.  The  diarrhea  would  come  on  for 
several  days  at  a time  and  then  alternate  with  con- 
stipation, which  would  last  for  two  or  three  weeks 
at  a time.  The  stools  during  the  diarrhea  attack 
ranged  in  number  from  three  to  six  a day,  were 
voluminous,  of  a grayish  color,  of  porridge-like 
consistency  and  very  fetid.  During  the  attacks 
of  constipation  the  stools  were  smaller,  firmer  and 
of  lighter  color. 

The  physical  examination  was  essentially  nega- 
tive, except  for  slight  abdominal  enlargement  and 
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the  marked  undersize  and  underweight  of  the 
child  for  her  age.  She  appeared  to  be  mentally 
precocious  and  gave  the  impression  of  a badly 
spoiled  child.  She  was  very  “fussy”  and  whined 
and  whimpered  over  the  least  sort  of  thing. 

The  urine  showed  glucose  present  in  amounts 
varying  from  faint  to  heavy  traces  and  occa- 
sionally none  at  all.  The  blood  sugar  was  low  (53 
mgm.  per  cent).  Examination  of  the  feces  was 
negative  for  parasites  and  ova.  The  Wasserman 
test  was  negative.  Roentgen-ray  examination  of 
the  gastro-intestinal  tract  was  negative. 

The  initial  diet,  after  the  diagnosis  of  celiac 
disease  had  been  made,  consisted  of  IV2  pints  of 
skimmed  milk  daily,  scraped  beef,  beef  juice, 
egg,  cottage  cheese,  spinach,  peas,  beans,  toma- 
toes, orange  juice  and  small  amounts  of  dry  toast. 
She  made  a rather  rapid  gain  in  weight  at  first, 
but  her  weight  promptly  fell  back  to  its  zero 
level  at  the  first  recurrence  of  diarhrea.  She  was 
kept  on  this  diet  for  several  months  and  the 
weight  showed  wide  fluctuations,  up  and  down. 

On  May  18,  1927,  she  was  given  protein  milk 
exclusively.  For  the  first  two  weeks  the  food 
was  prepared  by  adding  14  level  tablespoonfuls  of 
protein  milk  to  one  quart  of  boiled  water.  Four 
feedings  of  8 ounces  each  were  given  daily.  Dur- 
ing the  third  and  fourth  weeks  the  protein  milk 
was  increased  to  16  level  tablespoonfuls  and  on 
up  to  18  tablespoonfuls  for  the  fifth  and  sixth 
weeks.  At  the  end  of  *the  sixth  week  the  child 
had  gained  two  pounds,  the  nausea,  anorexia, 
vomiting  and  diarrhea  had  ceased  and  the  stools 
were  normal  in  number  and  character.  The  blood 
sugar  rose  during  this  time  from  53  mgm.  per 
cent  to  83  mgm.  per  cent  and  the  sugar  in  the 
urine  had  disappeared. 

On  June  27,  1927,  the  second  phase  of  the  diet 
was  begun.  To  the  protein  milk  diet,  as  described, 
beef  juice,  scraped  beef,  cottage  cheese,  egg  and 
bananas  were  added.  Cod  liver  oil  and  orange 
juice  were  also  added.  Two  grains  of  saccharated 
ferrous  carbonate  were  given  three  times  a day. 
Up  to  October,  1927,  a period  of  five  months, 
the  weight  of  the  child  had  advanced  from  22 
pounds  to  30  pounds  and  there  had  been  no  recur- 
rence of  the  symptoms.  She  was  lost  sight  of  here 
and  further  progress  notes  are  not  available. 

Case  2.  Rose  Mae,  a white  female,  age  4 
years,  weight  27  pounds,  was  admitted  to  the 
children’s  division  of  the  out-patient  clinic,  Touro 
Infirmary,  New  Orleans,  August,  1927.  The  child 
was  brought  to  the  clinic  because  of  failure  to  gain 
in  weight,  giving  a history  which  typified  celiac 
disease. 

She  was  of  full  term  and  normal  delivery,  being 
the  second  child.  The  family  history  was  unim- 


portant. She  nursed  the  breast  up  to  one  year 
of  age  and  was  then  given  the  usual  mixed  diet, 
which  consisted  of  milk,  egg,  meats,  vegetables 
ce’-eals  and  fruit.  For  the  first  two  years  she 
made  normal  progress  in  growth  and  development, 
but  at  about  the  end  of  her  second  year  the  mother 
noted  a cessation  in  growth  at  first,  which  was 
followed  later  by  an  actual  loss  in  weight.  Coin- 
cident with  the  loss  in  weight  the  symptoms  of 
anorexia,  vomiting,  diarrhea  and  abdominal  en- 
largement were  manifested.  The  diarrhea  had 
been  constantly  present  and  stools  have  ranged 
in  number  from  three  to  five  a day.  The  stools 
were  voluminous,  semi-solid  in  character,  of  gray- 
ish color  and  very  fetid.  Up  to  the  present  time 
the  child  had  had  none  of  the  diseases  of  child- 
hood. Within  the  previous  two  years  the  mother 
had  sought  the  advice  of  a number  of  physicians 
and  she  described  her  plight  by  saying:  “L  am 

about  ready  to  quit.”  On  going  into  the  dietary 
history  it  was  found  that  the  mother  had  made 
the  observation  that  cow’s  milk  intensified  the 
symptoms. 

The  child  looked  to  be  about  two  and  one-half 
years  of  age,  but  her  actual  age  was  four  years 
and  she  weighed  only  27  pounds.  She  was  pale 
and  had  a sallow,  waxy  appearance.  The  abdo- 
men was  markedly  enlarged  and  the  legs  ap- 
peared disproportionately  small  for  the  rest  of  the 
body.  Th  stature  was  dwarfed,  but  the  posture 
was  fairly  good.  The  glands  in  the  anterior 
triangles  of  the  neck  were  slightly  enlarged.  The 
tonsils  were  hypertrophied. 

Blood  examination  showed  a secondary  anemia. 
The  feces  was  negative  for  parasites  and  ova. 
The  Wassermann  test  was  negative.  Roentgeno- 
gi’ams  of  the  gastro-intestinal  tract  were  negative. 

This  patient  did  not  remain  in  the  clinic  for 
treatment,  but  sought  the  services  of  a private 
physician.  Dr.  E.  A.  Socola,  who  concurred  in 
the  diagnosis  of  celiac  disease  and  who  has  been 
kind  enough  to  supply  me  with  data  from  his 
private  records  to  show  the  results  of  his  treat- 
ment. 

On  Septmber  2,  1927,  Dr.  Socola  began  the 
dietary  treatment,  which  consisted  of  a high  pro- 
tein diet,  with  liberal  amounts  of  well  ripe  bana- 
nas. The  diet  employed  did  not  exactly  conform 
to  the  plan  outlined  by  Howland,  but  the  results 
were,  nevertheless,  very  gratifying,  as  will  be 
seen.  At  the  time  treatment  was  begun  the  weight 
of  the  child  was  27  pounds.  Three  weeks  later 
she  began  a rapid  and  steady  gain  in  weight. 
Within  six  weeks  her  weight  had  reached  29  pounds 
and  by  the  end  of  the  twelfth  week  32  pounds. 
The  anorexia,  vomiting  and  diarrhea  had  cleared 
up  by  the  fourth  or  fifth  week  and  the  stools  had 


Williams — Diagnosis  and  Treatment  of  Celiac  Disease. 


651 


resumed  their  normal  character.  The  child  at  the 
present  time  is  making  favorable  progress  and 
has  had  no  recurrence  of  symptoms. 
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DISCUSSION. 

Dr.  E.  F.  Naef  (Baton  Rouge) : I want  to  con- 
fine my  remarks  to  the  diagnosis  and  treatment 
as  stated  in  the  subject  of  the  paper.  The  diag- 
nosis of  celiac  disease  should  be  a simple  thing. 
The  condition  that  it  would  most  likely  be  con- 
fused with,  on  first  observation  in  a fully  devel- 
oped case  in  the  run-about  child  is,  of  course,  tu- 
berculous peritonitis,  as  you  would  view  the  case 
after  the  inability  to  walk  had  developed,  with  the 
prominent  abdomen,  and  the  marked  anemia 
almost  to  a cachexia. 

Of  course,  the  absence  of  temperature  is  an 
outstanding  point,  not  commented  upon  in  this 
paper.  We  have  our  signs  for  the  determining  of 
the  presence  of  accompanying  tuberculosis  in 
celiac  disease;  we  do  not  have  any  associated 
ascites  in  celiac  disease,  the  distension  being  due 
to  the  marked  atony  of  the  intestinal  musculature, 
particularly  of  the  colon.  Of  course,  we  do  have 
the  stools  showing  the  rather  typical  character, 
large,  voluminous,  oatmeal  stools,  gray  in  color  or 
green,  depending  upon  the  diet. 

Another  point  which  should  be  emphasized  is 
the  matter  of  almost  complete  absence  of  secre- 
tion of  hydrochloric  acid.  Gastric  analysis,  in 
these  cases  should  show  diminished  hydrochloric 
secretion  to  a complete  anacidity.  Many  cases 
as  regards  this  anacidity  will  progress  under 
treatment  with  gain  in  weight,  and  continued  im- 


provement with  no  marked  effect  on  the  secretion 
of  hydrochloric  acid. 

Another  point,  as  regards  the  stools,  we  find 
increased  calcium  output  in  these  cases,  and  it 
points  another  avenue  in  the  matter  of  therapeutic 
aid.  These  cases  should  receive  calcium,  and  I 
make  it  a point  to  give  these  patients  a form  of 
calcium  in  addition  to  a three  phase  protein  diet 
as  mentioned  by  Dr.  Williams.  The  furnishing  of 
acids  in  the  form  of  fruit  acids  is  very  helpful  in 
the  early  stage,  and  the  protein  milk,  together  with 
the  use  of  lactic  acid  milk  sometimes  reinforced 
with  some  readily  digestible  monosaccharid,  Karo 
corn  syrup  preferably,  is  helpful  in  the  first  stage. 

I might  say,  in  closing,  that  these  cases  unfor- 
tunately, do  not  respond  as  rapidly  to  treatment 
as  we  might  have  ga)thered  from  listening  to  the 
paper.  I think  if  we  can  get  a gain  in  these 
cases  of  one-half  pound  a month,  we  are  doing 
very  well.  The  condition  is  essentially  chronic 
and  extends  over  a period  of  weeks,  months  and 
years.  And,  in  the  matter  of  chronicity,  I want 
to  remind  you  again  of  the  fact  brought  out  by 
Dr.  Holt  some  years  ago,  of  the  development  of 
a sudden  ability  in  these  cases  to  metabolize 
their  food  properly,  sometimes  as  late  as  puberty; 
they  continue  to  struggle  along,  under  sized,  ex- 
tremely mal-nourished,  and  after  passing  a cer- 
tain age,  out  of  a clear  sky  they  begin  to  gain 
in  weight,  and  metabolize  their  food  more 
properly. 

About  a further  treatment,  I recently  haA'e 
used  liver  extract,  but  in  the  two  cases  in  which 
I have  used  it,  there  was  an  increase  of  the  diar- 
rhea and  the  use  of  it  was  discontinued. 

Dr.  J.  A.  Crawford  (Lake  Charles,  La.)  ; The 
essayist  in  this  paper,  and  Dr.  Naef  in  his  dis- 
cussion of  the  paper,  have  covered  the  subject  so 
well  that  there  is  little  left  for  me  to  say. 

I was  not  present  when  the  doctor  began  to 
read,  due  to  the  fact  that  I thought  that  we  were 
to  meet  on  the  second  floor  as  we  did  this  morn- 
ing, but  I did  get  to  hear  the  most  of  the  paper 
read. 

There  are  two  or  three  points  not  mentioned 
in  this  paper  that  I think  are  important  in  the 
diagnosis  of  celiac  disease:  first,  celiac  disease  is 
a very  rare  disease;  I doubt  very  much  if  the 
average  general  practitioner  will  see  a ' case  of 
celiac  disease  once  every  five  years,  and  certainly 
he  will  not  recognize  it;  second,  the  extreme 
offensiveness  of  the  celiac  stool;  of  course,  all 
stools  are  offensive,  but  one  who  has  examined 
the  celiac  stool  will  never  forget  the  extreme  mal 
odor;  it  is  very  offensive. 

There  is  some  evidence  to  lead  us  to  believe 
that  celiac  disease  is  somewhat  infectious,  well 


652 


Reviews 


babies  who  have  associated  with  celiac  cases  have 
developed  celiac  disease;  these  instances  are  rare, 
however,  and  further  investigations  will  have  to 
be  made  before  we  can  confirm  this  report. 
Koch’s  postulates  have  never  been  fulfilled  in  ex- 
perimental work  in  monkeys,  and  no  cases  have 
been  produced  experimentally. 

No  case  of  celiac  disease  has  developed  in  a 
breast-fed  baby  while  breast  fed;  practically  all 
cases  develop  during  the  second  years. 

The  three-phase  diet  as  emphasized  by  the 
essayist  is  very  proper  and  will  cure  all  cases  if 
carried  out  at  the  right  time. 


where  a diagnosis  of  celiac  disease  was  ultimately 
appendicitis — chronic  appendicitis. 

When  we  consider  the  symptoms  of  celiac  dis- 
ease as  a chronic  intestinal  indigestion,  it  is  quite 
confusing.  We  realize  that  this  entity  is  a chronic 
condition,  also  that  it  is  an  indigestion,  but  here- 
tofore, we  have  considered,  generally  speaking, 
chronic  intestinal  indigestion  due  to  carbohydrates, 
and  have  forgotten  the  possibility  of  chronic  ap- 
pendicitis. 

Dr.  Williams  (closing) : I do  not  believe  I have 
anything  further  to  add,  I am  sorry  I did  not 
get  through  with  my  case  reports. 


Dr.  J.  D.  Bloom  (New  Orleans)  : I appreciated 

the  paper  of  Dr.  Williams,  but  I feel  that  I may 
be  counted  amongst  those  of  you  who  have  in  the 
past  overlooked  some  of  these  so-called  celiac 
cases.  On  the  other  hand,  I am  not  convinced 
that  the  diagnosis  is  an  easy  one.  Only  recently 
I had  two  cases,  one  in  which  the  diagnosis  finally 
proved  to  be  aerophagia,  and  the  second  case. 


Chairman  Debuys:  You  may  utilize  this  time 

for  your  case  reports. 

(Dr.  Williams  read  case  reports.) 

“As  stated,  the  physical  condition  was  negative, 
except  for  the  marked  undersize  and  underweight 
of  the  child.”  I wish  to  thank  you  gentlemen 
who  entered  into  the  discussion  of  the  paper. 


REVIEWS 


SURGICAL  DISEASES  OF  BILIARY 
SYSTEM* 

EARL  GARSIDE,  M.  D.,** 

New  Orleans. 

PART  II. 

THE  BILE  DUCTS. 

Surgical  diseases  cf  the  bile  ducts  are 
most  frequently  obstructive  in  type.  Ex- 
cept for  injuries  and  congenital  anomalies, 
lesions  of  the  ducts  are  rarely  primary,  but 
usually  occur  as  sequelae  of  pre-existing 
pathological  conditions  in  the  liver,  gall- 
bladder, or  duodenum.  Jaundice  is  the 
most  constant  symptom.  Effects  of  the  re- 
tention of  pancreatic  secretion  may  be 
noted  if  the  distal  portion  of  the  common 
duct  or  ampulla  of  Vater  is  involved  (Balo 
and  Ballon"*®). 

Variations  from  the  normal  arrange- 
ment of  the  bile  ducts  have  been  mentioned 
under  “Anatomy.”  Congenital  obliteration 

♦Presented  before  the  Surgical  Faculty  of  Tu- 
lane  University,  November  19,  1928. 

♦♦From  the  Department  of  Surgery,  School  of 
Medicine,  Tulane  University. 


of  the  bile  ducts  is  an  anomaly  which  causes 
a very  serious  condition.  The  child  may  be 
jaundiced  at  birth  or  become  icteric  with- 
in the  first  few  days.  It  is  unusual  for 
jaundice  first  to  appear  after  several 
weeks.  The  liver  is  enlarged  as  may  be 
the  spleen  also.  Bleeding  from  the  stump 
of  the  umbilical  cord  is  a frequent  symp- 
tom. The  urine  is,  of  course,  bile-stained, 
and  the  stools  are  clay-colored.  In  making 
a differential  diagnosis  the  principal  condi- 
tions to  be  considered  are  congenital 
syphilis,  icterus  neonatorum,  and  Buhl’s 
disease.  The  history  and  the  Wassermann 
reaction  will  serve  to  distinguish  the 
former  condition,  and  the  presence  of  clay- 
colored  stools  will  rule  out  the  latter  dis- 
eases. 

Congenital  dilatation  of  the  bile  ducts  | 
causes  recurrent  attacks  of  jaundice,  pain 
in  the  right  hypochondrium,  and  a palpable 
cystic  mass  developing  during  childhood 
or  youth.  The  condition  is  usually  found 
unexpectedly  during  exploration  of  the  ab- 
domen. 

The  biliary  passages  are  subject  to  both 
open  and  subcutaneous  injuries.  Direct 
injuries  are  produced  by  penetrating 
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wounds,  but  certain  blows  produce  injury 
without  piercing  the  abdominal  wall.  The 
chief  dangers  from  such  wounds  are 
hemorrhage  and  bile-peritonitis.  Cour- 
voisier  collected  34  cases  of  sub-cutaneous 
injuries;  the  gall-bladder  was  most  often 
involved,  and  injury  of  the  common  duct 
was  second  in  frequency.  Long<^®>  recent- 
ly reviewed  injuries  of  this  type  and  re- 
ported a case  of  traumatic  rupture  of  the 
bile  ducts. 

Cholangitis,  or  inflammation  of  the  bile 
ducts,  occurs  in  three  forms;  (1)  acute 
catarrhal;  (2)  chronic  catarrhal;  and  (3) 
suppurative  and  ulcerative. 

Acute  catarrhal  cholangitis  has  little 
surgical  importance  except  for  its  recogni- 
tion as  the  case  of  mild  painless  jaundice. 
Eelief  of  the  catarrhal  condition  of  the 
duodenum — to  which  it  is  secondary — by 
appropriate  diet  and  mild  catharsis,  quick- 
ly resolves  the  disease  and  dispels  the  jaun- 
dice. 

Chronic  catarrhal  cholangitis  is  usu- 
ally attended  by  some  obstructive  lesion, 
as  a stricture  or  stone,  which  will  generally 
overshadow  the  co-existing  cholangitis.  If 
the  condition  is  not  relieved  by  conservative 
management,  surgical  intervention  may  be 
advisable,  especially  if  there  is  an  obstruc- 
tion which  can  be  removed  at  operation. 

Suppurative  and  ulcerative  cholangitis 
is  caused  when  biliary  stasis  is  accom- 
panied by  infection.  There  is  a diffuse 
purulent  involvement  of  the  larger  and 
smaller  ducts.  The  cause  of  the  obstruc- 
tion is  usually  a stone  which  often  is  im- 
pacted and  which  completely  blocks  the 
duct.  Other  causes  may  be  carcinoma, 

parasites,  and  cysts.  Counsellor  and  Mc- 
Indoe^'^  have  shown  by  the  celloidin  injec- 
tion and  corrosion  method  that  there  is 
always  a marked  dilatation  of  the  bile 
ducts.  The  biliary  passages  are  filled 

with  bile  stained  pus.  Multiple  abscesses 
in  the  liver  frequently  result.  The  liver 
enlarges  notably,  and  becomes  tender.  The 
gall-bladder  is  in  a state  of  acute  suppur- 
ative inflammation. 


The  symptoms  and  signs  are  those  of 
acute  infection  superimposed  on  the  usual 
manifestations  of  biliary  obstruction. 
There  is  anorexia,  malaise,  and  occasional 
paroxysms  of  pain.  Jaundice  is  constant- 
ly present.  There  are  severe  chills,  fever, 
nausea,  vomiting,  and  depression.  The 
pulse  is  rapid,  and  leukocytosis  is  marked. 

Treatment,  of  necessity,  is  surgical.  This 
disease  is  so  frequently  accompanied  by 
profound  sepsis  and  toxemia  that  the  sur- 
geon must  usually  employ  all  of  his  skill 
and  judgment  if  his  efforts  are  to  be  at- 
tended by  success.  If  the  condition  be 
recognized  early,  sepsis  and  jaundice  will 
not  formidably  dominate  the  clinical  pic- 
ture. These  occur  when  the  disease  has" 
progressed  to  a later  stage,  and  add  es- 
pecial emphasis  to  the  importance  of  pre- 
operative treatment.  The  principles  of 
treatment  outlined  under  jaundice  should 
be  observed  and  special  measures  taken  to 
support  the  patient  and  overcome  hepatic 
insufficiency.  Surgical  intervention  must 
be  restricted  to  the  accomplishment  of  the 
one  prime  requisite,  namely,  adequate 
drainage  of  the  biliary  system.  This  is 
best  accomplished  by  cholecystostomy  per- 
formed under  local  or  regional  anesthesia. 

Stones  in  the  common  duct  are  usually 
secondary  to  stones  in  the  gall-bladder.  The 
phenomenon  of  bile  pigment  and  cholestrin 
absorption  by  the  dilated  sacculi  of  the 
hepatic  duct  after  cholecystectomy  demon- 
strates the  ability  of  the  mucosa  of  this 
duct  to  assume  some  of  the  functions  ob- 
served in  the  gall-bladder,  and  may,  there- 
fore, account  for  some  of  the  stones  in  the 
hepatic  duct  and  the  common  duct. 

A gall-stone  may  start  to  pass  down  the 
cystic  or  common  duet  at  any  time.  In 
its  passage  it  is  gripped  by  the  muscular 
wall  of  the  duct,  and  the  spasmodic  con- 
traction gives  rise  to  an  attack  of  colic. 
The  commonest  site  for  the  stone  to  be 
thus  gripped  in  the  neck  of  the  gall-blad- 
der or  Hartmann’s  pouch.  The  calcu- 
lus, therefore,  will  not  enter  the  cystic 
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duct,  but  will  either  give  rise  to  acute 
cholecytitis,  hydrops,  and  empyema  or  float 
back  out  of  the  neck  of  the  gall-bladder  and 
give  no  symptoms,  at  least  for  a time. 
However,  smaller  stones  will  pass  through 
the  duct,  and  gradually  dilate  it,  as  has 
been  shown  by  Counseller  and  McIndoe,<^'^* 
until  this  large  stone  may  progress  into 
common  duct  along  with  many  other 
smaller  ones.  When  this  occurs,  there  will 
be  obstruction  to  the  flow  of  bile,  either 
partial  or  complete.  Jaundice,  of  course, 
will  follow,  the  degree  of  which  will  de- 
pend on  the  completeness  of  the  blockage 
of  the  duct.  After  the  primary  spasm 
relaxes,  bile  may  pass  the  stone,  and 
later,  as  the  ducts  dilate,  a still  freer 
passage  of  bile  is  allowed.  With  this  in- 
creased difficulty  in  delivering  bile  to  the 
duodenum,  there  is  a proportionate  in- 
crease of  pressure  in  the  duct  system.  The 
liver  becomes  enlarged  and  tender,  but  the 
gall-bladder,  as  a rule,  is  not  dilated;  on 
the  other  hand,  it  attempts  to  meet  the 
demands  of  higher  pressure  in  the  ducts 
by  increasing  its  contractile  power  by 
muscular  hypertrophy.  The  infection  at- 
tendant upon  stone  formation  and  biliary 
obstruction  leads  to  scar  formation  of  the 
gall-bladder,  so  that,  in  addition  to  the 
market  hypertrophy  of  the  walls,  there  is 
fibrosis  and  distortion.  If,  however,  the 
obstruction  be  complete,  as  in  carcinoma  of 
the  head  of  the  pancreas,  there  will  be  no 
thickening  of  the  gall-bladder  wall,  but 
rather  a thinning  of  the  wall,  allowing  in- 
creased distention.  Observation  of  these 
facts  gave  Courvoisier  the  basis  for  the 
law  that  bears  his  name. 

Symptoms  of  common  duct  stones  are 
typically  those  of  the  severe  colic  which 
attends  its  passage  down  the  duct  and  the 
jaundice  which  is  always  present  in  some 
degree.  (Discussed  also  under  “Jaundice.”) 

Treatment  consists  of  cholecystectomy 
and  removal  of  the  stones  from  the  duct, 
the  steps  in  the  accomplishment  of  which, 
however,  are  dependent  on  factors  re- 


ferred to  previously.  Care  should  be  ex- 
ercised to  make  certain  that  all  stones  are 
removed,  as  a high  percentage  of  secondary 
operations  are  necessary  to  remove  stones 
overlooked  at  the  primary  operation. 

Strictures  of  the  common  duct  may  be 
classified  in  three  groups;  (1)  Those  due 
to  obliterative  cholangitis;  (2)  those  asso- 
ciated with  biliary  fistula;  and  (3)  those  in 
which  operative  trauma  has  caused  com- 
plete obstruction  and  persistent  jaundice. 

In  cases  that  have  undoubtedly  had 
patent  common  ducts  for  months  after 
primary  operation  the  cause  of  stricture 
must  be  attributed  to  obliterative  cholan- 
gitis. In  many  cases  a review  of  the  pat- 
ent’s history  wil  convince  one  that  cholan- 
gitis existed  before  operation  and  that  sur- 
gery was  undertaken  on  the  basis  of  mis- 
taken diagnosis.  At  secondary  operation  a 
most  difficult  situation  is  encountered. 
There  is  often  a widespread  destruction  of 
the  ducts,  and  the  surgeon  will  be  fortu- 
nate to  find  a small  portion  of  the  hepatic 
duct  which  he  can  anastomose  to  the 
stomach  or  duodenum. 

Stricture  of  the  ducts  may  be  accom- 
panied by  biliary  fistula.  Biliary  fistulae 
arise  spontaneously  and  as  a result  of  in- 
jury. Those  arising  spontaneously  are  due 
to  inflammatory  or  malignant  ulceration, 
which  establishes  an  abnormal  passage  be- 
tween the  biliary  tract  and  some  other 
organ  or  externally  through  the  abdominal 
wall.  Such  fistulae  generally  indicate  that 
there  is  obstruction  of  the  common  duct. 
External  fistula  is  the  most  commonly 
recognized  form  and  it  generally  leads 
from  the  gall-bladder  rather  than  from 
the  ducts.  Long  continued  postoperative 
drainage  is  a common  cause  in  that,  in 
addition  to  making  stricture  of  the  ducts 
more  probable,  it  produces  a tract  which 
may  become  a permanent  fistula.  Internal 
fistulae  are  most  frequently  established 
with  the  duodenum  and  more  rarely  there 
occurs  cholecysto-colic  fistulae  or  broncho- 
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biliary  fistulae.  The  cases  of  stricture  of 
the  ducts  with  biliary  fistula  are  more 
favorable  for  operation,  as  there  is  no 
jaundice  and  no  biliary  cirrhosis.  The  in- 
ternal biliary  fistulae  may  not  require 
surgical  treatment,  and  when  such  treat- 
ment is  indicated  operation  generally  is  not 
as  technically  difficult  as  in  the  cases  of 
external  fistula  with  stricture  of  the  ducts. 
In  external  fistula  Murphy  recommended 
the  use  of  the  fistulous  tract  as  a duct  to 
anastomose  to  the  duodenum.  This  should 
not  be  done,  as  contraction  is  liable  to 
occur.  It  is  better  to  anastomose  the  rem- 
nant of  the  injured  duct  directly  to  the  duo- 
denum. 

In  the  third  group — ^that  of  stricture 
with  immediate  and  complete  obstruction — 
we  experience  the  most  difficulty  both  in 
preparing  the  patient  for  surgery  and  in 
the  technic  of  the  operation.  The  pre- 
operative preparation  of  the  jaundiced 
patient  has  been  discussed  previously.  The 
technic  of  the  operation  has  been  amplified 
and  modified  by  many  surgeons.  Perhaps 
the  best  method  is  to  anastomose  the  stump 
of  the  duct  to  the  duodenum.  McArthur,*^^) 
Walton, Moynihan,<3®)  and  Mayo<^®> 
have  recommended  this  technic  with 
various  personal  modifications. 

Carcinoma  of  the  bile  ducts  is  less 
common  than  of  the  gall-bladder.  Its  most 
common  site  of  occurrence  is  at  the  junc- 
tion of  the  cystic,  hepatic,  and  common 
ducts.  This  location  of  the  growth  favors 
early  mechanical  obstruction.  Hence,  such 
a neoplasm  is  of  definite  surgical  interest. 
In  structure  carcinomata  of  the  bile  ducts 
present  the  same  types  as  in  the  gall- 
bladder. 

Carcinomata  of  the  ampulla  of  Vater  are 
small,  columnar-cell  adenocarcinomata,  and 
are  important  chiefly  because  of  the  van- 
tage point  at  which  they  are  located. 

THE  GALL-BLADDER 

Diseases  of  the  gall-bladder  are  especially 
amenable  to  surgery.  Regardless  of  the 
fact  that  the  gall-bladder  undoubtedly  has 


important  physiological  functions,  it  can 
be  removed  and  no  apparent  abnormal  re- 
action will  result.  However,  the  gall-blad- 
der, in  common  with  other  organs  that  are 
readily  dispensible,  has  little  reserve,  and 
is,  therefore,  quickly  affected  by  abnormal 
systemic  changes.  The  surgeon  must  treat 
the  diseased  gall-bladder  more  frequently 
than  any  other  organ  of  the  biliary  system. 
Indeed  cholecystic  disease  is  one  of  the 
most  common  indications  for  an  abdominal 
operation.  Judd<^®>  believes  that  not  only 
is  gall-bladder  disease  recognized  more 
often  than  it  was  formerly,  but  that  it 
now  occurs  more  frequently.  Mentzer<^i> 
reports  that  5 per  cent  of  50,000  new 
cases  admitted  to  the  Mayo  Clinic  com- 
plained of  gall-bladder  trouble,  and  that 
9 per  cent  more  had  gross  or  microscopic 
evidence  of  cholecystic  pathology. 

Cholecystitis  is  due  to  infection  of 
the  gall-bladder.  Although  acknowledging 
infection  to  be  the  exciting  cause,  me- 
chanical, chemical,  metabolic,  and  nervous 
factors  are  predisposing  conditions  which 
should  not  be  disregarded.  Biliary  stasis 
in  the  gall-bladder  may  be  produced  me- 
chanically by  pressure  of  adjacent  organs, 
the  dependent  position  of  the  fundus,  or 
an  abnormal  course  of  the  bile  ducts. 
Mann* ^2)  hace  emphasized  the  importance 
of  chemical  factors  and  has  experimental- 
ly produced  cholecystitis  in  dogs  by  the 
intravenous  injection  of  Dakin’s  solu- 
tion. Our  understanding  of  cholesterol 
metabolism  is  inadequate.  However,  it 
seems  certain  that  cholecystitis  and  es- 
pecially “cholesterosis”  of  the  gall-bladder 
bears  a most  important  relationship  to 
cholesterol  metabolism.  Experimental  work 
by  Mann  and  Giordano  *®^>  shows  that 
sympathetic  stimulation  may  cause  a spasm 
of  the  common  duct  sphincter  analagous  to 
pylorospasm  which  will  give  rise  to  biliary 
stasis. 

Cholelithiasis  may  or  may  not  be  asso- 
ciated with  inflammation  of  the  gall- 
bladder. If  calculi  be  present  they  are 
incidental,  the  cholecystitis  being  the  essen- 
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tial  condition.  The  passage  of  gall-stones 
through  the  bile  ducts  gives  characteristic 
symptoms  but  otherwise  cholelithiasis  pre- 
sents the  same  clinical  picture  as  chole- 
cystitis. 

Primary  infection  of  the  gall-bladder  is 
rare  and  is  considered  to  occur  after  an 
asceptically  formed  cholesterin  stone  ob- 
structs the  cystic  duct  or  initiates  inflam- 
matory changes  by  friction  against  the 
gall-bladder  walls. 

Secondary  infection  is  far  more  frequent. 
The  paths  by  which  infection  may  reach 
the  gall-bladder  are  many. 

(1)  Infection  through  the  blood  stream : 

a.  Through  arterial  blood  in  gen- 
eral septicemia. 

b.  Through  venous  blood  only  by 
process  of  thrombophlebitis. 

Koch<°^>  and  Chiarolanza<^5>  demon- 
strated clumps  of  bacilli  forming  capillary 
emboli  in  the  gall-bladder  wall  in  cases  of 
typhoid  cholecystitis.  Rosenow^^s)  has 
especially  emphasized  the  hematogenous 
origin  of  gall-bladder  infection.  Organ- 
isms, chiefly  streptococci,  isolated  from  the 
center  of  gall-stones,  the  gall-bladder,  and 
the  cystic  lymph  glands  of  patients  treated 
by  cholecystectomy  exhibited  an  elective 
affinity  when  injected  intravenously  into 
animals,  and  produced  lesions  of  the  gall- 
bladder and  bile  ducts.  Wilkie pro- 
duced intramural  changes  in  the  gall- 
bladder wall  identical  with  those  seen  in 
cholecystitis,  by  intravenous  injections  of 
streptococci  from  the  cystic  lymph  gland 
after  the  method  of  Rosenow.  Mann^®^) 
produced  cholecystitis  in  experimental  ani- 
mals by  the  intravenous  injection  of 
Dakin’s  solution  and  showed  that  the  blood 
stream  serves  as  a route  to  the  gall-blad- 
der for  toxic  substances  and  chemical 
irritants. 

(2)  Infection  by  the  lymphatic  route 
depends  upon  the  following  series 
of  events : 


Hepatitis — Infection  of  intra-he- 
patitc  lymphatics — extension  of  in- 
fection to  the  freely-anastomosing 
surface  lymphatics  of  the  liver — 
involve  ment  of  communciating 
lymph  vessels  in  the  outer  wall  of 
the  gall-bladder. 

If  this  be  the  sequence,  the  occurrence  of 
hepatitis  should  be  frequent.  Graham 
was  the  first  to  suggest  the  invariable  ex- 
istence of  hepatitis  in  cases  of  gall-blad- 
der disease.  Small  pieces  of  liver  which 
he  removed  at  operation  for  cholecystitis 
showed  microscopic  evidence  of  hepatitis 
in  every  case.  Cholecystitis  is  frequently 
associated  with  inflammatory  lesions  of  the 
appendix  and  other  organs  drained  by  the 
portal  system.  If  the  cholecystitis  is  caused 
by  hematogenous  infection,  the  organisms 
from  the  appendix  must  reach  the  gall- 
bladder through  the  hepatic  artery  after 
having  traveled  through  the  entire  sys- 
temic circulation.  Therefore,  the  infection 
might  involve  other  organs  as  readily  as 
the  gall-bladder.  Bile,  infected  with 
organisms  from  the  portal  blood,  can 
cause  cholecystitis  only  by  contact  infection. 
Such  probably  occurs  very  infrequently. 
Infection  reaching  the  liver  with  the  portal 
blood  can,  however,  readily  reach  the  gall- 
bladder by  way  of  the  intimate  lymphatic 
connections  through  the  attachment  of  the 
gall-bladder  to  the  liver.  Sudler*®®)  called 
attention  to  this  deflnite  lymphatic  connec- 
tion. Graham  and  his  co-workers*®®^  have 
confirmed  his  idea  and  have  concluded  from 
their  researches  that  infection  most  fre- 
quently reaches  the  wall  of  the  gall-bladder 
by  this  “hepatolymphatic”  route.  The  ob- 
servation is  now  generally  accepted,'  and 
has  been  especially  expounded  by  Heyd,*®^> 
Martin, Moynihan,*®**  and  others.  The 
reverse  of  this  process  has  been  mentioned 
by  many  writers,  and  constitutes  a “vicious 
cycle”  which  may  cause  hepatitis  to  follow 
cholecystitis.  Further  evidence  of  invasion 
by  the  lymphatic  route  is  the  presence  of 
bacteria  in  the  serosa  more  frequently  than 
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in  the  mucosa  and  bile.  Wilkie<^'^>  found 
the  bile  sterile  in  the  majority  of  cases  of 
chronic  cholecystitis,  whereas  the  other 
coats  of  the  gall-bladder  showed  strepto- 
cocci in  86  per  cent  of  cases.  C.  H.  Mayo 
has  also  called  attention  to  the  significance 
of  involvement  of  the  cystic  lymph  nodes 
as  an  index  of  cholecystic  disease. 

(3)  Infection  through  the  bile  stream 
may  reach  the  gall-bladder  either  by  the 
descent  of  organisms  from  the  liver  or' 
their  ascent  from  the  duodenum.  That  re- 
trograde infection  from  the  intestine  does 
occur  seems  rather  definite  since  foreign 
bodies  are  found  in  the  gall-bladder  which 
in  the  absence  of  a duodenal  fistula  could 
reach  the  lumen  of  the  gall-bladder  in  no 
other  way.  The  duodenum  may  be  especially 
rich  in  bacteria  in  cases  of  hypochlorhydia 
and  achlorihydria  as  has  been  shown  by 
Moynihan.<®!>  That  pathogenic  micro-or- 
ganisms and  spores  of  molds  are  excreted 
in  the  bile  has  been  demonstrated  by  the 
experimental  work  of  Nichols. The 
sequence  of  events  in  this  route  are : infec- 
tion of  the  liver  cell — hepatitis — destruc- 
tion of  parenchyma — infection  of  bile — 
contact  infection  of  the  gall-bladder  mu- 
cosa. Graham  and  Peterman^®®'  were 
unable  to  produce  cholecystitis  by  injecting 
large  amounts  of  colon  bacilli  into  the  gall- 
bladder unless  obstruction  of  the  cystic 
duct  or  ligation  of  the  blood  supply  was 
produced  concomitantly.  The  mere  pres- 
ence of  bacteria  within  the  lumen  of  the 
gall-bladder  should  probably  be  regarded 
as  of  no  more  significance  in  producing 
cholecystitis  than  the  presence  of  bacteria 
in  the  urine  in  the  production  of  an  in- 
flammation of  the  urinary  bladder. 

(4)  Infection  by  direct  extension  may 
reach  the  gall-bladder  from  any  viscus  to 
which  it  adheres,  as  the  inflamed  area  of 
the  stomach  or  duodenum  in  peptic  ulcer. 

PATHOGENESIS  OF  GALL-STONES. 

The  conclusion  has  been  reached  that 
three  factors  are  of  importance  in  causa- 
tion of  gall-bladder  calculi:  (1)  In- 

fection; (2)  stasis  of  bile ; (3)  high  choles- 


terin  content  of  the  blood.  Of  these  three 
factors  infection  is  probably  by  far  the 
most  important.  Moynihan  says,  “Every 
gall-stone  is  a tombstone  erected  to  the 
memory  of  the  organisms  dead  within  it; 
but  sometimes  the  organisms  are  buried 
alive.”  This  brilliant  epigram  is  entirely 
true  as  regards  multiple  stones.  The  most 
frequent  agent  of  infection  occurring  with 
cholelithiasis  is  the  Bacillus  coli ; strepto- 
cocci are  frequently  found,  occasionally 
the  Bacillus  typhosus.  These  organisms 
have  been  found  in  nuclei  of  stones  as  late 
as  35  years  after  infection.  However,  more 
important  than  the  occasional  finding  of 
bacteria  entrapped  in  stones  is  their  rather 
consistent  isolation  from  the  wall  of  the 
gall-bladder  in  cases  of  gall-stone  disease. 
The  Bacillus  coli  has  been  found  in  approx- 
imately 46  per  cent  of  cases.  Normally 
bile  is  sterile.  However,  bacteria  readily 
gain  entrance  to  the  biliary  tract  by  way 
of  the  liver,  blood  vessels,  and  lymphatics, 
and  perhaps  from  the  duodenum  by  way  of 
the  common  duct.  If  the  common  duct  is 
obstructed  the  bile  becomes  infected  in  a 
short  time.  It  would  appear,  therefore, 
that  stasis  is  an  important  factor  especially 
in  the  presence  of  infection.  As  regards 
the  importance  of  the  third  factor,  the  role 
of  cholesterol,  Moynihan<®^>  is  of  the  opin- 
ion that  mild  inflammation  in  its  early 
stage  stimulates  the  activities  of  the  gall- 
bladder and,  due  to  the  lymphatic  engorge- 
ment, the  mucosa  becomes  more  absorptive. 
After  the  inflammatory  process  progresses 
the  lymphatics  become  blocked,  and  since 
the  mucosal  absorptive  activity  continues, 
deposits  of  cholesterol  occur  on  the  mucosa. 
This  condition  is  known  as  “cholesterosis” 
and  may  extensively  involve  the  gall- 
bladder mucosa.  A villus  filled  with  choles- 
terol easily  separates  and  becomes  a nucleus 
for  the  rapid  deposit  of  the  cholesterol 
crystals,  which  soon  envelop  it  to  form  a 
cholesterol  gall-stone.  Many  such  stones 
may  be  formed  simultaneously. 

Occasionally,  however,  we  find,  not  many 
stones,  but  only  one.  A solitary  stone  is 
composed  of  pure  cholesterin ; it  is  not 
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caused  by  infection,  though  it  may  give  rise 
to  infection  by  becoming  impacted  once  or 
oftener  in  the  cystic  duct.  The  cholesterin 
stone  is  referred  to  as  the  solitary  “mul- 
berry” stone  in  contradistinction  to  mul- 
tiple, “faceted”,  gall-stones.  The  cho- 
lesterin stone  is  irregular  and  v^^arty  on 
the  surface,  like  beeswax  in  appearance, 
almost  translucent,  and  on  section  shows 
a characteristic  appearance  of  spokes 
radiating  from  the  center.  It  is  the  result 
of  hypercholesterolemia,  a condition  often 
present  during  pregnancy.  Furthermore, 
it  has  been  shown  that  during  menstruation 
the  cholesterol  content  of  the  blood  is  high, 
and  that  during  pregnancy  there  is  a 
gradual  increase,  until  it  is  approximately 
double  normal  in  the  ninth  month.  These 
observations  help  to  explain  the  frequency 
of  gall-stones  in  women  and  especially  in 
women  who  have  been  pregnant. 

Pathology.  The  condition  of  the  gall- 
bladder expectedly  will  vary  with  the 
nature  of  the  inflammation.  Such  involve- 
ment may  be  acute,  and  if  so,  is  usually 
suppurative  in  character ; or  the  inflamma- 
tion may  be  chronic,  and  if  chronic,  it  may 
or  may  not  be  preceded  by  an  acute  attack. 
Cholecystitis  is  frequently  associated  with 
gall-stones,  but  may  occur  without  them. 
The  longer  the  condition  has  lasted  the 
more  likely  is  it  to  be  complicated  by 
calculi. 

Acute  cholecystitis,  according  to  Gra- 
ham,is  found  in  only  7.6  percent  of  all 
gall-bladder  diseases.  It  may  not  pass  be- 
yond the  catarrhal  stage,  or  it  may 
develop  into  acute  suppuration.  In  the 
former  there  is  little  to  be  seen  by  the 
naked  eye  except  congestion  of  the  organ. 
In  the  latter  the  gall-bladder  is  frankly 
inflamed.  It  is  particularly  likely  to  be 
distended  with  pus,  if  the  outlet  is  ob- 
structed. The  contents  of  the  inflamed 
gall-bladder  consist  of  clear  or  bile-stained 
mucus  or  muco-purulent  bilious  material, 
which  may  sometimes  contain  much  cholest- 
erin in  suspension  or  may  be  accompanied 
by  gall-stones.  The  mucosa  is  of  a bright 


red  color.  The  peritoneal  surface  may  be 
covered  with  an  inflammatory  exudate,  and 
there  may  be  adhesions  to  surrounding 
structures.  The  liver  is  often  enlarged  and 
its  edge  rounded.  The  cystic  lymphatic 
gland  (“sentinel  gland”  of  Lund)  is  en- 
larged, as  may  be  the  glands  along  the  com- 
mon duct  also.  Microscopically  the  thick- 
ened and  congested  wall  is  seen  to  be  in- 
filtrated with  polymorphonuclear  leuko- 
. cytes.  Areas  of  hemorrhage  are  frequent, 
and  much  of  the  surface  epithelium  may  be 
desquamated. 

The  inflamed  and  distended  gall-bladder 
may  rupture  into  the  abdominal  cavity  or 
into  a loop  of  bowel  to  which  it  may  have 
become  adherent. 

Chronic  cholecystitis  may  be  the  result 
of  acute  inflammation,  or  it  may  come  on 
gradually  and  insiduously.  One  of  the 
early  changes  is  a loss  of  the  normal  bluish 
lustre.  The  surface  becomes  dimmed^ 
whitish  and  opaque,  and  the  wall  feels 
appreciably  thickened.  The  liver  overly- 
ing the  gall-bladder  is  gray,  firm,  and  con- 
tracted. Usually  a subcapsular  fibrosis  is 
evidenced  by  radiating  striations  of  white 
scar  tissue.  Moynihan<®^>  calls  attention  to 
deposits  of  fat  beneath  the  gall-bladder 
serosa.  There  are  often  pericholecystic  ad- 
hesions to  the  omentum,  duodenum,  or 
colon. 

Upon  opening  the  gall-bladder  the  mu- 
cosa may  be  found  to  be  edematous  and 
swollen,  deep  red  or  purple  in  color.  The 
villi  may  be  thick  and  congested,  or  they 
may  have  disappeared  entirely,  leaving  a 
surface  covered  by  flat  epithelium  or  by 
hyaline  fibrous  tissue.  A characteristic 
feature  of  chronic  cholecystitis  is  muscular 
hypertrophy,  which  is  especially  notable 
when  stones  are  present.  The  muscle  bun- 
dles enlarge,  and  may  make  up  almost  the 
entire  thickness  of  the  walls.  The  bundles 
may  be  separated  by  edema  and  round  cell 
infiltration,  leaving  deep  crypts  and  giving 
a “honey-comb”  appearance.  The  thick- 
ening of  the  wall  may  be  extreme  in  de- 
gree, and  the  cavity  is  often  much  con- 
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tracted.  When  the  scar  tissue  involves  the 
cystic  duct  the  resulting  obstruction  gives 
rise  to  great  dilatation  of  the  gall-bladder. 
Owing  to  the  obstruction  of  the  cystic  duct 
by  the  scar  (or  by  a stone  embedded  in  the 
mucosa)  no  bile  can  enter.  Mucous  secre- 
tion continues  from  the  gall-bladder  mu- 
cosa and  fills  the  cavity  with  clear,  color- 
less, watery  fluid.  The  condition  is  known 
as  hydrops  of  the  gall-bladder.  If  a pyo- 
genic infection  is  superimposed,  the  cavity 
becomes  filled  with  pus,  and  empyema 
of  the  gall-bladder  exists.  This  same  se- 
quence of  events  may,  of  course,  occur  in 
acute  cholecystitis  if  the  factors,  infection 
and  obstruction,  occur  concomitantly  and 
in  proper  ratio.  If  infection  be  marked 
and  obstruction  slight,  the  bladder  will  be 
contracted  and  thick-walled,  but  if  the  ob- 
struction is  marked  and  infection  slight, 
the  bladder  will  be  dilated  and  thin-walled. 

The  “strawberry  gall-bladder”  was  first 
described  in  1909  by  Moynihan,<64)  and  the 
very  appropriate  name  was  given  to  the 
condition  later  (1910)  by  MacCarty.*®^*  It 
is  now  generally  referred  to  as  “choles- 
terosis.”  The  reddened  mucosa  is  studded 
with  tiny  sulphur-yellow  specks.  The  fra- 
gile folds  of  mucosa  are  completely  altered 
in  appearance,  being  loaded  down  with 
dense  yellow  opaque  masses,  which  may  be 
confied  to  the  summit  of  the  ridges  or  may 
be  traced  down  into  the  depth  of  the  re- 
cesses. In  severe  involvement  it  may  be 
widespread,  but  occurs  only  in  patches  in 
the  milder  cases.  This  yellow  substance 
can  be  lifted  off  in  long  strings  by  means 
of  a needle.  Chemically  it  is  a lipiod 
material,  an  ester  of  cholesterol.  The  sig- 
nificance of  this  lipiod  substance  is  not 
known,  but  probably  it  has  some  relation 
to  the  metabolism  of  fat  and  cholesterol. 
At  any  rate,  it  never  occurs  in  the  normal 
gall-bladder,  and  is  frequently  associated 
with  calculi. 

SIGNS  AND  SYMPTOMS. 

The  most  classical  record  of  symptoms  is 
given  by  Moynihan(®®>  as  his  “inaugural 
symptoms.”  These  are  as  follows:  “Flat- 


ulence and  fulness  after  meals,  amounting 
sometimes  to  so  great  distress  that  a 
woman  takes  off  her  corsets  or  loosens 
them;  great  epigastric  discomfort  which 
may  involve  the  right  side  also  or  pierce 
through  to  the  back ; early  satiety  during  a 
meal,  a feeling  that  when  a small  meal  is 
taken  the  stomach  is  overfull ; a sudden  un- 
accountable sensation  of  intolerable  nau- 
sea, described  very  often  as  ‘seasickness,’ 
sometimes  accompanied  by  faintness  and 
often  shuddering,  often  coming  on  with 
great  regularity ; acidity  and  ‘water-brash.’ 
None  of  these  symptoms  is  severe  and 
none  striking.  It  is  in  association  and  per- 
sistence rather  than  in  individual  charac- 
ter that  their  importance  lies.  Now  and 
again  in  such  patients  a more  acute  dis- 
turbance of  health  is  noticed;  pain  and 
distress  in  the  upper  part  of  the  abdomen 
are  associated  with  local  tenderness  and 
with  swelling  of  the  liver.”  Lrocal  ten- 
derness over  the  gall-bladder  is  a constant 
feature.  When  the  inflammation  has  spread 
to  the  parts  around  the  gall-bladder  there 
is  usually  rigidity  of  the  right  upper 
quadrant  of  the  abdomen. 

The  pain  of  cholecystitis  varies  accord- 
ing to  whether  or  not  there  is  a stone  at- 
tempting to  pass  along  the  cystic  duct. 
When  there  is  no  stone  the  pain  is  gener- 
ally localized  to  the  region  of  the  gall- 
bladder. If  there  is  contiguous  peritonitis 
sufficient  to  cause  irritation  of  the  dia- 
phragm, pain  may  be  referred  to  the  right 
shoulder,  by  way  of  the  phrenic  nerve,  and 
be  felt  in  the  region  of  the  distribution  of 
the  fourth  cervical  nerve.  The  pain  may 
be  diffused  over  the  right  hypochondriac 
region,  or,  if  the  liver  and  gall-bladder  are 
much  enlarged  downward,  the  pain  may 
extend  down  almost  the  iliac  fossa. 

When  there  is  a stone  in  the  neck  of  the 
gall-bladder  or  in  the  cystic  duct,  the  pain 
radiates  also  to  the  area  beneath  the  inferior 
angle  of  the  right  scapula.  This  corre- 
sponds with  the  level  of  distribution  of  the 
eighth  dorsal  segment  from  which  the  gall- 
bladder derives  its  main  sensory  nerve  sup- 
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ply.  In  uncomplicated  cases  pain  is  not 
felt  in  the  right  acrominal  or  clavicular 
regions.  True  qualitative  food  distress  is 
complained  of  by  one-half  of  the  patients 
(Judd  and  Mentzer)  Intolerance  is 

generally  noted  for  food  fried  in  fat  and 
other  foods  rich  in  neutral  fats  of  a high 
melting  point.  Held  and  Gross call  at- 
tention to  Macleod’s  observation  that  these 
patients  best  tolerate  such  fats  as  cream, 
butter,  and  yolks  of  eggs.  Jaundice  is  not 
necessarily  a part  of  the  picture  but  may 
be  present  in  about  one-sixth  of  the  cases. 
A history  of  jaundice  occurring  after  at- 
tacks of  acute  abdominal  pain  would  sug- 
gest the  previous  passing  of  a gall-stone. 

Cholecystitis  is  most  commonly  mistaken 
for  appendicitis  or  an  inflamed  duodenal 
ulcer.  The  former  should  be  distinguished 
by  consideration  of  the  history,  the  site  of 
pain,  and  point  of  localized  tenderness.  It 
must  not  be  forgotten,  however,  that  fre- 
quently appendicitis  and  cholecystitis  occur 
simultaneously.  In  duodenal  ulcer  a care- 
ful history  is  of  primary  importance  and 
may  be  the  chief  factor  in  making  a differ- 
ential diagnosis. 

The  uncertainty  which  may  be  attached 
to  the  clinical  history  is  relieved  or  re- 
moved by  the  Graharn-Cole  method  of 
cholecystography.  The  value  of  this  method 
does  not  attach  itself  so  much  to  the 
diagnosis  of  gall-stones  in  which  condition 
the  proportion  of  error  is  always  small,  but 
to  the  study  of  the  gall-bladder’s  normal 
physiology,  whereby  one  may  observe  the 
cycle  of  filling,  concentration,  and  empty- 
ing, and  arrive  at  conclusions  as  to  the 
degree  of  pathological  changes  in  the  gall- 
bladder. The  negative  evidence  may  prove 
of  as  much  value  as  the  positive. 

Of  equal  importance  as  the  clinical  diag- 
nosis of  cholecystitis  is  the  establishment 
of  a pathological  diagnosis  of  cholecystitis 
at  operation.  With  the  present  tendency 
to  operate  upon  cases  of  cholecystitis  at 
a much  earlier  stage  than  formerly,  the 
recognition  of  the  early  pathological 
changes  has  become  of  increasing  impor- 


tance. Upon  opening  the  abdomen  in  cases 
of  chronic  cholecystitis  the  surgeon  may  be 
surprised  by  the  appearance  of  the  gall- 
bladder. As  has  been  mentioned,  early 
changes  are  noted  by  a loss  of  the  usual 
lustre  and  blush  color,  slight  thicken- 
ing of  the  walls,  a few  adhersions,  and 
some  enlargement  of  the  lymph  nodes 
along  the  cystic  and  common  ducts. 
Judd*"^®*  and  Moynihan^®i)  feel  that  their 
experience  has  shown  that,  although  the 
gall-bladder  may  approach  normality  in 
appearance,  if  a definite  reliable  clinical 
history  has  made  a verdict  against  the 
gall-bladder,  it  should  be  removed. 

Treatment:  That  the  diseased  gall-blad 
should  be  subjected  to  surgery  seems  to  be 
generally  accepted,  and,  too,  the  major 
issues  of  the  operation  have  been  standard- 
ized. Concerning  the  treatment  of  acute 
cholecystitis,  the  former  controversy  as  to 
the  type  of  operation  and  as  to  the  time  it 
should  be  undertaken  has  now  been  rather 
generally  settled,  at  least,  in  American 
clinics.  Unless  there  is  evidence  of  a rapid- 
ly progressing  and  severe  gall-bladder  in- 
fection, it  is  imperative  to  observe  the  pati- 
ent for  a few  hours  or  even  several  days  be- 
fore resorting  to  surgery.  In  the  acutely 
inflamed  gall-bladder,  infection  becomes 
localized  more  completely  and  more  fre- 
quently than  it  does  in  an  acutely  inflamed 
appendix.  In  fact,  in  this  respect  the  gall- 
bladder resembles  the  Fallopian  tubes.  If 
the  process  gives  evidence  of  localizing,  one 
should  use  conservative  measures  for  a 
time.  These  are  absolute  rest  in  bed,  only 
hot  water  by  mouth,  no  catharsis,  heat  to 
upper  right  abdomen,  gastric  lavage,  and 
possibly  enemata.  The  patient  should  be 
supported,  and  dehydration  should  be  pre- 
vented by  administration  of  glucose  and 
saline  solution  by  proctoclysis,  hypodermo- 
clysis,  or  intravenous  infusion.  If  the  pro- 
cess shows  a tendency  to  localize  within 
twelve  hours,  it  will  usually  remain  local- 
ized and  the  attack  will  subside.  If  the 
process  shows  no  tendency  to  localize 
within  a few  hours,  it  is  much  wiser  to 
operate  with  the  intention  of  merely 


Reviews 


661 


draining  the  gall-bladder.  Attempts  to  ex- 
pose or  clamp  the  cystic  duct  will  only  add 
trauma  to  the  already  present  infection, 
and  post-operative  stenosis  of  the  ducts 
may  be  expected. 

The  discussion  as  to  the  relative  merits 
of  cholecystostomy  and  cholecystectomy 
has  now  lost  much  of  its  relevance  and 
value.  It  is  now  rare  for  surgeons  to 
drain  the  gall-bladder.  Judd  and  Mentzer<®®> 
report  one  cholescystostomy  in  one  thou- 
sand gall-bladder  operations.  W.  J.  Mayo^'^^> 
reports  that  for  the  entire  Mayo  Clinic  the 
percentage  of  cholecystostomies  is  a little 
less  than  10  per  cent.  Moynihan^^o)  re- 
serves drainage  of  '^the  gall-bladder  for 
(1)  cases  in  which  local  difficulties  are 
present,  in  patients  who  are  unable  to  stand 
a long  operation  and,  by  virtue  of  poor 
general  health,  it  is  prudent  to  curtail  the 
operation;  (2)  cases  in  which  so  severe  an 
infection  is  present  that  the  patient  is 
gravely  ill  and  the  least  interference,  com- 
patible with  the  saving  of  his  life,  must  be* 
undertaken;  (3)  as  one  step  of  operation  in 
extremely  jaundiced  patients  with  stones 
in  the  common  duct. 

As  in  all  operations,  the  skill  of  the  sur- 
geon must  be  taken  into  consideration.  Of 
course  only  an  experienced  surgeon  should 
assume  the  responsibility  of  gall-bladder 
operations.  However,  operators  of  less 
experience,  whose  technic  is  not  developed 
to  such  a finesse  may  attempt  to  perform 
abdominal  operations  in  general  and  gall- 
bladder operations  in  particular.  Chole- 
cystostomy will  give  a lower  mortality  than 
cholecystectomy,  especially  in  the  hands  of 
the  less  experienced.  With  special  refer- 
ence, therefore,  to  jaundiced  or  toxic  and 
debilitated  patients  it  must  be  emphasized 
that  surgical  intervention  must  be  reduced 
to  a minimum.  The  mortality  of  cholecys- 
tectomy in  the  presence  of  common  duct 
stones  and  jaundice  is  tremendous.  When 
biliary  drainage  has  been  established  suffi- 
ciently long  for  the  jaundice  to  disappear, 
the  patient  will  be  a much  better  operative 


risk  for  the  next  stage — the  removal  of 
the  obstruction  in  the  common  duct. 

Cholecystectomy  is  best  done  through 
a high  incision  in  the  right  upper  quadrant, 
the  particular  incision  which  gives  the 
most  adequate  exposure  being  the  one  of 
choice.  There  seems  to  be  no  question  that 
it  is  better  and  safer  to  remove  the  gall- 
bladder by  beginning  at  the  cystic  duct. 
There  may  be  an  occasional  exceptional 
case  better  removed  by  beginning  at  the 
fundus.  The  cystic  duct  must  be  carefully 
ligated  and  of  course  there  should  be  no 
spilling  of  bile.  The  surgeon  will  do  well 
to  respect  the  very  irritant  action  of  bile 
upon  the  peritoneum.  Bile-peritonitis  is  a 
dangerous,  yet  preventable,  post-operative 
complication.  It  was  formerly  customary 
to  place  an  abdominal  drain  in  all  cases  of 
cholecystectomy.  Richter''^'^*  and  Buch- 
binder,*'^®)  as  well  as  numerous  others  ad- 
vocated the  closure  of  the  abdomen  with- 
out drainage.  Buchbinder*'^®^  has  called  at- 
tention to  the  harm  from  unnecessary 
drainage.  In  experimental  animals  he 
found  that  drains  predisposed  to  extensive 
adhesions,  and  feels  that  the  peritoneal  re- 
action about  a drain  is  responsible  for  the 
post-operative  pain  and  nausea  of  which 
these  patients  complain.  The  incidence  of 
post-operative  hernia  is  reduced  to  a min- 
imum by  closure  of  the  abdomen  without 
drainage.  Judd<®®’  is  convinced  that  in  the 
clean  case  in  which  the  cystic  duct  is  ac- 
curately tied  and  the  oozing  absolutely 
controlled  the  omission  of  the  drain  is  a 
safer  and  better  procedure.  Although  some 
do  not  favor  this  method,  it  has  an  increas- 
ing number  of  advocates. 

NEOPLASMS  OF  THE  GALL-BLADDER. 

Tumor's  of  the  gall-bladder  are  very 
rarely  benign,  whereas  malignant  tumors, 
especially  carcinomata  are  peculiarly  liable 
to  involve  the  gall-bladder. 

Carcinoma  of  the  gall-bladder  forms  five 
to  six  percent  of  all  carcinomata  (Graham, 
et  A remarkable  etiological  rela- 

tionship to  cholelithiasis  is  one  of  the  most 
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interesting  features  of  this  disease.  Gall- 
stones were  present  in  69  percent  of  Mus- 
ser’s<l^>  hundred  cases,  in  95  percent  of 
Couvoisier’s<'^®>  103  cases,  and  in  90  per- 
cent of  Mayo  Clinic’s**®'  10,126  cases.  Rolle- 
ston  considers  that  from  4 per  cent  to 
18  per  cent  of  all  cases  of  cholelithiasis  will 
develop  carcinoma.  This  condition  usually 
occurs  after  forty  years  of  age  and  affects 
women  four  to  five  times  oftener  than  men. 
Mechanical  irritation  of  calculi,  the  relation 
and  the  digestive  or  irritative  action  of  bile 
seem  to  combine  in  producing  the  disease. 
Leitch*'**'  has  been  able  to  produce  car- 
cinomata in  the  gall-bladder  of  guinea  pigs 
by  implanting  gall-stones  and  pebbles  in 
the  lumen  of  the  organ. 

Adenocarcinoma  is  the  most  frequent 
form.  Of  thirty  specimens  of  gall-bladder 
carcinomata  examined  by  Webber*’^®' 
twenty-seven  were  adenocarcinomata ; and 
of  forty-eight  specimens  examined  by 
Burden**®'  forty-four  were  adenocarcino- 
mata. In  rare  cases  an  epithelioma  may  be 
present,  having  as  its  origin  a metaplasia 
of  the  columnar  epithelium  to  squamous 
epithelieum. 

Symptoms  may  be  due  to  the  pre-exist- 
ing gall-stones,  to  the  local  tumor,  or,  in 
late  stages,  to  the  extensions  and  metas- 
tases.  The  liver  is  invaded  early,  and 
jaundice,  resulting  from  involvement  of  the 
common  duct,  is  one  of  the  most  constant 
features.  The  prognosis  is  very  grave,  and 
few  cases  live  more  than  six  months  after 
the  appearance  of  jandice. 

Sarcoma  of  the  gall-bladder  is  known  to 
occur  but  there  are  vfery  few  authentic 
cases  recorded.  Bayer  **^'  reports  two 
cases,  Klingel**2'  one  case,  and  Carson  and 
Smith***'  one  case;  the  few  other  cases  re- 
ported are  not  definitely  proven. 
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CARDIAC  ASTHMA. 

Acute  paroxysmal  dyspnea,  often  re- 
ferred to  as  nocturnal  dyspnea  coming  on, 
as  it  does,  most  frequently  at  night,  but 
occasionally  occurring  after  exertion,  is  a 
type  of  respiratory  difficulty  which  is  indi- 
cative of  serious  heart  disease.  Cardiac 
asthma  is  also  a term  applied  to  this  par- 
ticular cardio-respiratory  dysfunction  as 
well  as  acute  suffocative  pulmonary  edema. 
The  condition  is  characterized  by  a pant- 
ing respiration,  inability  to  lie  prone,  bub- 
bling rales  at  times  associated  with  cough, 
and  frothy  sputum.  One  of  the  outstand- 
ing features  of  cardiac  asthma  is  the 
prompt  relief  attained  by  a full-sized  dose 
of  morphine  given  hypodermically. 


Various  hypotheses  have  been  advanced 
to  explain  the  genesis  of  this  particular 
and  peculiar  type  of  dyspnea.  It  has  been 
ascribed  to  a possible  aortic  reflex,  to  in- 
creased circulatory  rate,  to  left  ventricle 
failure,  to  left  ventricle  failure  with  a shift 
in  the  body  fluids  from  transudates  or 
edema.  Other  theories  have  also  been  sug- 
gested. The  general  concensus  of  opinion 
seems  to  be  that  it  is  due  to  functional  in- 
sufficiency of  the  left  ventricle,  or  in  the 
words  of  the  older  clinicians,  left  heart 
failure.  Palmer  and  White*  have  recently 
studied  a group  of  250  patients  with  car- 
diac asthma.  They  point  out  that  the  oc- 
currence of  paroxysmal  dyspnea  is  of  ex- 
tremely grave  prognostic  significance. 
They  suggest  the  left  ventricle  failure 
causes,  with  increased  blood  flow,  a stasis 
of  blood  in  the  pulmonary  circulation,  so 
that  the  left  ventricle  is  unable  to  take 
care  of  the  blood  sent  on  by  the  right  ven- 
tricle. Blood  accumulates  in  the  pulmon- 
ary circuit.  By  reflex  stimulation  the 
asthmatic  breathing  is  induced.  The  patient 
awakened  by  the  difficult  breathing,  as- 
sumes an  upright  position  and  thus  relieves 
the  strain  of  the  left  ventricle.  The  mor- 
phine induces  a reduction  in  the  irrita- 
bility of  the  respiratory  center  as  well  as 
ameliorating  the  nervous  factor  of  the  pro- 
cess, and  thus  in  part  aids  the  circulation 
by  relieving  nervous  strain. 


THE  PRESENT  STATUS  OF  CHIRO- 
PRACTIC IN  LOUISIANA. 

Walter  Fife  entered  the  Shreveport  jail 
the  first  of  February  to  serve  a sentence 
of  60  days,  as  well  as  paying  a fine  of 
$100.00.  His  brother,  Joe  Fife,  is  yet  to 
be  tried  on  the  same  charge  that  sent 
Walter  Fife  to  jail,  the  illegal  practicing 
of  medicine.  June  and  Hanning,  who  were 
conducting  the  so-called  health  institution 
at  Shreveport  for  the  Fife  Brothers,  were 
also  fined  $50.00  and  sent  to  jail  for  10 

*Palmer,  Robt.  S.  and  White,  Paul  D. : The 
clinical  significance  of  cardiac  asthma.  J.  A.  M. 
A.,  90:431-434,  1929. 
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days.  These  two  men  also  were  convicted 
of  the  illegal  practicing  of  medicine. 

The  Louisiana  State  Board  of  Medical 
Examiners  deserve  praise  for  their  consist- 
ent efforts  to  keep  out  of  the  State  illegal 
practitioners  of  medicine,  and  particularly 
are  to  be  congratulated  upon  the  convic- 
tion of  these  chiropractors  who  have  long 
attempted  to  flaunt  the  authority  of  the 
State,  through  the  Legislature  which  has 
the  ultimate  authority  as  to  who  should  or 
should  not  engage  in  the  care  of  the  sick. 
It  hardly  needs  to  be  emphasized  that  the 
profession  of  medicine  is  one  requiring 
long  intensive  training,  and  that  diagnosis 
is  the  basis  on  which  all  treatment  depends. 
Without  such  training,  the  learning  of  how 
to  make  a diagnosis,  no  treatment  can  be 
effectual.  For  a man  to  attempt  to  gather 
in  a few  weeks  that  which  it  has  taken  the 
practitioner  of  medicine  years  to  learn  is 
an  utter  absurdity.  It  seems  ridiculous 
that  the  citizenry  of  a State  has  to  be  pro- 
tected from  the  quack  and  charlatan  by 
law,  as  any  thinking  man  should  appreciate 
the  fact  that  it  is  impossible  properly  to 
treat  diseases  without  knowing  anything 
about  the  basic  sciences  of  anatomy,  chem- 
istry, physiology,  bacteriology  and  pathol- 
ogy, which  knowledge  is  necessary  to  ap- 
preciate the  evolution  and  the  manifesta- 
tions of  bodily  disorders.  The  chiroprac- 
tor, as  do  other  cultists,  attempts  to  treat 
diseases  without  even  a speaking  acquaint- 
ance with  the  fundamentals  of  disease.  The 
result  has  been,  and  ever  will  be,  misery, 
distress,  tribulation  and  calamity  for  the 
poor  sufferer  with  early  carcinoma  or 
minimal  tuberculosis  or  any  one  of  a host 
of  curable  diseases,  who  they  try  to  cure 
by  a farcical  and  impossible  spine  adjust- 
ment. 


THE  RISE  AND  FALL  OF  AN 
EPIDEMIC. 

The  recent  epidemic  of  influenza  started 
on  the  western  coast  and  moved  eastward. 
In  the  figures  compiled  by  the  Department 
of  Commerce  it  is  possible  to  trace  the 


epidemic  across  the  continent.  Los  Ange- 
les, during  the  week  of  December  15,  had 
85  patients  die  with  influenza,  while  New 
Orleans  had  12,  and  New  York  had  16. 
Two  weeks  later  the  death  rate  in  Los 
Angeles  from  influenza  was  32;  New  Or- 
leans had  gone  up  to  52;  New  York  to  46. 
One  week  later  the  peak  of  the  epidemic 
had  been  reached  in  New  Orleans.  In  the 
week  of  January  the  fifth,  84  people  died 
from  influenza,  whereas  in  Los  Angeles 
there  were  only  25  deaths,  and  in  New 
York  there  were  55.  By  January  the 
twenty-sixth  Los  Angeles  reported  no 
deaths  from  influenza.  New  Orleans  15, 
and  New  York  167.  The  same  relative 
figures  as  applied  to  influenza  hold  good 
for  pneumonia.  The  week  that  the  influ- 
enza deaths  obtained  its  greatest  height  in 
New  Orleans,  there  were  62  deaths  from 
pneumonia,  whereas  January  26  only  17 
deaths  had  been  reported. 

Apparently  it  took  about  4 weeks  for 
the  epidemic  to  obtain  its  height  in  New 
Orleans,  moving  on  from  Los  Angeles. 
From  New  Orleans  to  New  York  required 
about  3 weeks  of  travel  before  the  epidemic 
obtained  its  greatest  height.  The  spread 
of  influenza  in  the  years  1928  and  1929  was 
not  by  any  means  as  rapid  as  it  was  in  the 
year  of  the  great  pandemic  when  the  dis- 
ease seemed  to  spring  up  almost  simul- 
taneously in  different  sections  of  the 
country. 


WORTHY  PENSION  APPLICATIONS. 

There  is  pending  before  the  70th  Con- 
gress two  pension  bills  which  deserve  the 
support  of  the  medical  profession.  These 
two  bills  have  been  introduced  in  the  House 
by  one  of  its  members  and  in  the  Senate 
by  Senator  Ransdell  of  Louisiana. 

The  first  pension  bill  presented  in  the 
interest  of  Mrs.  Goldberger,  is  particu- 
larly important,  as  Dr.  Goldberger  during 
his  life,  was  one  of  the  outstanding  Public 
Health  officials  and  scientists  of  this  coun- 
try. It  was  he  who  gave  unequivocal 
proof  that  pellagra  is  a deficiency  disease. 
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During  the  course  of  the  investigation, 
both  he  and  his  widow  subjected  them- 
selves to  experiments  to  prove  this  thesis. 
By  his  demonstration  of  the  gensis  of  pel- 
lagra Goldberger  has  done  much  for  the 
South,  making  possible  the  control  of  a 
disease  of  immense  economic  and  social  im- 
portance to  this  section  of  the  country. 
During  the  years  of  his  active  investiga- 
tive life  Goldberger  contracted  typhoid 
fever,  dengue  fever,  and  yellow  fever,  while 
studying  these  diseases. 

The  second  of  the  pension  bills  has  to  do 
with  the  granting  of  a small  monthly  sum 
to  Mrs.  Mary  von  Ezdorf.  Dr.  von  Ezdorf 
was  a member  of  the  United  States  Public 
Health  Service  and  for  many  years  was  in 
charge  of  the  Marine  Hospital  at  Mobile 
and  later  at  New  Orleans.  Later  when  he 
was  director  of  malaria  investigation  in 
Mississippi  and  Louisiana  he  had  his  head- 
quarters in  New  Orleans. 


Pensions  have  been  granted  in  the  past 
by  Congress  to  the  widows  of  medical  men 
who  have  died  in  the  service  of  their  coun- 
try, for  example  in  the  case  of  Carroll  of 
yellow  fever  fame.  Assistant  Surgeon  W. 
W.  Miller  of  the  United  States  Public 
Health  Service,  and  Past  Assistant  Sur- 
geon T.  B.  McClintic,  all  of  whom  died  dur- 
ing the  active  years  of  life  while  employed 
by  the  Government. 

Members  of  the  Louisiana  State  Medical 
Society  and  Mississippi  State  Medical  As- 
sociation are  urged  to  write  to  their  Repre- 
sentatives and  Senators  stating  their  ap- 
proval of  these  pensions.  Members  of  the 
Mississippi  State  Medical  Association  are 
in  a particularly  favorable  position  to  in- 
fluence action  on  these  bills,  as  Senator  Pat 
Harrison  is  a member  of  the  Senate 
Finance  Committee,  before  which  commit- 
tee these  bills  will  be  presented. 


LEPROSY  IN  UNITED  STATES.  — Hopkins 
and  Denney  have  made  a statistical  study  of  718 
lepers  hospitalized  over  a period  of  thirty-four 
years  in  the  Louisiana  Leper  Home — later  the 
National  Leprosarium.  Two  hundred  and  fifteen 
were  foreign  born  and  503  were  natives  of  the 
United  States.  The  present  population  of  the 
hospital  is  287.  Mexico,  China,  Italy,  Greece  and 
the  Philippine  Islands  have  furnished  one-half  of 
the  total  foreign  born.  Most  of  the  lepers  came 
from  Louisiana,  California,  New  York,  Texas  and 
Florida;  418  came  from  Louisiana.  The  incidence 
of  leprosy  among  the  white  population  of  Louisi- 
ana is  computed  as  twice  that  in  the  negro  popula- 
tion. Of  the  total  cases,  11.0  per  cent  were  of 
the  nerve  type,  39.1  per  cent  of  the  skin  type, 
and  49.9  per  cent  of  the  mixed  type. 


THE  PROMOTION  OF  THE  COMMON  WEL- 
FARE; THE  AIM  OF  MODERN  MEDICINE. — 

The  scientific  structure  of  medicine  was  never  on 
surer  ground  nor  more  able  nor  better  prepared 


to  combat  and  to  cure  disease  than  it  is  today; 
but  its  economics  were  never  in  such  a dubious 
state.  Society  may  be  thought  of  as  being  made 
up  of  three  great  estates:  the  poor,  the  middle 
class,  and  the  wealthy.  The  population  of  each 
is  never  fixed,  but  constantly  changing,  losing 
and  recruiting  as  time  goes  on.  The  second  estate 
in  which  reside  the  moral  spiritual,  political  and 
social  strength  of  society  will  always  constitute 
the  great  mass  of  humanity  and  p'*esent  not  only 
the  greatest  number  but  the  greatest  complexity 
of  problems.  The  health  problems  of  this  class 
are  just  as  truly  economic  as  are  the  problems 
now  so  acutely  confronting  and  affecting  the  in- 
dustry of  agriculture,  and  as  governmental 
agencies  are  now  severely  aroused  to  the  necessity 
of  finding  relief  for  the  latter,  so  must  the  leaders 
and  economists  of  the  medical  profession,  in  co- 
ordination with  kindred  authoritative  welfare 
agencies,  undertake  to  find  a solution  of  the 
health  problems  of  the  former. 


HOSPITAL  STAFF  TRANSACTIONS 


CHARITY  HOSPITAL  MEDICAL  STAFF 
MEETING  JANUARY  15,  1929. 

Immediately  following  the  call  to  order  by  Dr. 
Musser  the  meeting  was  addressed  by  Dr.  George 
Bel,  who  asked  the  Staff’s  co-operation  with  re- 
gard to  the  limitation  of  hospital  abuse,  urging 
everyone  to  report  any  such  cases  coming  to  their 
attention. 

Dr.  Musser  then  briefly  and  rapidly  spoke  of 
several  interesting  points  in  autopsy  records.  One 
case  was  that  of  acute  lymphatic  leukemia  in  a 
child  11  months  old,  a Mongolian  idiot.  Another, 
a case  of  acute  poliomyelitis  with  paralysis  with- 
out an  increase  in  the  spinal  fluid  cell  count. 
There  were  signs  of  consolidation  in  the  chest,  and 
the  autopsy  showed  a collapse  of  the  lung.  The 
third  case  was  one  of  tuberculous  peritonitis  with 
rupture  of  a tuberculous  ulcer  of  the  intestine. 

Dr.  Musser’s  service  presented  a case  of  gonor- 
rheal vaginitis  in  a child  of  12  years  of  age  with 
an  unusual  complication.  The  child  was  seized 
with  acute  abdominal  pains  while  in  the  ward  and 
a diagnosis  of  acute  appendicitis  was  made.  On 
opening  the  abdomen  it  was  found  that  she  had 
bilateral  pelvic  inflammatory  disease.  According 
to  Dr.  Musser  this  is  certainly  a rare  complica- 
tion of  gonorrheal  vaginitis  in  young  girls. 

The  second  case,  a 12-year-old  girl,  had  had 
cerebro-spinal  meningitis,  with  headache,  chills, 
fever  and  stiffness  of  the  neck.  Eight  spinal 
drainages  were  performed.  Some  work  was  done 
on  this  case  to  determine  the  results  of  the  inges- 
tion of  sugar  on  the  sugar  content  of  the  blood 
and  spinal  fluid.  These  results  were  presented 
briefly. 

Another  case  of  cerebro-spinal  meningitis  in  a 
child  was  presented.  The  cell  count  in  this  case 
had  been  over  30,000,  and  she  had  received  anti- 
meningococcic serum. 

The  fourth  case  as  a young  man  who  had  been 
taking  the  proprietary  preparation,  Bromidia,  for 
5 years  in  sufficient  doses  to  take  6 grams  (90 
grains)  of  chloral  a day.  This  was  done  to  con- 
trol nervousness  and  an  alcoholic  tremor. 

Dr.  Herrmann  presented  a young  white  male 
who  had  been  admitted  for  an  abdominal  com- 
plaint to  the  surgical  service.  Following  a care- 
ful examination  it  was  found  that  he  had  a dex- 
trocardia, and  on  further  examination  that  his 
appendix  was  on  the  left  side,  the  seat  of  his 
complaint.  A left  appendectomy  was  therefore 
performed.  Following  his  operation  he  had  been 
very  carefully  studied.  It  was  found  he  had  a 


complete  situs  inversus.  In  addition  there  was  a 
systolic  thrill  and  murmur  at  the  second  right 
interspace,  with  a visible  pulsation  here.  Dr. 
Hermann’s  opinion  was  that  there  was  a patent 
ductus  arteriosus  and  a defective  interventricular 
septum. 

The  second  case  was  also  one  of  dextrocardia, 
but  in  contradistinction  to  the  preceding  case  was 
not  of  the  congenital  type,  but  of  the  secondary 
type,  therefore,  a pseudo-dextrocardia.  The  elec- 
trocardiogram therefore  did  not  show  a reversal 
of  the  waves  as  in  the  first  case,  but  rather  a fixa- 
tion of  the  electrical  axis  in  all  three  positions. 
The  condition  was  secondary  to  pulmonary  tuber- 
culosis. 

Dr.  Wintrobe  showed  a case  of  hemophilia  in  a 
man  53  years  of  age.  There  had  been  a history 
of  cough,  fever,  and  pain  with  swelling  in  the  left 
side.  There  was  a bluish  yellow  discoloration  in 
the  left  side  of  the  abdomen  and  a palpable  tumor 
mass.  The  physical  examination  was  otherwise 
negative.  The  patient  stated  he  knew  he  was  a 
bleeder.  He  has  four  brothers,  three  of  whom  are 
bleeders.  Both  of  his  sisters  are  not  bleeders. 
Two  uncles  are  also  bleeders. 

His  blood  picture  showed  a slight  anemia; 
426,000  platelets;  a bleeding  time  of  2 minutes 
and  a coagulation  time  of  14  to  15  minutes.  Test- 
ing the  coagulation  time  with  blood  drawn  from 
the  vein,  it  was  50  minutes. 

WILLARD  R.  WIRTH,  M.  D. 


CHARITY  HOSPITAL  SURGICAL  STAFF. 

The  January  meeting  of  the  section  brought 
out  several  interesting  subjects.  The  statistical 
analysis  of  the  deaths  occurring  in  the  hospital 
during  the  month  of  November  showed  the  fol- 
lowing mortality:  general  surgery,  5.5  per  cent; 
gynecology,  1.6  per  cent;  obstetrics,  3.9  per  cent; 
genito-urinary  diseases,  5.5  per  cent,  and  eye,  ear, 
nose  and  throat  0.4  per  cent.  During  the  same 
month  there  were  853  operations  perfoi'med.  It 
is  interesting  to  note  that  during  this  time,  also, 
there  were  2,370  accidents  treated  in  the  hos- 
pitals accident  room. 

Four  cases  showing  various  points  of  interest 
were  presented  and  discussed  very  liberally.  The 
first  was  that  of  a white  male  who  had  been  ad- 
mitted to  the  hospital  in  a moribund  condition, 
and  presenting  a severe  infection  of  the  right  side 
of  his  face.  He  died  a short  time  after  his  admis- 
sion. It  was  pointed  out,  by  Dr.  Ochsner,  that 
infections  about  the  face,  between  the  hair  lines, 
are  very  dangerous;  that  the  patients  should  be 
hospitalized  and  treated  with  ultraconservatism. 
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The  second  case  was  that  of  a colored  female 
who  died  following  pan-hysterectomy.  The  cause 
of  death  was  general  peritonitis.  Organisms  in 
the  patient’s  uterus  and  cervix  are  thought  to 
have  been  the  focus  for  the  peritoneal  infection, 
and  it  was  pointed  out  that  the  organism  was 
probably  the  streptococcus.  A case  of  acute  sup- 
purative and  gangrenous  appendicitis  with  peri- 
tonitis was  then  discussed.  The  usual  interesting 
data  were  reviewed.  This  patient  died  three  days 
after  admission.  The  last  death  discussed  was 
that  of  a white  male,  aged  47,  in  whom  there  were 
found  an  enlarged  median  lobe  of  the  prostate, 
and  a diverticulum  of  the  bladder.  The  blood 
chemistry  on  the  date  of  death  showed  a very 
great  increase  in  the  nitrogenous  products. 

Followng  this  Dr.  Smith,  of  the  Pathological 
Department,  presented  two  interesting  specimens. 
One  was  a glandular  type  of  adamantinoma  of  the 
upper  jaw,  left  side;  and  the  other  was  a cystic 
adamantinoma  involving  the  lower  jaw. 

FRANK  L.  LORIA,  M.  D. 


MERCY  HOSPITAL  STAFF  TRANSACTIONS. 

At  the  January  monthly  meeting  of  the  hospital 
stalf  the  annual  election  of  officers  resulted  in  a 
unanimous  re-election  of  all  incumbents  to  serve 
for  one  more  year. 

The  discussion  of  Institutional  deaths  was  of 
exceptional  interest,  due  to  the  remarkable  num- 
ber of  extraordinary  cases  with  unusual  compli- 
cations. 

The  clinical  services  are  being  investigated  by 
a committee,  headed  by  Dr.  W.  Otis,  with  the 
object  of  revision  and  improvement.  This  investi- 
gation is  under  the  control  of  the  general  staff. 

Dr.  Ficklin  presented  two  patients  coming  under 
his  treatment. 

Case  one:  A woman  having  a clinical  picture  of 
abscess  of  the  liver,  including  hyperpyrexia, 
leukocytosis  and  acute  onset  of  pain.  She  had 
had  a questionable  tumefaction  removed  along 
with  an  amputation  of  the  breast  a good  number 
of  years  previously.  At  operation  it  was  found 
that  she  was  suffering  from  a multiple  carcino- 
matosis of  the  liver. 

Case  two:  A man  suffering  from  an  abscess  of 
the  kidney  apparently  hematogenous  in  character 
and  having  as  its  place  of  origin  a secondary  in- 
fection of  the  foot  following  trauma. 

The  order  of  business  at  the  February  meeting 
was  revised  to  allow  of  the  presentation  of  the 
much  discussed  films  of  the  petrolagar  people. 
Mr.  F.  L.  Dickinson,  their  special  representative, 
promised,  at  the  request  of  Dr.  E.  Fenner,  that  at 
no  time  in  the  future  would  this  body,  or  hospital’s 


name,  be  used  in  connection  with  this  exhibit,  for 
advertisement  purposes. 

A case  of  eclampsia  was  discussed  at  the  re- 
quest of  the  committee  on  deaths. 

Dr.  H.  D.  Ogden  read  a paper  on  “Pyelitis  of 
Pregnancy,”  taking  into  account  the  mechanical 
factors  entering  into  the  infection,  the  prophy- 
laxis, treatment  and  complications.  A general 
discussion  followed,  which  proved  of  interest 
because  of  the  many  therapeutic  agents  which  are 
being  used  with  little  or  no  appreciable  effect. 

. DR.  MAURICE  CAMPAGNA,  Secy. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL  STAFF  MEETING, 

FEBRUARY  11,  1929. 

Abstract — Lymphoblastoma  (Hodgkin’s  Dis- 

ease) in  child — Deep  Roentgen-iray  thei’apy. — 
Dr.  A.  Street. 

Patient — White,  male,  aged  9 years,  admitted 
to  hospital  January  6,  1929. 

Complaint — Stiff  neck,  dyspnea,  dysphagia, 
headache,  fever,  anorexia,  nausea,  vomiting,  loss 
of  weight,  and  swelling  behind  and  below  angle 
of  left  lower  jaw.  Onset  seven  months  ago,  fol- 
lowing a slight  injury  to  neck,  when  motion  of  the 
head  became  limited.  Shortly  afterward  an  en- 
largement of  the  left  upper  cervical  region  was 
noted  and  at  the  same  time  a rhinologist  noted  a 
mass  in  the  pharynx  and  recommended  roentgen- 
ray  therapy,  which  was  given.  This  was  followed 
by  temporary  improvement,  but  symptoms  gradu- 
ally returned,  and  when  seen  the  patient  could 
scarcely  breathe  or  swallow  on  account  of  the 
mass  in  the  pharynx  and  was  rapidly  becoming 
emaciated.  Temperature  99°  to  101°  F.,  begin- 
ning a few  weeks  ago.  Two  diseased  teeth  were 
recently  removed. 

The  previous  history  and  family  history  were 
irrelevant. 

Physicial  Examination — Patient  was  very  thin, 
pale,  breathing  was  labored,,  and  there  was  a 
marked  respiratory  wheeze  apparently  from  pha- 
ryngeal obstruction.  The  head  was  inclined  to  the 
right  and  head  movements  were  limited. 

There  was  enlargement  of  the  region  below'  and 
behind  the  angle  of  the  left  jaw.  Discrete, 
slightly  tender  nodules  were  felt  in  this  region, 
the  lai’gest  being  no  more  than  % inch  in  diame- 
ter. There  were  no  other  palpable  enlargement 
of  lymphatic  glands.  The  left  half  of  the  pharynx 
was  occupied  by  a solid  mass  bulging  from  the 
lateral  and  posterior  pharyngeal  walls,  and  cov- 
ered with  mucosa.  Physical  examination  was  not 
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otherwise  remarkable  and  a roentgenogram  of  the 
chest  showed  no  enlarged  mediastinal  glands.  The 
hemoglobin  was  62  per  cent;  erythrocytes,  4,488,- 
000;  color  index,  0.62;  leukocytes,  39,500;  differ- 
ential leucocyte  count,  small  lymphocytes,  8 per 
cent;  large  lymphocytes,  4 per  cent;  neutrophils, 
immature  forms  29  per  cent;  neutrophils,  mature 
forms  54  per  cent;  eosinophils,  5 per  cent;  no 
tnalaria  found.  Index  of  resistance  4-17. 

One  of  the  cervical  nodules  was  easily  removed 
for  diagnosis,  and  Dr.  Lippincott  reported  a lym- 
phoblastoma of  the  malignant  or  Hodgins  type. 

Treatment — Deep  roentgen-ray  therapy  was 
given  by  exposure  through  the  right  cervical 
region,  initial  exposure  of  thirty  minutes,  0.5  mm. 
copper  and  1 mm.  aluminum  filtration,  4 milliam- 
peres,  200  K.  V. 

Subsequent — The  patient  returned  two  weeks 
after  the  treatment.  The  masses  in  the  pharynx 
and  in  the  left  cervical  region  had  almost  disap- 
peared. Breathing  and  swallowing  were  normal. 
The  patient  was  eating  well  and  gaining  in  weight 
and  strength.  The  biopsy  wound  was  cleanly 
healed.  Blood  examination  showed  hemoglobin, 
72  per  cent;  leukocytes,  35,500;  differential  leuco- 
cyte count:  small  lymphocytes,  2 per  cent;  neu- 
trophils (immature  forms),  96  per  cent;  neutro- 
phils mature  forms  2 per  cent.  No  malaria  found. 
Twelve  hundred  milligram  hours  of  radium  treat- 
ment were  applied  into  left  cervical  region. 

Report  from  patient  on  February  10,  1929,  was 
that  improvement  continued.  Following  the  case 
report,  the  pathology,  clinical  course  and  treat- 
ment of  the  condition  were  discussed. 


Abstract — Post  Influenzal  Disturbances  of  the 
Heart. — Dr.  L.  J.  Clark. 

The  actual  incidence  of  cardiac  mischief  result- 
ing from  influenza  has  been  determined  by  Hyman 
to  be  from  four  to  six  per  cent  during  the  pan- 
demic of  1918-19  and  1925-26. 

The  reaction  of  the  heart  to  the  influenza  toxin 
is  probably  more  marked  than  to  the  toxins  of 
other  acute  infectious  diseases.  The  development 
of  more  refined  methods,  including  the  electro- 
cardiograph, is  responsible  for  the  correct  inter- 
pretation of  these  conditions. 

Three  groups  of  affections  have  been  determined 
by  Hyman.  These  are:  (1)  Those  with  irregulari- 
ties of  rhythm;  (2)  those  with  endocardial  and 
valvular  changes;  (3)  those  with  manifest  signs 
of  decompensation.  The  first  group  is  by  far  the 
most  frequent  type,  perversion  of  the  pace-maker 
mechanism  and  ectopic  beats  being  the  most  com- 
mon, but  giving  the  best  outlook.  The  picture  is 
very  easily  confused  with  certain  forms  of  heart 


block  which  carries  with  it  a much  more  serious 
prognosis,  and  all  such  cases  should  have  electro- 
cardiographic tracings  made.  With  a proper  recog- 
nition of  the  conditions,  much  can  be  done  in  hand- 
ling these  cases,  and  a great  many  sudden  deaths 
prevented.  The  second  group  is  less  frequent, 
but  is  apparently  of  considerable  importance  be- 
cause of  the  similarity  to  the  effect  of  acute  rheu- 
matic fever.  The  third  gi’oup  is  more  serious  and 
presents  a grave  outlook,  usually  resulting  in 
cardio-vascular  collapse,  a distressing  picture. 

The  severity  of  the  original  influenza  attack 
shows  little  or  no  relation  to  the  extent  of  the 
cardiac  damage. 

Absolute  and  prolonged  rest  and  close  observa- 
tion are  the  main  methods  of  combating  these 
conditions. 


Abstract — Tuberculosis  of  the  Thoracic  Wall 
with  Extensive  Abscess  of  Right  Side  and  Lumbar 
Region,  Simulating  Pott’s  Disease. — Dr.  J.  A.  K. 
Birchett,  Jr. 

Patient — Colored,  female,  aged  13  years; 
school  girl. 

Complaint— Inability  to  move  on  account  of 
swelling  in  right  leg,  which  resembles  a cold  ab- 
scess; pain  in  mid-dorsal  region  and  fluctuant 
tumor  in  thigh. 

Past  History — Last  August  patient  fell  down 
stairs.  Felt  sharp  pain  in  chest,  which  soon 
stopped.  A week  later  pain  was  so  severe  that  it 
made  her  sick.  Sharp  pain  in  right  side  of  chest. 
Family  physician  told  her  she  had  pleurisy,  and 
mustard  plaster  was  applied  until  pain  stopped. 
This  required  several  applications.  For  two  or 
three  weeks  was  then  out  and  feeling  well.  Pain 
then  began  again  and  a swelling,  soft  in  the  center, 
developed.  This  was  incised  and  pus  was  evacu- 
ated. Patient  had  fever  and  there  was  a slight 
loss  of  weight  during  this  time;  no  cough.  Weight 
at  the  time  of  the  fall  was  135  pounds;  had  lost 
ten  pounds  between  fall  and  opening  of  abscess. 
A sinus  developed  at  the  sight  of  abscess  and 
another  doctor  was  called.  Roentgenograms  were 
taken  and  a diagnosis  of  osteomyelitis  of  the  ribs 
made.  These  pictures  were  taken  Christmas  day. 
Operation  was  advised. 

After  Christmas,  thigh  began  to  swell  and  was 
very  painful  and  several  times  the  size  of  the  left 
thigh.  There  was  high  fever  and  pain  was  very 
severe  in  the  leg. 

Patient  was  first  seen  by  me  at  this  time. 
Had  chills  and  fever  last  summer;  no  other  ill- 
nesses. Began  menstruating  six  months  ago. 

Family  history  negative  for  tuberculosis  and 
cancer. 
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Physical  Examination — Young  negro  female, 
very  emaciated,  and  complaining  of  pain  in  the 
right  thigh  and  hip.  Temperature  102°  F. ; 
weight,  90  pounds;  pulse,  130;  blood  pressure, 
110/80;  respiration,  20.  There  was  a raw  surface 
on  the  anterior  chest  over  the  fifth,  sixth  and 
seventh  ribs,  with  evidence  of  rib  destruction. 
Roentograms  show  normal  lung  tissue;  no  mark- 
edly enlarged  glands  in  the  mediastinum.  Abdo- 
men scaphoid,  very  thin  type,  no  areas  of  tender- 
ness, except  in  the  right  lower  quadrant  and  in 
the  region  of  the  anterior  superior  spine  of  the 
ilium.  There  was  a fiuctuant  tumor  with  bulging 
extending  up  the  muscle  planes  to  the  lower 
border  of  the  ribs  on  the  right  side.  Pelvic  ex- 
amination not  possible.  Left  leg  was  very  emaci- 
ated; right  thigh  much  larger  than  left,  and  there 
was  a fluctuant  tumor  at  the  inner  surface  sug- 
gesting a cold  abscess  or  psoas  abscess.  Skin  very 
scaly  and  dry.  Physical  examination  was  other- 
wise negative.  Roentogram  showed  no  evidence 
af  bone  destruction  in  the  spine. 

Blood  Examination — Hemoglobin,  62  per  cent; 
leukocytes,  23,000;  differential  leukocyte  count: 
small  lymphocytes,  19  per  cent;  large  mononu- 
slears,  2 per  cent;  neutrophils  (immature  forms)  ; 
5 per  cent;  no  malaria  found.  Wassermann  and 
Kahn  test  negative.  Urine  showed  slight  trace  of 
albumin  and  numerous  pus  cells. 

Operation — The  abscess  in  the  thigh  and  right 
lumbar  region  was  drained  by  a stab  wound  in  the 
region  of  the  anterior  superior  spine  of  the  ilium. 


At  least  two  gallons  of  thick  purulent  material 
were  evacuated  and  tubes  placed  for  washing  the 
deep  cavities  opened  with  Dakin’s  solution.  The 
pus  was  from  the  lesion  of  the  chest  wall,  having 
burrowed  down  and  entered  the  muscle  planes  of 
the  external  and  internal  oblique  muscles,  then 
burrowing  over  or  under  the  inguinal  ligament 
into  the  thigh.  The  opening  which  was  supposed 
to  be  a tract  to  the  raw  surface  of  the  thorax  was 
injected  with  Becks  paste,  but  the  roentgenogram 
did  not  show  a tract.  A piece  of  tissue  was  taken 
from  the  edge  of  the  granulating  surface  for  ex- 
amination. 

Examination  of  pus  showed  staphylococcus 
aureus;  no  tubercle  bacilli  found.  Microscopic  ex- 
amination of  tissue  from  chest  wall  showed  tuber- 
culosis. 

One  week  after  the  first  operation,  a second 
was  done  under  ether  anesthesia  and  the  diseased 
fifth,  sixth  and  seventh  ribs  from  the  sternal 
articulations  to  the  anterior  axillary  line  and  well 
back  into  the  sound  ribs  removed.  A large  extra- 
pleural abscess  was  entered  after  the  ribs  were 
removed  and  a quantity  of  purulent,  caseous  mate- 
rial was  evacuated.  The  cavity  was  drained 
and  washed  daily. 

Results — The  general  condition  improved  and 
pain  was  relieved  almost  immediately  following 
the  first  operation.  Patient  is  doing  well,  does 
not  have  fever,  and  is  gaining  in  weight  and 
strength. 
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During  the  month  of  February  besides  the 
regular  meeting  of  the  Board  of  Directors  the 
Society  held  one  scientific  meeting. 

At  the  scientific  meeting  the  program  was  as 
follows : 

“Management  of  Birth  Injuries  Including  Late 
Anatomical  Repairs  of  the  Perineum.”  Lantern 
slides.  By  Dr.  Thos.  B.  Sellers.  Discussed  by 
Drs.  Wilbur  C.  Smith  and  E.  L.  King. 

“Cartilaginous  and  Osteo-Cartilaginous  Rib 
Grafts  in  the  Correction  of  certain  Disfigurating 
Deformities  of  the  Nose.”  By  Dr.  Waldemar  R. 
Metz.  Discussed  by  Drs.  R.  C.  Lynch  and  A.  I. 
Weil. 

Motion  pictures  of  the  Movements  of  the 
Alimentary  Tract.  Given  by  the  courtesy  of  the 
Petrolagar  Company. 


j During  this  past  month  Dr.  I.  M.  Gage,  Chair- 
pan  of  the  Scientific  Essays  Committee  sent  out 


a circular  letter  to  the  membership  with  a 
schedule  of  the  meetings  for  the  year.  The  mem- 
bers were  asked  to  fill  in  the  dates  on  which  they 
could  present  papers  in  order  that  we  may  have 
our  programs  filled.  To  date  very  few  replies 
have  been  received,  and  the  Chairman  is  very 
anxious  to  have  the  membership  cooperate  in  this 
respect. 

The  following  is  the  schedule  of  meetings  for 
1929: 

March  11 — Scientific  Meeting. 

March  25 — Joint  Clinical  meeting  with  Charity 
Hospital  Staff. 

April  8 — First  Quarterly  Executive  Meeting. 

April  22 — ^Scientific  Meeting. 

May  13 — Scientific  Meeting. 

May  27 — Scientific  Meeting. 

June  10 — Joint  Clinical  meeting  with  Charity 
Hospital  Staff. 

June  24 — Scientific  Meeting. 
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July  8 — Second  Quarterly  Executive  Meeting. 
Society  in  Vacation — July,  August,  Septembei. 
October  14— Third  Quarterly  Executive  Meet- 
ing. 

October  28 — Scientific  Meeting. 

November  11 — Scientific  Meeting. 

November  25 — Scientific  Meeting. 

December  9 — Joint  Meeting  with  the  U.  S. 
Marine  Hospital  Staff. 

The  following  is  a list  of  the  committees  for 
1929,  appointed  by  our  President,  Dr.  E.  D. 
Fenner : 

Judiciary  Committee — Dr.  Frank  J.  Chalaron, 
chairman;  Drs.  Henry  Bayon,  Muir  Bradburn, 
Foster  M.  Johns  and  J.  P.  O’Kelley. 

Scientific  Essays  Committee — Dr.  I.  M.  Gage, 
chairman;  Dr.  Chaille  Jamison  (Medicine),  Dr. 
Jerome  E.  Landry  (Surgery),  Dr.  Ernest  E. 
Allgeyer  (Eye),  Dr.  P.  A.  Mcllhenny  (Ortho- 
pedics). 

.Auditing  Committee— Dr.  C.  A.  M.  Dorrestein, 
chairman;  Drs.  W.  O’D.  Jones,  W.  A.  Knolle,  F. 
A.  Overbay  and  Sidney  K.  Simon. 

Condolence  Committee — Dr.  Solon  G.  Wilson, 
chairman;  Drs.  .John  Smyth,  E.  A.  Socola,  N.  F. 
Thiberge  and  J.  C.  Menendez. 

State  Medicine  and  Legislation  Committee — Dr. 
Paul  J.  Gelpi,  chairman;  Drs.  W.  F.  Heneerson, 
Emmett  L.  Irwin,  Urban  Maes,  T.  B.  Sellers. 

Librarian’s  Report  Committee — Dr.  I.  I.  Le- 
niann,,  chairman;  Drs.  Maud  Loeber,  Edward  Mc- 
Cormac,  Jules  B.  Rateau  and  J.  D.  Rives. 

President’s  Report  Committee — Dr.  Chaille 
Jamison,  chairman;  Drs.  Homer  Dupuy,  Jules 
Dupuy,  John  F.  Dicks,  H.  B.  Gessner,  C.  Jeff 
Miller  and  A.  I.  W^l. 

Secretary’s  Report  Committee — Dr.  Louis  Levy, 
chairman;  Drs.  G.  C.  Anderson,  0.  C.  Casse- 
grain, E.  McC.  Connely,  M.  J.  Gelpi,  Roy  B. 
Harrison,  Adolph  Henriques,  J.  C.  Menendez 
and  J.  J.  Wymer. 

Treasurer’s  Report  Committee — Dr.  H.  W. 
Kostmayer,  chairman;  Drs.  S.  M.  Blackshear,  A. 
F.  Hebert,  E.  H.  Lawson,  W.  E.  Levy,  Leopold 
Mitchell  and  Arthur  Vidrine. 

Library  Committee — Dr.  D.  N.  Silverman,  chair- 
man; Drs.  Lucien  A.  Fortier,  H.  L.  Kearney, 
John  A.  Lanford,  and  Randolph  Lyons. 

Hospital  Abuse  Committee — Dr.  A.  E.  Fossier, 
chairman;  Drs.  M.  Earle  Brown,  Jerome  E.  Lan- 
dry, E.  S.  Hatch  and  Alton  Ochsner. 

Publicity  Committee — Dr.  J.  H.  Musser,  chair- 
man; Drs.  Henry  Daspit  and  Shirley  C.  Lyons. 

Periodic  Health  Examinations  Committee — Dr. 
Jerome  E.  Landry,  chairman;  Drs.  H.  E.  Miller, 
Martin  O.  Miller,  J.  T.  Nix,  J.  T.  O’Ferrall,  W. 
J.  Otis  and  W.  H.  Seemann. 


Dr.  Keith  Kahn  was  elected  to  Active  Member- 
ship in  the  Society,  Dr.  David  C.  Roberts  and  Dr. 
Chas.  McD.  Smith  were  elected  to  Interne  Mem- 
bership and  Dr.  Ernest  C.  Faust  was  elected 
to  Associate  Membership. 

It  is  with  regret  that  we  report  the  death  of 
two  of  our  active  members.  Dr.  Adolph  0.  Hoe- 
feld  who  died  February  5 and  Dr.  James  E.  Pol- 
lock who  died  February  18. 


REPORT  OF  TREASURER. 


Actual  Book  Balance  12/31/28 $1,239.94 

Receipts  during  December 3,328.27 

$4,568.21 

Expenditures  $1,743.99 

Actual  Book  Balance $2,824.22 


REPORT  OF  LIBRARIAN. 

The  reference  work  has  been  unusually  heavy 
during  the  month  of  January.  Six  bibliographies 
have  been  prepared  on  subjects  as  follows: 
Bronchography — Technique  (1923-28) . 

Foreign  Bodies  in  the  Intestines  (1923-28). 
Tumors  of  the  Trachea  (1924-28). 

Fibroma,  Sarcoma  and  Myoma  of  the  Stomach 
(1923-28). 

Gastric  Ulcer  in  Children. 

Percussion  (1919-28). 

Thirty-one  books  have  been  added  to  the  library. 
Of  these  19  were  received  by  subscription,  4 by 
purchase,  two  by  gift  and  six  from  the  New  Or- 
leans Medical  and  Surgical  Journal.  Gifts  of 
journals  have  been  received  from  the  following 
persons  and  agencies: 

Drs.  C.  Jeff  Miller,  Maurice  J.  Gelpi,  H.  Dick- 
son Bruns,  J.  L.  Locascio,  J.  H.  Musser,  El  Paso 
County  Medical  Society,  Jackson  County  Medical 
Society. 

A list  of  new  accessions  of  recent  date  is  ap- 
pended. 

Two  chest  of  current  journals  (some  90  vol- 
umes) have  been  prepared  and  sent  to  the  binders, 
in  order  that  they  may  be  back  on  the  shelves  for 
reference  use  at  the  earliest  possible  date. 

NEW  BOOKS. 

Crowe— Bacteriology  and  Surgery  ^of  Chrome 
Arthritis  and  Rheumatism.  192  <. 

Long— History  of  Pathology.  1928.^ 

Bi-am — Goiter  Prevention  and  Thyroid  Protection. 
1928. 

Wheeler— Laboratory  Manual  of  the  Massa- 
chusetts General  Hospital.  1928. 

Cramer— Fever,  Heat  Regulation  and  Thyroid 
Adrenal  Apparatus.  1928. 

Park— Public  Health  and  Hygiene.  1928. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 


LOUISIANA  STATE  MEDICAL  SOCIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


TO  THE  MEMBERSHIP  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY. 

It  affords  us  pleasure  to  report  progress  in 
the  work  of  all  the  Committees  for  the  Annual 
Convention.  The  program  for  the  gala  night,  the 
Semicentennial  Celebration  night,  is  about  com- 
pleted, and  among  the  prominent  speakers  of  the 
evening  will  be  Dr.  W.  C.  Rucker,  Surgeon  of  the 
United  States  Public  Health  Service  and  our  Dr. 
Rudolph  Matas,  both  of  whom  are  national 
figures. 

The  Golf  Committee  is  making  elaborate  prep- 
arations for  the  golf  matches,  and  will  offer  at- 
tractive prizes. 

There  will  be  a banquet  at  the  Roosevelt  Tip 
Top  Inn  the  evening  of  Wednesday,  April  10. 
This  will  also  be  one  of  the  special  features  of 
our  meeting,  and  we  are  promised  a very  large 
attendance.  The  Committee  wishes  to  assure  the 
membership  that  every  effort  will  be  made  to 
make  this  a “treat”  as  in  the  past. 

The  scientific  exhibits  are  in  the  hands  of  Dr. 
Foster  M.  Johns,  and  will  no  doubt  prove  one  of 
the  main  drawing  cards. 

The  Committee  would  like  to  be  advised  at  as 
early  a date  as  possible  as  to  what  papers  will 
necessitate  the  use  of  projectors. 

The  Committee  is  expecting  a large  registra- 
tion, and  cherishes  the  hope  that  this  meeting  will 
be  the  banner  one  from  a scientific,  social  and 
artistic  standpoint. 

PAUL  J.  GELPI,  M.  D., 
Chairman,  Committee  on  Arrangements. 


The  annual  meeting  of  the  Louisiana  State 
Radiological  Society  was  held  January  26,  1929 
in  the  Roentgen-Ray  Department  of  the  Charity 
Hospital. 

Many  interesting  films  were  demonstrated  and 
case  reports  were  made  by  Drs.  Rutledge,  Hen- 
derson, Granger  and  Fortier. 

The  meeting  was  presided  over  by  Dr.  Rutledge 
of  Shreveport.  Dr.  iSt.  Martin  was  vice-president 
and  Dr.  Fortier  secretary.  The  new  officers 
elected  were  Dr.  T.  I.  St.  Martin,  President;  Dr. 
E.  C.  Samuels,  Vice  President;  and  Dr.  L.  A. 
Fortier,  Secretary.  The  next  meeting  place 
chosen  was  New  Orleans. 


PARISH  MEDICAL  SOCIETY  OFFICERS 
FOR  1929. 

The  following  Parish  Medical  Societies  have 
elected  officers  for  1929  as  follows: 

Bienville  Parish: 

President — Dr.  R.  C.  Ferguson,  Arcadia. 
Vice-President — Dr.  O.  0.  Hammer,  Arcadia. 
Secretary-Treasurer — Dr.  J.  N.  Blume,  Arcadia. 
Delegate — Dr.  0.  L.  Wise,  Bienville. 

Jackson-Lincoln  Bi-Parish: 

President — Dr.  W.  S.  Rutledge,  Ruston. 
Secretary — Dr.  Marvin  T.  Green,  Ruston. 

Lafayette  Parish: 

President — Dr.  A.  J.  Comeaux,  Youngsville, 
Vice-President — Dr.  L.  A.  Prejean,  Scott. 

Secretary-Treasurer — Dr.  W.  J.  Yongue,  Lafay- 
ette. 

Delegate — Dr.  R.  D.  Voorhies,  Lafayette. 
Alternate — Dr.  M.  E.  Saucier,  Lafayette. 

Natchitoches  Parish: 

President — Dr.  J.  C.  Parrott,  Montrose. 
Vice-President — Dr.  J.  T.  Keator,  Bermuda. 
Secretary-Treasurer — Dr.  W.  W.  Knipmeyer, 

Natchitoches. 

Delegate — Dr.  J.  B.  Pratt,  Natchitoches. 
Alternate — Dr.  R.  S.  Roy,  Natchitoches. 

Franklin  Parish: 

President — Dr.  J.  D.  Rogers,  Winnsboro. 

Vice-President— Dr.  V.  J.  Funderburk,  Winns- 
boro. 

Secretary-Treasurer — Dr.  A.  J.  Reynolds, 

Winnsboro. 

Delegate — Dr.  W.  A.  Mecom,  Wisner. 

Alternate — Dr.  J.  D.  Rogers,  Winnsboro. 

Calcasieu  Parish: 

President — Dr.  O.  W.  Moss,  Lake  Charles. 

Secretary-Treasurer— Dr.  L.  Z.  Kushner,  Lake 
Charles. 

Webster  Parish: 

President — Dr.  R.  E.  Smith,  Minden. 
Vice-President— Dr.  B.  A.  Norman,  Minden. 
Secretary-Treasurer — Dr.  C.  M.  Baker,  Minden. 
Delegate — Dr.  R.  E.  Smith,  Minden. 
Alternate— Dr.  E.  B.  Godfrey,  Minden. 
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MEETING  OF  THE  ST.  TAMMANY  PARISH 
MEDICAL  SOCIETY. 

The  Society  met  at  Slidell  Friday  night,  Febru- 
ary 8,  in  the  Community  Room  with  the  following 
members  present:  Drs.  J.  K.  Griffith,  F.  R. 

Singleton,  J.  F.  Polk  and  L.  Roland  Young.  Dr. 
Lawrence  Young  attended  as  a guest.  As  there 
was  not  a quorum  due  to  inclement  weather  and 
urgent  calls  the  regular  formality  was  dispensed 
with. 

Dr.  M.  F.  Wilson  of  the  Department  of  Experi- 
mental Medicine  of  Parke  Davis  and  Company 
rendered  a brief  talk  on  bacterins,  immunogens, 
toxins,  anti-toxins  and  serums  after  which  two 
reels  of  movies  were  shown  depicting  the  stages 
and  processes  in  the  manufacture  of  them.  The 
next  meeting  will  be  held  on  the  second  Friday 
night  in  March  at  Covington. 

L.  ROLAND  YOUNG,  M.  D., 

Acting  Secretai’y. 


At  the  recent  Annual  meeting  of  the  Hotel 
Dieu  Staff,  the  following  officers,  comprising  the 
Executive  Committee  were  selected  to  serve  dur- 
ing the  coming  year: 

President — Dr.  J.  T.  Nix. 

Vice-President — Dr.  J.  E.  Landry. 
Secretary-Treasurer — Dr.  Lucien  A.  LeDoux. 
Additional  Members  of  the  Committee — Drs.  II. 
T.  Simon,  D.  Murphy,  Paul  Gelpi. 

LUCIEN  A.  LEDOUX,  M.  D., 

Secretary. 


John  Cecil  Chapman,  Colfax,  Louisiana,  Nash- 
ville Medical  College,  Nashville,  Tennessee,  who 
served  two  terms  as  Coroner  of  Grant  Parish,  and 
who  served  during  the  World  War,  at  the  age  of 
50  years,  died  January  22,  1929  in  the  Baptist 
Hospital,  Alexandria,  Louisiana,  of  pneumonia 
complicating  influenza. 


At  a meeting  of  the  Lafayette  Parish  Medical 
Society  held  December  21,  1928,  at  the  Elk’s  Home 
at  Lafayette,  the  following  officers  were  elected : 
President — Dr.  A.  J.  Comeaux,  Youngsville. 
Vice-President — Dr.  L.  A.  Prejean,  Scott. 
Secretary-Treasurer — W.  J.  Yongue,  Lafayette. 
Delegate  to  State  Medical  Convention — Dr.  R. 
D.  Voorhies,  Lafayette. 

Alternate  Delegate — Dr.  M.  E.  Saucier,  Lafa- 
yette. 


The  following  members  were  present: 

Drs.  M.  E.  Saucier,  L.  B.  Long,  M.  R.  Cushman, 
W.  J.  Yongue,  R.  D.  Voorhies,  A.  R.  Trahan,  A. 
U.  Arreteig,  R.  C.  Johnson,  L.  0.  Clark,  A.  J. 
Comeaux,  C.  E.  Hamilton,  L.  A.  Prejean,  and  Eric 
Guilbeau. 

W.  J.  YONGUE,  M.  D., 

Secretary-Treasurer. 


AMERICAN  COLLEGE  OF  PHYSICIANS, 
THIRTEENTH  ANNUAL  CLINICAL  SESSION. 

The  American  College  of  Physicians  will  hold 
its  Thirteenth  Annual  Clinical  Session  in  Boston, 
April  8-12.  Dr.  Charles  F.  Martin,  Dean  of  the 
Faculty  of  Medicine,  GcGill  University,  is  Presi- 
dent of  the  College  this  year,  and  Dr.  John  H. 
Musser,  Professor  of  Medicine  at  Tulane  Univer- 
sity Medical  School  is  President-Elect  and  will  be 
induced  to  the  Presidency  toward  the  end  of  the 
Boston  meeting.  Dr.  James  H.  Means,  Jackson 
Professor  of  Clinical  Medicine  at  Harvard  Medi- 
cal School  and  Chief  of  the  Medical  Service  at 
the  Massachusetts  General  Hospital  is  General 
Chairman  of  all  Boston  Committees  having  charge 
of  arrangements  for  the  Clinical  Session  of  the 
College  in  April. 

The  program  provides  hospital  visits,  clinics, 
demonstrations  and  ward-walks  during  the  fore- 
noons at  fifteen  different  Boston  hospitals,  and 
for  general  scientific  sessions  each  afternoon  and 
evening  in  the  Assembly  Room  of  the  Hotel 
Statler,  which  will  be  headquarters.  Eminent 
authorities  in  their  special  lines  will  present  the 
results  of  their  work  before  an  audience  competent 
to  appreciate  the  value  of  the  contributions. 

The  annual  Banquet  of  the  College  will  be  held 
Thursday  evening,  April  11,  when  Dr.  George  E. 
Vincent,  President  of  the  Rockefelleer  Founda- 
tion, will  deliver  the  chief  address.  The  Con- 
vocation, for  the  conferring  of  Fellowships,  will 
take  place  Friday  evening,  April  12.  Dr.  Charles 
F.  Martin,  of  Montreal,  will  deliver  the  Presi- 
dental  Address. 

Programs  and  details  may  be  secured  from  the 
Executive  Secretary,  E.  R.  Loveland,  133-135  S. 
36th  Street,  Philadelphia,  Pa.,  or  Dr.  Randolph 
Lyons  of  New  Orleans. 


ANNUAL  MEETING  OF  THE  AMERICAN 
ASSOCIATION  FOR  THE  STUDY  OF 
GOITER. 

The  annual  meeting  of  the  American  Associa- 
tion for  the  Study  of  Goiter  will  be  held  this 
year  at  Dayton,  Ohio,  March  25-27.  The  primary 
object  of  this  association  is  to  bring  together  each 
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year  men  who  are  especially  interested  in  the 
study  of  goiter  and  its  associated  problems.  Mem- 
bers of  state  and  provincial  medical  societies  are 
eligible  and  cordially  invited  to  pai’ticipate  as 
attending  members. 

The  first  day  of  the  Dayton  meeting  will  be 
given  over  to  diagnostic  clinics  in  the  morning 
and  several  short  papers  during  the  afternoon, 
chiefly  concerned  with  recent  experimental  work. 
On  the  second  day,  operative  clinics  will  be  held 
at  the  Miami  Valley  Hospital,  St.  Elizabeth’s 
Hospital  and  at  the  Soldiers’  Home  Hospital.  The 
afternoon  of  the  second  day  and  the  morning  and 
afternoon  of  the  third  day  will  be  given  over  to 
the  presentation  and  discussion  of  scientific 
papers. 


AMERICAN  PROCTOLOGIC  SOCIETY. 

The  American  Proctologic  (Society  will  hold  its 
annual  meeting  in  Detroit,  May  13,  14,  and  15. 
The  Hotel  Statler  has  been  selected  as  head- 
quarters for  the  scientific  program,  and  the 
scientific  and  commercial  exhibits. 

Any  Doctor  of  Medicine  who  graduated  from  a 
recognized  medical  school  and  who  is  a member  in 
good  standing  of  his  county  and  state  societies, 
and  the  A.  M.  A.,  and  who  is  especially  interested 
in  proctology  shall  be  eligible  for  election  as  an 
Associate  Member  of  the  American  Proctologic 
Society. 


NOTICE  OF  EXAMINATION  FOR  ENTRANCE 
INTO  THE  REGULAR  CORPS  OF  THE 
UNITED  STATES  PUBLIC 
HEALTH  SERVICE. 

Examination  of  candidates  for  commission  as 
Assistant  iSurgeon  in  the  Regular  Corps  of  the 
U.  S.  Public  Health  Service  will  be  held  at  New 
Orleans,  Louisiana,  April  29,  1929. 

Candidates  must  be  twenty-three  years  and  not 
over  thirty-two  years  of  age.  They  must  have 
been  graduated  in  medicine  at  a reputable  medi- 
cal college,  and  have  had  one  year’s  hospital  ex- 
perience or  two  years’  professional  practice. 
They  must  satisfactorily  pass  oral,  written,  and 
clinical  tests  before  a board  of  medical  officers, 
and  undergo  a thorough  physical  examination. 

H.  S.  CUMMING, 
Surgeon  General. 


UNITED  STATES  CIVIL  SERVICE 
EXAMINATIONS. 

The  United  States  Civil  Service  Commission  an- 
nounces the  following  open  competitive  examina- 
tions: 


ASSOCIATE  MEDICAL  OFFICER. 

ASSISTANT  MEDICAL  OFFICER. 

Applications  for  associate  and  assistant  medical 
officers  must  be  on  file  with  the  Civil  Service  Com- 
mission at  Washington,  D.  C.,  not  later  than 
June  29. 

The  examinations  are  to  fill  vacancies  in  hospi- 
tals of  the  Public  Health  Service,  the  Indian  Serv- 
ice, and  in  other  establishments  of  the  Federal 
classified  service  throughout  the  United  States. 

PHYSICIAN,  $3,800  A YEAR. 

ASSOCIATE  PHYSICAN,  $3,200  A YEAR. 

Applications  for  the  above-named  positions 
must  be  on  file  with  the  Civil  Service  Commis- 
sion at  Washington,  D.  C.,  not  later  than  June  29. 

The  examinations  are  to  fill  vacancies  in  hos- 
pitals of  the  Veterans’  Bureau  for  duty  through- 
out the  United  States. 

PHYSIOTHERAPY  ASSISTANT. 

Applications  for  physiotherapy  assistant  must 
be  on  file  with  the  Civil  Service  Commission  at 
Washington,  D.  C.,  not  later  than  May  7. 

The  examination  is  to  fill  vacancies  in  hospitals 
of  the  Veterans’  Bureau  and  the  Public  Health 
Service. 

Full  information  may  be  obtained  from  the 
United  States  Civil  (Service  Commission,  Wash- 
ington, D.  C.,  or  from  the  secretary  of  the  United 
States  Civil  Service  Board  of  Examiners  at  the 
post  office  or  customhouse  in  any  city. 


CORRESPONDENCE. 


To  The  Editor: 


7124  Coles  Avenue,  Chicago, 

January  31,  1929. 


The  Bulletin  of  the  American  Medical  Associa- 
tion of  January,  1929,  reprints  an  important 
article  from  your  esteemed  periodical  on  the  sub- 
ject of  the  use  of  English  words  by  medical  men. 

My  heartiest  accord  with  your  attitude  is  ex- 
tended to . you.  No  good  comes  from  the  abuse 
of  our  language,  which  is  a treasure  beyond  power 
to  express.  All  erroneous,  illmannered  or  malici- 
ous applications  of  English  words  harm  the  com- 
mon ideal  of  accurate  thought  and  expression, 
and  reacts  to  the  injury  of  the  speaker  or  writer. 
Furthermore,  the  medical  profession  itself  is  de- 
graded by  unworthy  acts  of  its  members. 

Should  a member  of  your  Staff  take  time  to 
study  leading  articles  and  editorials  in  the  repre- 
sentative medical  journals  of  America  he  will  find 
great  numbers  of  instances  of  the  violation  of 
the  rules  of  grammar,  of  taste  and  of  the  common- 
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est  regard  for  the  order  of  thought  and  expres- 
sion. Some  castigation  would  aid  the  profession 
immeasurably. 

Yours  sincerely, 

Weller  Van  Hook,  M.  D. 


To  the  Editor; 

I do  not  believe  that  a physician  should  boast 
of  anything  accomplished  by  him  but  I do  think 
he  should  stand  and  fight  for  merited  credit  when 
that  is  due  him  and  especially  when  that  credit 
has  been  wrongfully  passed  to  another.  Hence, 
this  letter  to  your  Journal  which  I ask  you  to 
publish. 

In  a lengthy  article  published  in  the  State 
Board  of  Health  bulletin,  edited  by  Dr.  Oscar 
Dowling  a couple  of  years  ago,  on  beriberi  in 
Louisiana,  credit  was  given,  if  I remember  cor- 
rectly, to  Dr.  C.  W.  Lewis  of  Eunice,  as  being 
the  first  to  observe  beriberi  in  Louisiana — this 
is  an  error.  I discovered  and  recognized  the  fact 
that  beriberi  was  prevalent  in  Louisiana  and  in- 
digenous to  the  United  States  in  1898 — a number 
of  years  before  Dr.  Lewis  had  seen  any  of  his 
cases;  in  fact,  I had  reported  of  having  seen,  ob- 
served and  treated  forty  cases  of  beriberi  in 
Louisiana  between  1898  and  1903,  and  stated  in 
an  article  to  the  Journal  A.  M.  A.  that  a number 
of  other  cases  had  come  under  the  observation  of 
my  colleague  in  Abbeville,  La. 

My  article  in  the  Journal  of  the  American 
Medical  Association  appearing  January  10,  1903. 
This  article  brought  many  letters  to  me  from 
prominent  physicians  in  England  and  especially 
from  India,  which  complimented  me  on  having 
discovered  that  beriberi  was  indigenous  in  Amer- 
ica and  stated  they  had  long  thought  that  such 
was  the  case  and  wondered  why  no  cases  had 
been  sooner  reported.  In  a very  able  article  by 
Scott  and  Herrmann  of  New  Orleans  on  beriberi 
appearing  in  the  Journal  of  the  American  Medi- 
cal Association  of  June  30,  1928,  I am  given  the 
proper  credit  by  these  writers  on  page  2084,  and 
on  page  2085  these  authors  say  that  my  descrip- 
tion in  1903  agrees  very  well  with  their  observa- 
tion among  the  patients  in  Centx’al  Louisiana.  I 
had  hoped  that  the  author  of  the  article  in  the 
State  Board  of  Health  bulletin  of  about  a couple 
of  years  ago  would  have  learned  of  his  error  and 
corrected  it  in  due  time  but  as  this  has  not  been 
done  I ask  space  in  our  Journal  for  the  correction. 

Yom'S  sincerely, 

F.  F.  Young,  M.  D. 

NEW  ORLEANS  HEALTH  INDEX. 

During  the  week  ending  February  9,  1929,  the 
death  rate  reached  in  New  Orleans  was  18.0,  with 


a total  death  rate  of  148.  The  week  previous  the 
death  rate  was  19.7,  and  a total  of  162  deaths. 


DEATHS  FROM  AUTOMOBILE  ACCIDENTS. 

During  the  week  ending  January  26,  1929,  the 
total  number  of  deaths  from  automobiles  in  the 
City  of  New  Orleans  was  12,  10  of  which  were 
due  to  accidents  in  the  city.  This  corresponds  to 
10  and  8 respectively  the  year  previous.  During 
the  past  year  there  were  95  deaths  in  the  city 
from  automobile  accidents,  and  a total  number 
of  deaths  of  110. 


ADOLPH  O.  HOEFELD,  M.  D. 

It  is  with  a peculiar  sense  of  loss  that  the 
Journal  records  the  death  of  Adolph  O.  Hoefeld, 
M.  D.,  who  passed  away  in  the  City  of  New  Or- 
leans on  February  5,  1929  after  a lingering  ill- 
ness. The  Journal  feels  that  one  of  its  good 
friends  and  sturdy  workers  has  departed  from  this 
world.  Dr.  Hoefeld  for  many  years  was  inter- 
ested and  actively  cooperated  in  the  management 
of  the  Journal.  He  was  responsible  in  part  for 
the  taking  over  of  the  Journal  by  the  Louisiana 
State  Medical  Society,  and  was  on  the  first  Jour- 
nal Committee  on  which  he  served  for  some  years. 
He  was  never  a passive  member  of  the  Committee, 
but  was  always  active  and  energetic  in  furthering 
the  purposes  of  the  Journal  and  helping  in  every 
way  to  make  it  one  of  the  outstanding  state  publi- 
cations. Even  up  until  the  time  of  his  death  he 
still  maintained  his  interest  in  the  Journal  and 
was  always  a source  of  advice  and  help. 


JAMES  E.  POLLOCK,  M.  D. 

On  Monday,  February  18,  1929,  Dr.  James  E. 
Pollock  died  suddenly  at  his  home  4224  General 
Taylor  Street  of  an  attack  of  angina  pectoris. 

Dr.  Pollock  was  born  in  Aberdeen,  Mississippi 
and  was  42  years  of  age.  He  was  Assistant 
Cororner  of  the  Parish  of  Orleans.  He  had  been 
connected  for  the  past  fifteen  years  with  the 
Coroner’s  office. 

He  was  graduated  from  Tulane  University  in 
1906,  and  at  the  time  of  his  death  was  a specialist 
in  pediatrics. 

Dr.  Pollock  was  well  known  and  will  be  widely 
mourned  by  his  many  friends. 

While  never  an  officer  he  was  a very  active 
member  of  the  Orleans  Parish  Medical  Society, 
Louisiana  State  Medical  Society,  American  Medi- 
cal Association  and  the  Southern  Medical  Asso- 
ciation. 

He  is  survived  by  his  widow,  the  former  Miss 
Alma  Porzler  and  by  one  son,  James  E.,  Jr. 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 

J.  S.  Ullman,  M.  D.,  Associate  Editor. 


TO  THE  MEMBERS  OF  THE  MISSISSIPPI 
STATE  MEDICAL  ASSOCIATION. 

The  Committee  of  Arrangements  for  the  Semi- 
centennial Celebration  of  the  Louisiana  State 
Medical  Society  has  the  honor  to  tender  an  invita- 
tion to  each  and  every  member  of  the  Mississippi 
State  Medical  Association.  The  special  program 
of  the  occasion  will  take  place  the  evening  of 
Tuesday,  April  9.  This  will  be  an  event  in  our 
history,  and  promises  to  eclipse  all  the  meetings 
of  the  past.  We  trust  you  will  respond  one  and 
all  to  our  cordial  invitation. 

PAUL  J.  GELPI,  M.  D., 
Chairman,  Committee  on  Arrangements. 


On  February  8,  the  City  Council  of  Columbus 
named  Dr.  W.  L.  iStallworth  city  health  officer 
for  the  next  two  years.  The  other  members  of 
the  board  are  L.  E.  Lide,  merchant,  and  Robin 
Weaver,  lawyer.  The  law  requires  the  board  to 
consist  of  a physician,  a merchant  and  a lawyer. 


Dr.  W.  R.  Ma3r,  Director  of  the  Lincoln  County 
Health  Unit,  has  organized  his  department  and 
is  actively  at  work  in  the  schools  as  well  as  in 
the  sanitation  of  the  dairies,  restaurants,  drug 
stores,  barber  shops,  and  meat  markets  in  the 
county. 


CANTON  HOSPITAL  OPENS. 

January  22,  the  Madison  County  King’s 
Daughters  Hospital  was  formally  opened  to  the 
public.  The  establishment  of  the  hospital  was 
made  possible  by  the  actitvities  of  the  Business 
and  Professional  Women’s  Club  and  the  King’s 
Daughters.  The  county  of  Madison  and  the  city 
of  Canton  also  made  appropriations.  The  hos- 
pital was  furnished  by  civic  organizations  and 
individuals.  It  is  a modern  two-story  brick 
structure. 


Dr.  W.  W.  Scott  has  moved  to  Jackson,  Missis- 
sippi. He  may  be  addressed  at  the  Century 
Building. 


Dr.  J.  M.  Dampeer,  Crystal  Springs,  is  at  the 
Mayo  Clinic  for  treatment. 


Dr.  J.  R.  Johnson,  House  physician  at  the 
South  Mississippi  Charity  Hospital  at  Laurel, 
has  resigned  to  enter  private  practice. 

Dr.  R.  J.  Peterson,  of  Touro  Infirmary  in  New 
Orleans  and  at  one  time  House  Physician  of  the 
Vicksbury  Charity  Hospital,  succeeds  Dr.  John- 
son at  the  South  Mississippi  Charity  Hospital. 


The  March  meeting  of  the  South  Mississippi 
Medical  Society  will  be  held  in  Hattiesburg. 


The  regular  monthly  of  the  Issaquena-Sharkey- 
Warren  Counties  Medical  Society  was  held  joint- 
ly with  the  Central  Medical  Society  in  Vicksburg 
on  February  12.  Their  program  was  as  follows: 

1.  “Looking  Forward  in  Medicine” — Dr.  John 
Darrington,  Yazoo  City. 

2.  “Caesarian  Section  in  the  Treatment  of 
Eclampsia” — Dr.  H.  R.  Shands,  Jackson. 

3.  “My  Method  of  Preparation,  Operation  and 
After  Treatment  in  Abdominal  Cases” — Dr. 
Julius  Crisler,  Jackson. 


The  regular  Staff  meeting  of  the  Vicksburg 
Sanitarium  was  held  February  11  at  which  time 
the  following  cases  were  reported: 

1.  “Lymphoblastoma  (Hodgkin’s  Disease)” — 
Dr.  A.  Street. 

2.  “Tuberculosis  of  the  Thoracic  Wall  with 
Complications” — Dr.  J.  A.  K.  Birchett,  Jr. 

3.  “Post  Influenzal  Disturbances  of  the 
Heart” — Dr.  L.  J.  Clark. 

4.  “Sinusitis  as  a Focus  of  Infection  in 
Children” — Dr.  E.  H.  Jones. 

5.  “Pneumonia  Following  Influenza” — Dr.  S. 
W.  Johnson. 


Doctor  C.  H.  Love,  former  County  Health  Offi- 
cer of  Lamar  County,  has  been  transferred  to 
Monroe  County,  Aberdeen,  where  he  is  Director 
of  the  newly  organized  full-time  Health  Depart- 
ment. Dr.  Love  will  have  associated  with  him  in 
the  work  Mrs.  Lula  Lott  Hicks,  R.  N.,  Public 
Health  Nurse,  and  Mrs.  R.  C.  Griffin,  Technician. 


Doctor  W.  H.  Cleveland,  who  has  just  finished 
training  at  the  Indianola,  Mississippi  Public 
Health  Training  Station,  has  been  elected  Direc- 
tor of  the  Lamar  County  Health  Department, 
Purvis,  Mississippi. 


Doctor  T.  Paul  Haney,  Jr.,  former  Director  of 
the  Tishomingo  County  Health  Department, 
luka,  Mississippi,  has  been  transferred  to  Holmes 
county  where  he  will  direct  the  Holmes  County 
Health  Department. 


Doctor  B.  D.  Blackwelder,  who  for  the  past 
several  years  has  successfully  directed  the 
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Holmes  County  Health  Department,  will  direct 
the  Adams  county  Health  Department.  Doctor 
Blackwelder  took  active  charge  of  the  Health 
Department  on  January  1.  This  is  the  first  year 
in  full-time  health  work  for  Adams  County. 
Doctor  Blackwelder  has  associated  with  him  in  the 
work  the  following  personnel:  Miss  Fannie  Mae 
Askew,  R.  N.,  Public  Health  Nurse;  Dr.  W.  C. 
Kailer,  Veterinarian,  who  will  be  Meat  and  Milk 
be  Meat  and  Milk  Inspector,  Mr.  Wm.  Liston, 
general  Sanitary  Inspector,  and  Miss  Eliza  Mc- 
Cabe, Secretary. 


Doctor  W.  R.  May,  former  physician  of  Amory, 
Mississippi,  who  has  finished  training  at  the  In- 
dianola,  Mississippi  Training  Station  for  Public 
Health  Workers,  and  who  has  since  had  some 
practical  experience  in  public  health  work,  was 
chosen  Director  of  the  Lincoln  county  Health  De- 
partment. Doctor  May  will  have  Miss  Syd 
Vaughan,  R.  N.,  Public  Health  Nurse,  associated 
with  him  in  the  work. 


Doctor  J.  W.  Dugger,  recently  elected  Director 
of  the  Bureau  of  Industrial  Hygiene,  State  Board 
of  Health,  left  Jackson  on  Monday,  February  4, 
for  Columbus,  Ohio,  where  he  will  study  the  In- 
dustrial Hygiene  program  of  the  state  of  Ohio 
for  two  or  thre  weeks,  then  going  to  Connecticut 
for  a similar  study.  Doctor  Dugger  will  assume 
the  duties  of  his  office  March  1. 


Doctor  Mark  Boyd  of  the  Rockefeller  Founda- 
tion who  has  been  stationed  at  Edenton,  N.  C.,  for 
the  past  two  years,  has  been  assigned  to  the 
Mississippi  State  Board  of  Health  to  begin  work 
March  1.5.  Doctor  Boyd  will  be  in  charge  of 
malaria  investigational  and  control  measures  for 
the  State  Board  of  Health  and  will  have  asso- 
ciated with  him  Mr.  George  Parker,  and  Mr. 
Nelson  Rector,  Engineers.  Doctor  Boyd  will 
bring  two  technicians  and  his  secretary  with  him. 
The  technicians  will  be  assigned  to  the  State 
Hygienic  Laboratory  under  the  direction  of  Doc- 
tor T.  W.  Kemmerer. 


Copiah  county  now  has  a full-time  Health  De- 
partment under  the  direction  of  Doctor  J.  A. 
Milne  with  Miss  Seba  Ates,  R.  N.,  Public  Health 
Nurse. 


SECRETARIES,  ATTENTION! 

There  are  twenty-one  component  organizations 
in  the  Mississippi  State  Medical  Association.  At 
the  present  time  a third  of  these  organizations 
have  not  reported  their  officers  for  1929  to  the 
State  Secretary,  Dr.  T.  M.  Dye.  Those  who 
have  reported  are  as  follows: 

Clarke- Wayne  Counties  Medical  Society  — 
Albert  Hand,  Shubuta. 


Delta  Medical  Society — R.  C.  Finlay,  Green- 
ville. 

East  Mississippi  Medical  Society — J.  E.  Ander- 
son, Louisille. 

Holmes  County  Medical  Society — F.  L.  Bott, 
Lexington. 

Homochitto  Valley  Medical  Society — Wm.  K. 
Stowers,  Natchez. 

Issaquena-Sharkey-Warren  Counties  Society — 
Leon  S.  Lippincott,  Vicksburg. 

Jackson  County  Medical  Society — J.  N.  Rape, 
Moss  Point. 

Kemper  County  Medical  Society — V.  M.  Creek- 
more,  DeKalb. 

Leake  County  Medical  Society — I.  A.  Chad- 
wick, Carthage. 

Northeast  Mississippi  Thirteen  Counties  So- 
ciety— J.  M.  Acker,  Jr.,  Aberdeen. 

North  Mississippi  Six  Counties  Society — A.  H. 
Little,  Oxford. 

South  Mississippi  Medical  Society — J.  H.  New- 
comb, Richton. 

Tri-County  Medical  Society — J.  R.  Markette, 
Brookhaven. 


The  forty-fifth  annual  meeting  of  the  Tri- 
States  Medical  Association  of  Mississippi,  Arkan- 
sas and  Tennessee  was  held  at  Memphis,  Tennes- 
see, February  6-7-8,  1929  with  Dr.  V.  B.  Philpot, 
Houston,  Mississippi  in  the  chair  and  Dr.  A.  F. 
Cooper,  Memphis,  as  secretary. 

The  quality  of  the  program  is  evidenced  by  the 
following  names  of  those  who  participated  there- 
in: Dr.  George  Gellhorn,  St.  Louis;  Dr.  John  H. 

Musser,  New  Orleans;  Dr.  Charles  Metcalf 
Byrnes,  Baltimore;  Dr.  Joseph  A.  Capps,  Chi- 
cago; Dr.  Vern  Hunt,  Rochester;  Dr.  Lawrason 
Brown,  Saranac  Lake;  Dr.  William  A.  Pusey, 
Chicago;  Dr.  George  W.  Crile,  Cleveland;  Dr. 
William  E.  Lower,  Cle\*eland;  Dr.  Ray  M.  Balyeat, 
Oklahoma  City;  Dr.  Barton  Cook  Hirst,  Philadel- 
phia; Dr.  Harvey  B.  Beck,  Baltimore;  Dr.  Frank 
Smithies,  Chicago;  Dr.  Morris  Fishbein,  Chicago; 
Dr.  Harvey  J.  Howard,  St.  Louis;  Dr.  Kennon 
Dunham,  Cincinnati;  Dr.  Edwin  Warner  Ryerson, 
Chicago;  Dr.  Arthur  C.  Christie,  Washington; 
Dr.  Leonard  G.  Rowntree,  Rochester;  and  Dr.  A. 
Graeme  Mitchell,  Cincinnati. 

This  Association  is  unique  in  that  there  are 
no  discussions  of  the  papers  and  outstanding  men 
in  their  respective  specialities  are  always  chosen 
to  present  the  essays.  For  this  reason  particular- 
ly the  meeting  proved  to  be  unusually  interesting 
and  instructive. 

The  officers  for  the  ensuing  year  are: 

President — Dr.  P.  W.  Lutterloh,  Jonesboro,  Ark. 

Vice-Presidents — Drs.  R.  M.  Donald,  Morehead, 
Miss.;  L.  H.  McDaniel,  Tyronza,  Ark.;  Dr.  E.  W. 
Hillsman,  Trezevant,  Tenn. 
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Secretary-Treasurer — Dr.  A.  F.  Cooper,  Mem- 
Dhis. 

The  American  Association  for  the  Study  of 
aoiter  will  meet  at  Dayton,  Ohio  on  March  25-27, 
L929.  Dr.  S.  D.  Van  Meter  of  Denver,  Colorado, 
s president  and  Dr.  Kerwin  W.  Kinard  of  Kan- 
sas City,  Missouri,  is  corresponding  secretary. 


MISiSISSIPPI  MORTALITY  STATISTICS. 

Washington,  D.  C.,  January  31,  1929.  The  De- 
Dartment  of  Commerce  announces  that  the  1927 
leath  rate  for  Mississippi  was  1,296  per  100,- 
)00  population  as  compared  with  1,327  in  1926. 
rhis  decrease  in  1927  is  more  than  accounted  for 
by  decreases  in  the  death  rates  from  influenza 
(from  84  to  34  per  100,000  population),  pneu- 
monia, all  forms  (from  93  to  72),  typhoid  and 
paratyphoid  fever  (from  22  to  15),  and  tuber- 
miosis,  all  forms  (from  110  to  103). 

Increases  in  death  rates  in  1927  were  from 
accidental  drowning,  due  to  flood  (from  5 in  1926 
to  14  per  100,000  population),  pellagra  (from  31 
to  39),  diseases  of  the  heart  (from  117  to  125, 
measles  (from  4 to  10),  diphtheria  (from  7 to 
11),  and  diarrhea  and  enteritis,  under  2 years 
(from  29  to  33). 

The  last  three  items — measles,  diphtheria  and 
mteritis  in  children — bring  to  mind  the  fact  that 
we  are  still  failing  to  protect  the  child  as  we 
should.  On  the  other  hand,  it  is  gratifying  in- 
deed to  see  the  falling  off  in  incidents  of  tuber- 
culosis. This  shows  what  strides  have  been  made 
in  the  past  decade.  Diseases  of  the  heart  and 
kidneys  are  taking  an  increased  toll  and  show 
that  there  is  much  prevention  work  for  the  phy- 
sician to  do. 

The  Board  of  Health  is  to  be  congratulated  for 
the  good  work  that  is  being  done  by  its  Bureau  of 
Vital  Statistics  as  well  as  for  the  work  it  is  doing 
in  preventive  medicine. 

DEATH  NOTICES. 

Dr.  Covington  Sharp,  who  had  specialized  in 
diseases  of  the  eye,  ears,  nose  and  throat  in 
Laurel  for  several  years  past,  died,  January  30, 
of  pneumonia  following  an  attack  of  influenza. 
He  was  buried  in  New  Orleans. 


Dr.  J.  B.  Harris,  sixty-seven  years  of  age,  of 
Stewart,  Mississippi,  died,  January  26,  at  Jack- 


son. Funeral  services  were  held  at  Mulligan 
Springs  near  Stewart  on  the  afternoon  of  Janu- 
ary 28. 

Dr.  Harris  was  a graduate  of  the  Louisville 
Medical  College  and  Tulane  University  and  had 
been  in  practive  for  more  than  forty  years. 

In  1893  Dr.  Harris  married  Miss  Nora  Arnold 
at  Walthall,  Mississippi.  He  is  survived  by  four 
children  of  this  union  who  are:  Mrs.  Clyde 

Winters,  Ruleville;  Miss  Bess  Harris,  Lucedale; 
Miss  Nora  Harris,  Sidon;  and  Arnold  Harris, 
Raleigh,  North  Carolina. 

The  Journal  extends  its  sympathies  to  the  family 
of  Dr.  Harris. 


Dr.  Thomas  F.  Elkin,  of  Tupelo,  died  at  his 
home,  January  30.  Dr.  Elkin  had  been  suffering 
from  a prolonged  illness,  and  his  death  was  not 
unexpected  due  to  its  seriousness  for  the  last 
few  weeks. 

Dr.  Elkin  was  born  June  13,  1869  in  Monroe 
County,  Mississippi,  his  parents  being  Dr. 
Thomas  Benjamin  Elkin  and  Mattie  Fitzgeral 
Elkin.  He  obtained  his  early  education  in  the 
public  and  private  schools  of  his  native  country, 
then  entered  the  A.  & M.  College  of  Mississippi 
at  Starksville.  Upon  completion  of  the  pre- 
scribed work  at  this  college  he  entered  the  Uni- 
versity of  Mississippi  at  Oxford.  He  was 
graduated  with  the  degree  of  M.  D.  from  Tulane 
University  at  New  Orleans  in  1891,  and  later  took 
post  graduate  work  in  New  York  and  Chicago. 
Dr.  Elkin  practiced  medicine  in  Monroe  County, 
Mississippi,  for  two  years,  then  moved  to  Nettle- 
ton  in  Lee  County,  where  he  remained  for  six 
years.  At  the  end  of  this  time  he  went  to  Tupelo, 
Mississippi,  where  he  has  practiced  his  profes- 
sion for  the  past  thirty  years.  He  was  local 
surgeon  for  the  Mobile  & Ohio  Railroad,  and  a 
director  in  the  Tupelo  Hospital,  and  previously 
a member  of  the  Mississippi  State  Board  of 
Health  from  1916  to  1924.  He  was  a member  of 
the  firm  of  Thomas-Kincannon-Elkin  Drug  Com- 
pany, the  largest  drug  firm  in  North  Mississippi 
and  was  a director  in  The  Bank  of  Tupelo. 

Dr.  Elkin  was  married  to  Miss  Lottie  Dale 
Armstrong  in  1901,  and  to  them  was  boi'n  two 
daughters.  Ruby  and  Francis. 

During  his  college  days  he  was  a member  of  the 
Delta  Kappa  Epsilon  fraternity,  and  in  his 
church  affiliations  he  was  a member  of  the  First 
Methodist  Church  of  Tupelo. 

The  Journal  extends  its  sympathy  to  the 
bereaved  family. 
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The  Ultra-Violet  Rays:  Their  Action  on  Internal 

Nervous  Diseases  and  Use  in  Preventing  Loss 
of  Color  and  Falling  of  the  Hair:  By  Arnold 

Lorand,  M.  D.  Philadelphia,  F.  A.  Davis 
Company.  1928.  pp.  258. 

The  first  section  of  this  book  is  concerned  with 
the  healing  properties  of  natural  and  artificial 
sunlight,  in  such  variegated  conditions  as  disorders 
of  the  endocrine  glands,  high  blood  pressure,  gall- 
stones, ulcers  of  the  stomach,  old  age  symptoms, 
and  cosemtic  faults.  The  second  part  of  the  book 
devotes  some  90  pages  to  the  treatment  of  falling 
hair  by  the  ultra-violet  rays,  while  the  third  part 
of  the  book  has  to  do  with  the  treatment  of  gray- 
ing hair  by  the  quartz  light.  Any  medical  man 
interested  in  getting*  a new  approach  in  the  treat- 
ment of  all  these  diseases  and  disorders  by  one 
method  vrill  get  a certain  amount  of  satisfaction 
from  a perusal  of  this  book. 

J.  H.  Musser,  M.  D. 


Practical  Dietetics  in  Health  and  Disease:  By 
Sanford  Blum,  A.  B.,  M.  S.,  M.  D.  3d  ed. 
rev.  & enl.  Philadelphia.  F.  A.  Davis  Co. 
1928.  pp.  380. 

This  book  is  a collection  of  carefully  selected 
dietaries  which  (as  Dr.  Blum  states)  “can  readily 
be  modified  to  meet  the  needs  of  the  individual 
case.”  The  material  is  stated  in  such  a way 
that  one  needs  to  spend  only  a few  minutes  to 
become  familiar  with  the  foods  used  for  a specific 
purpose.  Naturally  there  may  be  a difference  of 
opinion  about  certain  foods,  but  there  is  little 
danger  of  going  far  wrong  if  followed  complete- 
ly. It  was  never  intended  to  be  a scientific  study 
of  tbe  principles  of  dietetics,  and  would  be  almost 
useless  as  a text-book;  but  as  a reference  book 
and  guide  in  the  selection  of  dietaries  its  value  to 
one  who  knows  the  principles  of  dietetics  yet  has 
not  been  in  the  habit  of  presci’ibing  diets,  as  is 
often  the  case  with  general  practitioner  or  sur- 
geon, can  hardly  be  over-estimated.  It  is  not  dif- 
ficult to  understand  that  Dr.  Blum  has  employed 
the  included  dietaries  with  success. 

Although  the  chapters  devoted  to  the  treatment 
of  diabetes  are  far  from  an  exhaustive  study  they 
could  be  used  until  such  cases,  whenever  possible, 
may  be  referred  to  an  internist.  Even  when  the 
diabetic  diets  are  carefully  worked  out  and  with 
a good  many  changes  in  menus  it  is  difficult  to 
keep  the  patients  satisfied,  and  the  more  intel- 
ligent ones  grow  neglectful  after  long  periods  of 
time.  This  is  to  say  nothing  of  the  many  in- 
stances where  it  is  impossible  to  teach  the  com- 
plicated methods  of  weighing  and  selecting  foods. 


The  chapters  on  infant,  childhood,  and  adole: 
cence  feedings  are  more  complete  and  very  pract 
cal.  I notice  that  Dr.  Blum  recommends  feedin 
babies  very  early.  This  is  a little  different  froi 
what  we  have  been  taught  in  most  other  moderi 
dietetics,  but  only  by  use  can  we  prove  which  i( 
better.  Very  often  people  point  out  children  t( 
me  that  have  been  fed  and  most  of  them  are  stron 
healthy  children.  True  they  may  be  healthy  i 
spite  of  the  food  given,  but  more  than  likely  it  : 
because  of  it,  at  any  rate,  the  dietaries  are  can 
fully  chosen  and  clearly  and  concisely  stated. 

All  in  all,  this  book  on  dietetics  is  what  it 
name  implies;  and  dietetics,  no  matter  ho- 
scientifically  perfect,  means  nothing  unless  e: 
pressed  in  foods  for  practical  use. 

0.  E.  Wakefield,  R.  N. 


Fever,  Heat  Regulation,  Climate,  and  the  Thyroic 
Adrenal  Apparatus:  By  W.  Cramer,  Ph.D 

D.Sc.,  M.  R.  C.  S.  London,  Longmans,  Gree 
& Co.  1928.  pp.  153. 

There  is  a nervous  and  a humoral  apparatu 
for  heat  regulations.  Stimulation  of  the  sympi 
thetic  increases  metabolism  and  thereby  increase 
heat  production.  While  it  diminishes  heat  lof 
through  constriction  of  the  cutaneous  blood  ves' 
sels  it  increases  heat  loss  through  stimulation  c 
the  sweat  glands  or  for  the  arrectores  piloruni 
Stimulation  of  the  sympathetic  by  increasing  he?: 
production  and  by  preventing  a compensating  ir 
crease  in  the  heat  loss  or  actually  diminishing  :■ 
pi'oduces  “sympathetic  fever.”  In  fever  there  i. 
a change  in  the  “internal  thermal  environment 
due  to  the  stimulation  of  the  thyroid  and  adreni 
glands.  Conversely  the  functional  activity  c 
these  glands  can  be  brought  into  play  by  chans 
ing  the  “external  thermal  environment.”  Expe 
sure  to  cold  stimulates  these  glands  to  increase 
activity.  Exposure  to  heat  diminishes  their  ac 
tivity.  The  thyroid  and  adrenal  glands  repre 
sent,  therefore,  a humoral  apparatus  for  the  hea 
regulation  of  the  body.  A bracing  climate  is  on 
which  stimulates  the  sympathetic  and  the  thyroi 
and  adrenal  glands,  a “relaxing”  climate,  oni 
which  fails  to  stimulate  them.  The  so-called  hea; 
center  in  the  tuber  cinereum  is  explicable  as 
grooup  of  nerve  cells  representing  the  central  cor 
nections  of  the  sympathetic. 

Conditions  involving  increased  heat  productior| 
such  as  a change  from  a hot  to  a cold  environj 
ment  or  the  “sympathetic  fever”  induced  by  th 
injection  of  pyrogenic  substance,  produces  an  in 
tense  secretory  activity  of  the  thyroid,  of  whic 
the  disappearance  of  colloid  is  the  most  obviouj 
feature.  Conversely  change  from  a cold  to  a ho’ 
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vironment  which  reduces  heat  px'oduction  is  ac- 
mpanied  by  an  accumulation  of  colloid  and  by 
tological  changes  in  the  cells  of  the  gland 
heating  diminished  cellular  activity.  The  liver 
virtue  of  its  glycogenic  function  is  regarded  as 
s central  organ  of  metabolism. 

Pathological  evidence  that  the  thyroid  adrenal 
paratus  is  concerned  in  the  heat  regulation  of 
“ body  is  presented. 

This  investigation  into  the  thyroid  adrenal  ap- 
ratus,  fever  and  heat  regulation  had  its  origin 
an  investigation  of  the  influence  of  various 
rmones,  and  of  the  thyroid  hormone  in  par- 
ular,  on  the  growth  of  cancer.  Since  it  seemed 
ssible  that  the  regression  of  cancerous  growths, 
len  it  occurred,  was  due  to  the  condition  of 
rer  which  had  existed,  this  led  to  an  investi- 
tion  of  the  mechanism  of  fever.  The  book  is, 
srefore,  offered  as  a by-product  of  cancer  re- 
irch. 

There  are  numerous  very  good  illustrations. 

Henry  Laurens,  Ph.D. 


icteriology  and  Surgery  of  Chronic  Arthritis 
and  Rheumatism:  By  H.  Warren  Crowe,  D.  M., 
B.  Ch.  (Oxon.),  M.  R.  C.  S.,  L.  R.  C.  P.,  New 
York,  Oxford  University  Press.  1927.  187  pp. 

This  book  is  a most  modern  contribution  of  ten 
apters  covering  in  a most  artistic  manner  the 
•iter’s  views  of  the  bacteriology  and  surgery  of 
ronic  joint  manifestations.  His  hypothesis  is 
ide  most  real  by  his  careful  checking  and  fol- 
v-up  of  his  case  records  and  experiments.  It  is 
)st  fortunate  that  this  contribution  should 
How  so  closely  a previous  work,  namely, 
'reatment  of  Chronic  Arthritis  in  Rheumatism,” 
lich  has  invoked  so  much  favorable  considera- 
)n  by  the  profession.  The  text  is  most  admir- 
ly  arranged,  beautifully  illustrated  and  very 
tractive  for  reading  purposes.  Those  interested 
the  solution  of  this  long  mooted  question, 
imely  rheumatism,  will  find  in  a review  of  this 
>rk  the  most  modern  conception  of  the  phases 
this  disease  which  the  author  attempts  to  treat. 

P.  T.  Talbot,  M.  D. 


iseases  of  the  Intestines:  Including  the  Liver, 
Gall-Bladder,  Pancreas  and  Lower  Alimentary 
tract:  3d  ed.  rev.  & enl.  Philadelphia,  F. 

A.  Davis  Co.  1928.  pp.  905. 

The  author  has  well  covered  the  subject  of  the 
seases  of  the  intestines  and  lower  alimentary 
act  in  the  limited  space  of  one  volume  of  905 
iges.  The  book  is  well  illustrated  with  many 
xt  engravings  and  plates. 

Laboratory  procedures  and  technic  for  ex- 
ninations  of  the  intestines  and  lower  alimentary 


tract,  pancrease,  gall-bladder  and  liver  are  taken 
up  in  detail.  And  in  many  instances  the  author’s 
work  is  original.  The  author  has  done  extensive 
work  on  the  examination  of  pancreatic  enzymes, 
but  we  cannot  agree  that  the  potency  of  the  vari- 
ous enzymes  run  parallel. 

This  volume  covers  for  the  first  time  the  dis- 
eases of  the  liver,  gall-bladder  and  ducts,  and 
the  pancrease.  Diseases  of  the  small  and  large 
bowel,  including  appendicitis;  the  rectum  and  anus, 
are  fully  taken  up  as  to  etiology,  pathology,  symp- 
toms, diagnosis  and  treatment.  The  chapter  on 
chronic  excessive  intestinal  toxemia,  described  as 
a clinical  entity  is  both  interesting  and  illuminat- 
ing. 

The  subjects  are  not  arranged  as  a compilation 
of  data  but  the  personal  experiences  and  original 
work  of  the  author  are  noted. 

Herbert  L.  Weinberger,  M.  D. 


Public  Health  and  Hygiene:  By  William  Hal- 

lock  Park,  M.  D.  2d  edition,  thoroughly  re- 
vised. Philadelphia,  Lea  & Febiger.  1928. 
pp.  902. 

The  second  edition  of  Dr.  W.  H.  Park’s  book 
on  Public  Health  and  Hygiene  is  a welcome  con- 
tribution to  our  knowledge  of  this  subject.  A 
large  number  of  well-known  contributors  have 
collaborated  with  Dr.  Park  in  the  development  of 
the  work.  The  subject  itself,  or  rather  the  sub- 
jects, are  briefly  but  adequately  covered  and  the 
diction  is  most  excellent. 

The  book  is  divided  into  thirty-four  chapters, 
dealing  with  all  of  the  ordinary  aspects  of  public 
health  and  preventive  medicine  as  well  as  with 
sanitation,  ventilation,  water  supply,  personal, 
military,  child,  tropical  and  mental  hygiene,  and 
public  health  education.  The  chapter  by  Profes- 
sor Winslow  is  very  interesting  on  account  of  the 
new  light  shed  upon  the  facts  of  humidity  and 
temperature  on  the  health  of  the  individual.  A 
chapter  on  cancer  from  the  public  health  view- 
point by  Dr.  Soper  is  also  very  interesting. 

Dr.  Park  has  incorporated  the  results  of  the 
investigations  of  himself  and  his  colleagues  on 
prevention  of  diphtheria,  the  administration  of 
toxin-antitoxin  and  comments  on  the  permanence 
of  the  immunity  produced.  These  remarks  from 
this  well-known  investigator  on  the  subject  are 
worthy  of  the  closest  attention  by  all  physicians. 

The  book,  besides  being  a collection  of  scien- 
tific facts  dealing  with  the  transmission  and 
prevention  of  disease,  makes  interesting  reading 
for  anyone  who  desires  information  on  the  broad 
subject  of  individual  and  public  health  mainte- 
nance. It  is  a book  that  should  be  in  the  library 
of  every  practicing  physician  and  public  health 
official. 

L.  C.  Scott,  M.  D. 
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Laboratory  Manual  of  the  Massachusetts  General 
Hospital:  By  Roy  H.  Wheeler,  M.  D.,  and 

F.  T.  Hunter,  M.  D.  2d  ed.,  enl.  and  thor- 
oughly rev.  Philadelphia,  Lea  & Febiger. 
1928.  pp.  101. 

A brief  and  accurate  guide  in  laboratory  pro- 
cedure that  may  prove  of  use  to  the  general 
practitioner. 

I.  L.  Robbins,  M.  D. 


Physician  and  Patient:  Edited  by  L.  Eugene 

Emerson.  Cambridge,  Harvard  University 
Press.  1929.  pp.  244. 

This  book  consists  of  a group  of  lectures  on 
the  physician  and  the  personal  care  of  the  patient, 
from  the  Harvard  Medical  School.  It  is  a subject 
of  vital  importance  and  strikes  at  the  very  heart 
of  the  successful  practice  of  medicine  in  its  most 
humanitarian  and  social  aspects.  The  book  should 
be  recommended  to  all  students  and  both  physi- 
cians and  students  may  read  it  with  great  profit 
to  themselves.  The  chapter  entitled  “The  Medical 
Education  of  Jones,  by  iSmith,”  is  most  excellent 
and  doubtlessly  refers  to  Dr.  Osier.  I recom- 
mend it  most  heartily. 

I.  L.  Robbins,  M.  D. 


The  Brain  from  Aj^e  to  Mayi:  By  Frederick  Til- 

ney,  Ph.D.,  M.  D.  (With  chapters  on  the  re- 
construction of  the  gray  matter  of  the  prim- 
ate brain  stem  by  H.  A.  Riley,  A.  M.,  M.  D.) 
New  York,  Paul  B.  Hoeber,  Inc.  1928.  2v. 

pp.  1220. 

Doctor  Tilney  presents  in  this  work  a survey  of 
the  brains  of  eleven  primates  representing  a suc- 
cession from  the  lower  members  of  the  group  to 
the  higher  anthropoids  and  man.  The  available 
evidences  of  primitive  man  are  inserted  in  the 
series,  the  whole  forming  a stimulating  account 
of  evolutionary  sequence. 

The  purpose  of  the  book  is  the  assembling  and 
discussion  of  the  evidences  of  evolution  displayed 
in  the  brain.  A descriptive  section  is  accordingly 
devoted  to  each  of  the  forms,  treating  the  sur- 
face anatomy  of  the  brain  and  internal  structure 
of  the  brain  stem  There  is,  further,  an  analysis 
of  the  critical  modifications  in  behavior  of  the 
particular  animals,  to  correlate  with  their  vary- 
ing cerebral  structures.  Demonstration  is  pre- 
sented that  the  evolutionary  process  is  reflected 
in  parallel  changes  of  behavior  and  brain  struc- 
ture. This  process  is  most  apparent  in  accessions 
to  the  function  of  neokinesis  (the  reactions  de- 
termined by  neural  combinations  assembled  in  the 
cerebral  cortex,  exclusive  of  olfactory  regions,  and 
projected  via  the  pyramidal  system)  and  cor- 
responding modification  of  the  structures  regulat- 
ing it.  Neokinesis  attains  its  highest  expression 


with  the  assumption  of  an  upright  posture  an< 
bipedal  locomotion,  the  hand  being  released  fo: 
specialized  performances. 

Though  the  subject  of  human  evolution  has  < 
wide  appeal  the  general  reader  is  likely  to  bi 
discouraged  by  the  extensive  presentation  o 
technical  details.  The  book  will  be  of  particulaij 
value  to  those  interested  in  such  fields  as  zoology 
anthropology,  anatomy  and  phychology. 

Harold  Cummins,  Ph.D. 


Physical  Education  Activities  for  High  Schoo 
Gi)\s:  By  the  Staff  of  the  Department  o;i 

Physical  Education  for  Women,  University  olj 
Michigan.  Philadelphia,  Lea  & Febiger 
1928.  Ulus.  pp.  322. 

Although  the  authors  make  modest  claim  foi 
their  work  it  is  nevertheless  an  exhaustive  woid 
on  the  subject.  It  deals  with  the  organizatioi 
and  administration  of  the  physical  activities.  Ii 
another  chapter  physical  examination  forms  ar( 
given  and  following  conference  on  the  physica 
defects  found  in  the  girls — gymnastics  are  or 
dered  for  both  the  individual  and  groups — a greal 
many  games,  tournaments  and  meets  are  describee 
most  fully.  It  should  prove  a v’eritable  treasure 
trove  to  those  engaged  in  this  work. 

I.  L.  Robbins,  M.  D. 
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GENITAL  TUBERCULOSIS.* 
HERMON  C.  RUMPUS,  JR.,  M.  D.,t 

AND 

GERSHAM  J.  THOMPSON,  M.  D.J 
Rochester,  Minn. 

If  the  mode  of  entry  of  an  infection  is 
unknown  and  the  method  of  treatment  is 
uncertain,  interest  in  the  subject  is  always 
aroused.  Tuberculosis  of  the  genital  tract 
is  no  exception  to  this  rule,  as  a review 
of  the  literature  will  show.  Is  the  disease 
primary  in  the  epididymis,  vesicles,  or 
prostate?  How  often  is  the  urinary  tract 
also  involved?  Should  epididymectomy  be 
performed?  Is  removal  of  the  entire  sem- 
inal tract  preferable  to  epididymectomy? 
If  epididymectomy  is  performed  what  are 
the  chances  of  the  remaining  epididymis 
becoming  involved?  Can  epididymectomy 
be  considered  a curative  procedure  or  only 
a palliative  one?  What  are  the  chances  of 
formation  of  sinuses  postoperatively  ? If 
they  occur,  how  long  do  they  persist?  What 
is  the  life  expectancy  in  these  cases?  If 
treatment  is  not  instituted  what  will  be 
the  outcome?  What  are  the  determining 
clinical  signs  of  tuberculous  and  non- 
tuberculous  epididymitis?  These  are  some 
of  the  many  questions  uppermost  in  the 
physician’s  mind  when  he  encounters  a 
case  of  tuberculous  epididymitis. 

With  these  questions  in  mind,  we  have 
reviewed  300  cases  which  we  observed 

*Read  before  the  Louisiana  State  Medical  Soci- 
ety at  Baton  Rouge,  April  10  to  12,  1928. 

fSection  on  Urology,  The  Mayo  Clinic. 

fFellow  in  Urology,  The  Mayo  Foundation. 


at  The  Mayo  Clinic  prior  to  January, 
1923.  One  hundred  and  seventy-five  of  the 
patients  were  operated  on.  The  cases 
occurring  within  the  last  five  years  have 
been  excluded  in  order  that  the  final  re- 
sults might  be  better  determined. 

DIFFERENTIAL  DIAGNOSIS. 

In  the  diagnosis  of  tuberculosis  of  the 
genital  tract  evidence  of  a tuberculous 
lesion  elsewhere  should  be  looked  for, 
naturally  in  the  urinary  tract  first.  If  it 
is  found,  the  probabilities  are  that  the 
thickened  epididymis  is  tuberculous.  In 
seventy-five  of  our  cases  dysuria  was 
present  and  in  all  but  seven  renal  tuber- 
culosis was  demonstrable.  The  indications 
are  that  dysuria  is  strong  presumptive  evi- 
dence of  urinary  tuberculosis  and  not  a 
common  symptom  of  genital  tuberculosis. 

In  112  of  the  175  surgical  cases,  all  veri- 
fied by  microscopic  examination  or  removed 
tissue,  there  was  no  sign  of  tuberculosis 
other  than  that  of  the  genital  tract.  In 
the  remaining  cases  there  was  evidence  of 
pulmonary  involvement  in  thirty-six,  of 
renal  involvement  in  thirty-three,  of  dis- 
ease in  the  bones  or  joints  in  nineteen,  and 
of  disease  of  the  lymphatics  in  eight,  giving 
a total  of  54.8  per  cent  of  associated  tuber- 
culosis outside  of  the  genital  tract. 

If  associated  tuberculous  lesions  are  not 
demonstrable,  a diagnosis  of  acute  tuber- 
culous epididymitis  must  not  be  made  too 
hurriedly  for  in  acute  cases  tuberculous 
and  non-tuberculous  infections  appear  very 
similar  in  the  prostate  and  vesicles.  As 
time  goes  on  the  non-tuberculous  infection 
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in  the  prostate  and  vesicles  subsides,  while 
the  tuberculous  infection  tends  to  progress. 
The  prostate  was  involved  in  52  per  cent 
of  our  cases.  It  was  described  as  irregu- 
lar, firm  and  nodular;  occasionally  one  had 
softened  areas. 

The  history  of  previous  epididymectomy, 
orchidectomy,  or  the  incision  of  a scrotal 
abscess  has  justly  been  considered  strong 
evidence  that  the  lesion  of  the  remaining 
epididymis  is  probably  tuberculous.  The 
presence  of  a discharging  sinus  is  almost 
pathognomonic,  although  in  some  instances 
it  may  indicate  gumma.  Tuberculous 
sinuses  are  usually  posterior,  while  those 
from  gumma  are  more  likely  to  be  anterior. 
Ninety-seven  of  the  patients  in  our  series 
had  received  surgical  treatment  previously; 
fifty-eight  incision  of  scrotal  abscesses,  six 
epididymectomy,  and  thirty-three  orchi- 
dectomy ; 108  patients  had  discharging 
sinuses. 

As  the  non-tuberculous  lesions  are 
usually  unilateral,  the  presence  of  bilateral 
epididymitis  probably  favors  a tuberculous 
origin. 

PRIMARY  SEAT  OF  INFECTION. 

To  answer  the  question  regarding  which 
of  the  genital  organs  will  be  involved  first 
in  a tuberculous  infection  appears  to  be  al- 
most hopeless.  It  is  possible  that  any  one 
of  the  organs  may  be  initially  involved. 
The  main  arguments  relative  to  treatment, 
however,  depend  on  the  settling  of  this 
point.  If  the  epididymis  can  be  shown  to 
be  the  initial  site  of  the  disease,  the  simple 
procedure  of  epididymectomy  becomes 
logical.  If,  on  the  other  hand,  it  is  shown 
that  the  disease  originates  in  the  prostate 
or  seminal  vesicles,  the  radical  removal  of 
the  seminal  tract  would  be  the  logical 
procedure. 

Those  who  believe  that  the  prostate  is 
the  initial  site  of  the  disease  point  out  that 
when  apparently  recent  tuberculous  lesions 
are  found  in  the  epididymis  the  process  is 
usually  far  advanced  in  the  prostate  and 
vesicles  and  that  the  lesion  usually  de- 


velops in  the  lower  pole  of  the  epididymis, 
where  it  would  be  expected  that  infection 
by  way  of  the  vas  deferens  would  first  ap- 
pear. 

Young,  in  a most  comprehensive  article 
on  the  subject  in  which  he  advocates  the 
radical  removal  of  the  entire  seminal  tract, 
asserts  that  the  primary  focus  is  in  the 
seminal  vesicles. 

Clinical  evidence  seems  to  indicate  that 
the  disease  is  primary  in  the  epididymis 
for  there  are  innumerable  incidences  in 
which  examination  of  the  prostate  after 
epididymectomy  shows  that,  where  former- 
ly the  prostate  was  firm  and  nodular,  it 
has  become  much  smoother  and  softer  and 
frequently  scarcely  palpable.  The  same  is 
true  of  the  seminal  vesicles. 

In  twenty-five  cases  in  our  series  in 
which  subsequent  examination  was  made 
some  time  after  epididymectomy  the  pros- 
tate and  seminal  vesicles  appeared  to  be 
normal ; in  thirty-five  others  it  was  nodu- 
lar, but  apparently  not  causing  trouble.  In 
only  one  case  was  a subsequent  operation 
on  the  prostate  or  vesicles  necessary. 

Involvement  of  one  seminal  vesicle  was 
noted  in  sixty-eight  cases  in  all  of  which 
the  epididymis  on  the  same  side  was  af- 
fected. In  sixteen  of  these  the  opposite 
epididymis  was  also  involved,  although  the 
vesicle  on  that  side  felt  normal. 

This  would  suggest  that  the  infection  did 
not  travel  through  the  vesicles  to  the  other 
epididymis,  but  that  it  was  primary  in  the 
epididymis,  and  seems  to  explain  the  im- 
provement noted  following  epididymec- 
tomy. 

ASSOCIATED  URINARY  INFECTION. 

There  are  many  references  in  the  liter- 
ature to  the  incidence  of  genital  tubercu- 
losis as  a complication  of  urinary  infection. 
Braasch  in  1920,  reporting  234  cases  of 
renal  tuberculosis,  noted  that  there  was 
genital  infection  in  171  (73  per  cent).  It 
is  difficult  to  find  in  the  literature  esti- 
mates of  the  percentage  of  urinary  tuber- 
culosis complicating  genital  infection. 
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In  our  series  of  300  cases  renal  tuber- 
culosis was  found  to  be  present  in  110  and 
developed  after  epididymectomy  in  seven. 
It  would  seem  that  there  is  a 36  per  cent 
chance  of  the  association  of  renal  tubercu- 
losis with  tuberculosis  epididymitis.  Since 
in  35.7  per  cent  of  the  cases  of  bilateral 
involvement  there  was  renal  tuberculosis 
and  since  in  37.1  per  cent  of  the  cases  of 
unilateral  involvement  there  was  renal 
infection  the  chances  of  an  associated  renal 
tuberculosis  seem  about  equal  whether  the 
epididymis  is  involved  on  one  or  both  sides. 

In  fifty-three  cases  in  which  only  one 
kidney  was  affected  the  epididymis  on  the 
same  side  was  affected  in  twenty-three 
cases,  on  both  sides  in  twenty-one,  and  on 
the  opposite  side  in  only  nine.  There  ap- 
pears to  be  an  overwhelming  chance  that 
when  there  is  associated  renal  tuberculosis 
it  will  be  found  on  the  side  of  the  affected 
epididymis. 

ANALYSIS  OF  URINE. 

Microscopic  examination  of  the  urine 
was  made  in  293  cases.  It  was  negative 
for  the  bacilli  of  tuberculosis  in  ninety-two 
and  positive  in  sixty-four.  Thirty-six  of 
the  latter  were  in  the  surgical  group  and 
renal  tuberculosis  was  demonstrated  in  all 
but  five.  Two  of  the  patients  died  within 
three  years,  presumably  of  renal  tubercu- 
losis; nephrectomy  for  tuberculosis  was 
done  later  in  two  cases  and  the  fifth  pa- 
tient died  of  cardiac  disease.  This  would 
seem  to  indicate  that  bacilli  of  tuberculosis 
are  rarely  found  in  the  urine  in  cases  of 
tuberculous  epididymitis  unless  there  is 
also  tuberculosis  of  the  kidney, 

INVOLVEMENT  OF  THE  REMAINING  EPIDIDYMIS. 

In  109  of  our  cases,  approximately  one- 
third,  bilateral  involvement  was  noted  on 
examination  and  involvement  of  the  re- 
maining epididymis  was  noted  in  thirty- 
eight  cases,  the  other  having  been  previ- 
ously removed,  presumably  because  of  tu- 
berculous infection.  With  these  per- 
centages in  mind  it  is  interesting  to  note 
the  incidence  of  involvement  of  the  remain- 
ing epididymis  following  epididymectomy. 


Keyes  says,  “Be  the  operation  ever  so 
slight  or  ever  so  radical,  relapse  on  the 
other  side  almost  invariably  occurs.” 

In  our  series  of  175  surgical  cases  there 
were  only  eighty-nine  in  which  extension 
to  the  remaining  epididymis  was  possible 
because  of  previous  operation  or  infection. 
Seventy-one  patients  are  living  and  twenty- 
eight  (39  per  cent)  have  tuberculosis  in 
the  remaining  epididymis. 

It  would  appear  that  epididymectomy 
does  not  tend  to  lessen  the  involvement  of 
the  remaining  epididymis,  yet  the  fact  that 
in  82  per  cent  of  the  cases  it  became  in- 
volved within  one  year  after  operation  in- 
dicates the  possibility  that  it  was  micro- 
scopically involved  at  the  time  of  operation 
and  became  noticeable  grossly  during  the 
year.  If  this  is  true,  the  operation  is  re- 
sponsible for  the  low  incidence  of  exten- 
sion later,  since  during  the  second  year 
only  6.5  per  cent  became  involved,  and 
from  two  to  ten  years  but  10  per  cent. 
After  this  time  involvement  was  infre- 
quent. 

• SINUS  FORMATION. 

Epididymectomy,  while  primarily  in- 
tended to  prevent  extension  of  the  disease, 
also  at  times  removes  and  prevents  sinus 
formation.  Unfortunately  this  is  not  al- 
ways the  case,  for,  as  in  all  tuberculous 
processes,  sinuses  develop.  In  our  175 
surgical  cases  healing  occurred  within  a 
month  in  seventy-two  and  during  the  first 
year  in  seventy-five.  In  eight  cases  a sinus 
persisted  for  two  years  and  in  two  for 
seven  years.  Several  of  the  patients  in 
replying  to  our  questionnaire  volunteered 
the  information  that  healing  did  not  com- 
mence until  they  exposed  themselves  to 
sunlight,  following  which  healing  was 
rapid. 

PROGNOSIS 

Of  the  series  of  175  patients  treated 
surgically  eighty-five  are  known  to  be 
alive  for  from  five  to  seventeen  years  after 
operation.  Thirteen  others  were  in  good 
health  when  heard  from  during  the  five 
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year  period  but  did  not  answer  the  ques- 
tionnaires. As  these  were  not  returned 
from  the  post  office,  the  probability  is  that 
they  were  received  and  not  answered.  In 
this  event  56  per  cent  of  the  patients  are 
alive  more  than  five  years.  Eighteen 
patients  (10.2  per  cent)  died  from  tuber- 
culosis of  the  urinary  tract;  nephrectomy 
had  been  performed  on  sixteen  of  these  at 
the  time  of  their  examination.  Seven 
others  who  were  free  from  renal  tuber- 
culosis at  the  time  of  operation  later  con- 
tracted the  disease.  Fifteen  patients  (8.6 
per  cent)  died  of  pulmonary  tuberculosis. 
Four  died  from  other  forms  of  tubercu- 
losis, making  a total  of  21  per  cent  of  cases 
in  which  death  was  attributed  to  tuber- 
culosis. If  we  consider  that  all  patients 
not  heard  from  have  died  from  tuberculosis 
and  exclude  nine  who  died  from  other 
causes,  there  is  61  per  cent  of  good  results. 
These  good  results  we  attribute  to  the  large 
percentage  of  cases  of  renal  tuberculosis 
discovered  at  the  time  of  examination,  and 
to  the  prompt  surgical  treatment.  This  is 
further  emphasized  by  the  low  incidence 
(10  per  cent)  of  later  deaths  from  renal 
tuberculosis. 

Forty  of  our  patients  had  atrophy  of 
the  testicle  following  operation  and  thirty 
did  not:  a four  to  three  chance  that  the 
testicle  will  atrophy  following  epididymec- 
tomy.  Since  there  appears  a 39  per  cent 
possibility  of  extension  to  the  other  side 
with  the  necessity  of  a second  epididymec- 
tomy,  the  possibility  of  bilateral  atrophy 
would  seem  a serious  contra-indication  to 
surgery.  Unless  suppuration  is  present  or 
evidently  will  occur  and  there  is  annoying 
weight  and  pain,  heliotherapy  where  avail- 
able should  certainly  be  carefully  consid- 
ered as  an  alterative  to  surgery.  Unfor- 
tunately, few  can  spare  the  time  or  bear 


the  expense  for  this  form  of  treatment  and 
so  for  the  majority,  surgery  offers  the  most 
available  chance  of  relief. 

CONCLUSIONS. 

In  conclusion  it  may  be  emphasized  that: 

1.  Dysuria  is  a symptom  of  urinary 
tuberculosis  and  does  not  occur  when  the 
disease  is  confined  to  the  genital  tract. 

2.  The  presence  of  the  bacilli  of  tuber- 
culosis in  the  urine  indicates  renal  involve- 
ment. 

3.  Unless  the  urine  is  negative  micro- 
scopically, cystoscopy  should  be  done  in  all 
cases  of  chronic  tuberculous  epididymitis. 

4.  Involvement  of  the  remaining  epidi- 
dymis may  be  expected  in  39  per  cent  of 
cases  following  epididymectomy. 

5.  This  will  occur  in  most  cases  within 
a year. 

6.  There  is  a 7 per  cent  chance  that 
renal  tuberculosis  will  develop  after  epi- 
didymectomy. 

7.  Satisfactory  late  results  may  be  ex- 
pected in  more  than  60  per  cent  of  cases. 

DISCUSSION. 

Dr.  H.  W.  E.  Walther  (New  Orleans)  : I think 

that  a tuberculous  diathesis  must  be  considered 
in  all  unusually  prolonged  instances  of  “gon- 
orrheal” epididymitis.  We  still  have  a great  deal 
of  Neisserian  infection  to  treat  and  we  will  always 
see  a fair  proportion  of  these  cases  develop 
epididymitis,  a most  painful  and  oftimes  very 
distressing  symptom  to  the  patient,  incapaci- 
tating, and  sometimes  very  troublesome  for 
the  doctor  to  get  any  results.  We  have  no- 
ticed in  our  practice  that  these  so-called  obsti- 
nate cases  of  gonococcal  epididymitis,  where  there 
is  no  response  to  therapy,  mostly  occur  in  rather 
thin  emaciated  males  and  I cannot  help  but  feel 
that  where  the  Wasserman  is  negative  and  we  can 
find  no  evidence  of  malignancy,  that  tuberculous 
diathesis  must  be  considered.  So  along  with  the 


Bumpus  & Thompson — Genital  Tuberculosis. 


685 


usual  treatment  that  we  direct  in  these  infections 
we  should  carry  out  the  tuberculosis  regime  of 
rest,  sunlight,  or  ultra-violet  lamp,  plenty  of  food 
and  fresh  air;  in  fact,  the  usual  treatment  em- 
ployed in  pulmonary  tuberculosis.  Foreign  pro- 
tein, therapy,  used  ordinarily  and  with  somewhat 
good  results,  is  rather  to  be  condemned  here  for 
it  seems  to  light  up  these  conditions  with  tubercu- 
lous diathesis.  Furthermore,  with  diathermy, 
which  is  employed  a great  deal  in  the  treatment  of 
epididymitis,  we  notice  in  this  type  we  do  not  seem 
to  get  good  results;  on  the  contrary,  it  appears 
rather  to  aggravate  the  condition. 

Ballenger  of  Atlanta,  when  he  encounters  hy- 
drocele as  an  accompanying  condition  aspirates 
the  hydrocele  fluid  and  reinjects  it  in  the  buttocks, 
continuing  the  treatment,  giving  the  injections 
every  four  or  five  days.  He  says  tuberculous  epi- 
didymitis responds  miraculously  to  this  treatment. 
Just  what  there  is  in  the  serum  from  hydrocele  I 
do  not  know  but  he  reported  a series  which  is 
quite  interesting. 

Then  we  have  Keyes’  operation.  He  advises 
incising  the  epididymis  from  pole  to  pole,  first, 
of  course,  suturing  the  tunica  to  the  skin,  open- 
ing the  epididymis  wide,  curetting  and  leaving 
open.  He  says  these  tracts  do  not  heal  sometimes 
for  a year.  He  has  good  results  by  that  operation, 
but  whether  it  will  cure  the  infection  time  only 
will  tell. 

After  tapping  or  puncturing  a scrotal  abscess 
we  know  that  we  often  find  fistulous  tracts  we 
feel  are  due  to  tuberculosis.  Here  ultra-violet 
light  helps.  When  the  seminal  vesicle  and  pros- 
tate are  involved,  try  ultra-violet.  Keyes  states 
that  when  French  urologists  encounter  unilateral 
tuberculous  epididymitis,  they  (due  to  their  ex- 
perience of  past  years  in  finding  such  a large  per- 
centage of  recurrences  on  the  other  side)  at  the 
time  of  operation  do  a bilateral  epididymectomy. 

Dr.  Abe  Mattes,  (New  Orleans)  : I believe  if 

we  could  voice  the  experience  of  the  urologists 
throughout  the  world  in  regard  to  genital  tubercu- 
losis we  would  find  there  is  quite  a difference  of 
opinion  as  to  the  treatment  indicated  in  the  cases 
encountered.  In  our  colored  service  at  Charity 
Hospital  I can  only  remember  one  case  in  ten 
years  that  came  back  for  epididymeal  involvement 
in  the  remaining  testicle.  We  see  ordinarily 
about  a half  dozen  cases  of  tuberculosis  of  the 
epididymis  in  our  service  during  the  year,  quite 
a contrast  to  the  high  incidence  of  tuberculosis, 
pulmonary,  renal  and  otherwise.  The  conserva- 


tive measures,  by  which  I mean  curettage,  excision 
of  tract  and,  in  more  marked  cases,  orchidectomy, 
serve  to  remove  the  cause  of  disability.  In  the 
last  few  years  I have  seen  several  cases  of  seminal 
tuberculous  secondary  to  renal  tuberculosis,  the 
condition  making  its  appearance  after  the  tubercu- 
lous kidney  had  been  removed.  Two  cases  in  which 
the  prostate  and  seminal  vesicles  became  involved 
following  nephrectomy  for  renal  tuberculosis, 
much  to  my  surprise,  subsided  under  the  ordinary 
treatment  adopted  for  tuberculosis. 

I certainly  enjoyed  Dr.  Bumpus’  very  interest- 
ing paper. 

Dr.  H.  W.  E.  Walther  (New  Orleans)  : I would 
like  to  ask  a question.  I am  well  aware  that  the 
Mayo  Clinic  believes  quite  widely  now  in  biopsy 
work.  Would  it  be  contraindicated  in  tuberculosis 
where  we  have  a lesion  of  which  we  are  in  doubt 
as  to  operating  on  the  epididymis?  Would  that  be 
one  time  when  you  would  do  a biopsy? 

Dr.  H.  C.  Bumpus  (closing)  : In  answer  to  Dr. 

Walther’s  question  regarding  biopsy,  I believe  that 
would  depend  on  the  acuteness  of  the  disease.  We 
had  two  patients  who  developed  meningitis  after 
operation  had  been  carried  out  in  a subacute  case. 
There  is  evidently  a greater  chance  of  spreading 
the  tuberculosis  organism  from  a subacute  epidi- 
dymitis than  is  usually  supposed. 

I purposely  left  out  anything  in  regard  to  the 
treatment  of  this  condition  because  of  the  short 
space  of  time.  When  Dr.  Young  was  in  Rochester 
some  years  ago  he  spoke  on  this  subject.  He 
believes  the  entire  seminal  tract  should  be  removed 
and  stated  that  if  the  urologists  would  go  back 
to  their  records  they  would  find  very  few  cured 
cases  by  conservative  surgery  after  five  years,  so 
in  making  this  study  we  left  out  all  the  cases 
that  have  been  treated  within  the  last  five  years, 
and  we  found  60  per  cent  of  good  results  after 
that  period.  We  tried  Young’s  radical  operation 
in  nine  cases;  four  died,  four  are  living  and  one 
we  have  been  unable  to  trace.  Of  the  four  we 
were  able  to  get  in  touch  with,  three  are  in  good 
condition  and  one  has  a discharging  sinus.  That 
certainly  shows  no  better  result  than  by  the  con- 
servative method. 

There  is  no  doubt  about  the  advantage  of  helio- 
therapy or  ultra-violet  light,  but  that  requires  a 
considerable  expense.  This  treatment  has  been 
carried  out  on  service  men  who  were  put  to  bed 
and  kept  there  a year.  There  are  very  few  pa- 
tients we  can  confine  to  bed  for  such  a length  of 
time  to  give  them  the  advantage  of  heliotherapy. 
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COMMON  DISORDERS  OF  THE  COLON 

OBSERVED  IN  THE  TREATMENT 
OF  THE  CHRONIC  INVALID* 

E.  L.  EGGLESTON,  M.  D., 

Battle  Creek,  Michigan. 

Disorders  of  the  gastro-intestinal  tract 
have  received  considerable  comment  by  the 
profession  during  the  past  few  years,  but 
most  of  this  attention  has  been  centered  on 
the  upper  part  of  the  tract.  Peptic  ulcer, 
malignancy,  and  biliary  tract  troubles  have 
largely  monopolized  the  space  in  medical 
literature.  The  colon  and  its  disorders 
have  escaped  the  critical  study  warranted 
by  the  disability  resulting  to  the  individual 
thus  afflicted.  For  some  years,  we  turned 
the  colon  over  to  those  who  served  the  in- 
terests of  the  manufacturing  chemists  and 
they  vied  with  one  another  in  their  efforts 
to  provide  new  cathartic  combinations. 
Little  did  we  realize  that  we  were  placing 
a mortgage  on  the  future  comfort  of  our 
patients,  a mortgage  which  many  are  pay- 
ing today. 

Recently,  there  has  been  a decided  change 
in  the  trend  of  literature  and  we  note  that 
the  lower  gastro-intestinal  tract  is  receiv- 
ing its  share  of  attention.  We  recognize 
that  the  individual  complaining  of  marked 
symptoms  indicative  of  functional  misbe- 
havior on  the  part  of  the  colon,  is  not  well 
and  is  entitled  to  legitimate  study  rather 
than  a curt  dismissal  with  a diagnosis  of 
neurasthenia.  I wish  to  discuss  some  of 
the  troublesome  conditions  of  the  intestinal 
tract  which  we  meet  in  institutional  prac- 
tice that  are  difficult  to  diagnose  and  where 
a satisfactory  treatment  can  only  be  de- 
termined after  careful  observation  and 
study.  The  term  colitis  is  used  somewhat 
loosely  by  the  profession.  Strictly  speak- 
ing, it  indicates  an  inflammation  of  the 
colon  but  it  is  used  frequently  to  designate 
certain  functional  disturbances  where  the 
pathologist  could  not  agree  with  the  diag- 


*Read before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 


nosis.  Discussing  this  subject,  Hurst 
says : 

“No  diagnosis  is  made  more  frequently  and  with 
less  justification.  Usually  when  colitis  is  diag- 
nosed, a name  indicating  an  organic  disease  is 
given  to  explain  symptoms  which  are  functional, 
and  much  time  and  money  are  spent  on  vaccines, 
intestinal  douches  and  visits  to  spas,  when  noth- 
ing more  than  a little  judicious  psychotherapy  is 
required.  On  the  other  hand,  the  same  diagnosis 
is  often  made  when  cancer  of  the  colon  or  rectum 
is  really  present,  and  weeks  are  allowed  to  pass 
with  futile  bacteriological  and  local  treatment 
until  all  chances  of  cure  by  a radical  operation 
are  lost.  It  is  clear,  therefore,  that  colitis  should 
never  be  diagnosed  until  a thorough  investigation 
has  shown  that  inflammation  of  the  colon — noth- 
ing less  and  nothing  more — is  present.” 

We  are  all  familiar  with  the  acute  colitis 
which  is  met  with  most  frequently  in  chil- 
dren during  the  warm  weather.  It  is  due 
to  some  specific  infection  usually  intro- 
duced with  food  which  is  undergoing  de- 
composition, or  it  may  be  due  to  the  de- 
velopment of  certain  types  of  bacteria, 
possibly  normal  inhabitants  of  the  in- 
testinal tract  which  have  become  pathologi- 
cal as  the  result  of  a lowered  resistance  on 
the  part  of  the  individual.  These  infec- 
tions are  usually  exogenous  and  apparently 
attack  the  intestinal  walls  from  contact 
with  the  intestinal  contents.  We  are  not 
particularly  concerned  with  these  today.  We 
are  more  interested  in  the  chronic  forms  of 
colitis,  those  types  that  may  be  due  to  in- 
fections blood  borne  or  possibly  to  para- 
sites introduced  with  food  or  drink. 

A strictly  typical  colitis  is  the  chronic 
ulcerative  type,  which  may  be  conveniently 
classified,  etiologically,  into  five  groups: 
First,  the  tubercular  form;  second,  those 
cases  resulting  from  malignant  growths; 
third,  the  amebic  or  bacillary  type ; fourth, 
those  cases  found  in  typhoid  states,  or  pel- 
lagra, or  as  terminal  findings  in  certain 
wasting  diseases;  fifth,  the  so-called  non- 
specific type.  The  first  two  types  I shall 
not  attempt  to  discuss.  The  third,  or 
amebic  type  of  ulcerative  colitis,  is  seen  in 
this  section  of  the  country  very  frequently. 
It  was  formerly  considered  to  be  limited  to 
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the  Southern  portion  of  the  United  States, 
but  is  now  being  reported  from  all  sections 
of  the  country.  The  diagnosis  is  frequently 
being  Qver-looked  because  of  insufficient 
laboratory  study  or  because  of  its  peculiar 
clinical  manifestations.  The  following  case 
will  illustrate  this: 

Case  I.  Early  in  1926,  I was  called  in  con- 
sultation to  see  a patient  who  had  been  ill  a few 
weeks.  The  clinical  diagnosis  of  intestinal  flu 
had  been  made  early  in  the  course  of  the  illness. 
The  patient  had  complained  of  abdominal  pain, 
tenderness  in  the  right  upper  quadrant,  backache, 
and  his  temperature  which  was  high  early  in  the 
illness,  was  at  this  time  102.5°  to  103°  daily, 
with  a pulse  rate  in  the  nineties.  There  had 
been  no  definite  indications  of  diarrhea  at  any 
time  in  the  history  of  the  case  to  date.  Because 
of  a slight  enlargement  of  the  liver  with  some 
tenderness,  it  was  at  this  time  considered  that 
the  gallbladder  might  be  involved  and  operation 
has  been  advised.  I was  unable  to  agree  as  tf 
the  necessity  of  operation  and  it  was  postponed. 
A couple  of  weeks  later  the  patient  came  under 
my  personal  care.  I studied  the  case  for  at  least 
three  weeks  without  arriving  at  a definite  diag- 
nosis. The  temperature  persisted,  some  days  going 
as  high  as  104.5°.  At  no  time  did  the  patient  ex- 
hibit a diarrhea  though  he  did  have  two  and 
some  time  three  unformed  bowel  movements 
daily.  Finally,  in  an  examination  of  the  warm 
stool,  a few  entameba  histolytica  were  found, 
and  it  was  decided  to  treat  the  case  as  a possible 
amebic  infection.  He  was  accordingly  given 
emetin  by  hypodermic  injection.  The  day  fol- 
lowing the  first  injection,  the  temperature  drop- 
ped to  101.5°  and  after  the  second  injection  it 
became  normal.  After  , two  weeks’  treatment 
there  was  a slight  rise  in  temperature  and  it  was 
decided  to  resort  to  stovarsol  by  mouth.  In 
three  weeks  the  patient  was  discharged,  with  sug- 
gestions as  to  proper  follow  up  treatment.  He 
has  been  under  observation  at  intervals  up  to  the 
present,  and  has  experienced  three  or  four  mild 
relapses  with  rectal  or  lower  sigmoid  ulceration, 
but  at  no  time  have  we  discovered  the  entameba 
histolytica,  although  careful  examinations  have 
been  made.  The  treatment  giving  most  satisfac- 
tory results  in  the  later  stages  has  been  stovarsol 
by  mouth  and  mercurochrome  by  rectal  injection. 
In  reporting  an  observation  made  recently,  the 
proctologist  reports  a rectal  lesion  slightly  sug- 
gestive of  malignancy. 

Whether  this  case  was  a peculiar  type  of 
amebic  dysentery  from  the  beginning,  or 
whether  the  patient  originally  suffered 


from  an  influenzal  attack,  on  which  the 
amebic  type  of  colitis  was  grafted  later,  is 
in  my  opinion  difficult  to  determine.  The 
promptness  with  which  the  symptoms 
yielded  to  the  specific  amebic  treatment 
would  warrant  the  belief  that  the  infection 
was  primarily  one  of  amebic  colitis.  A 
further  question  as  to  whether  the  patient 
had  been  completely  relieved  of  this  infec- 
tion is  very  pertinent,  in  view  of  a more  or 
less  frequent  recurrence  of  rectal  or  lower 
colon  ulceration  with  occasional  attacks  of 
diarrhea.  We  can  all  recall  cases  of 
amebic  dysentery  where  the  symptoms 
were  severe  and  where  there  was  a marked 
tendency  to  recurrences.  I have  a man 
under  my  care  at  the  present  time  who 
has  suffered  from  frequent  attacks  of 
diarrhea  for  twenty  years.  Proctoscopic 
examination  showed  numerous  ulcers  in 
the  rectum,  suggesting  an  amebic  invasion 
of  the  mucosa,  and  laboratory  examination 
revealed  the  presence  of  many  active  en- 
tameba histolytica.  Many  of  these  cases 
must  be  treated  surgically  in  order  to  ob- 
tain relief.  My  observations  would  lead 
me  to  believe  that  the  treatment  of  recent 
years — emetin,  stovarsol,  yatrin,  etc. — has 
been  a great  improvement  on  former 
methods,  and  that  surgery  is  demanded  far 
less  frequently.  This  subject  has  been  ex- 
haustively discussed  by  James  and  others, 
and  I shall  not  attempt  a thorough  discus- 
sion of  the  therapy.  It  might  be  well  to 
call  attention  to  the  fact  that  unfavorable 
results  have  been  observed  in  a number  of 
cases  after  the  use  of  stovarsol.  Because 
of  its  high  arsenic  content  it  is  not  well 
tolerated  by  some  individuals;  therefore,  it 
is  well  to  keep  the  patient  under  close  ob- 
servation and  to  be  on  the  lookout  for  early 
arsenical  effects. 

I wish  to  discuss  at  greater  length  those 
cases  formerly  classified  as  chronic,  non- 
specific ulcerative  colitis.  Previously,  they 
have  been  supposedly  rather  rare,  but  since 
the  published  works  of  Bargen,  Logan  and 
Buie  it  is  a question  if  we  have  not  been 
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over-looking  a considerable  number  of 
them.  Bargen  reports : 

“From  January,  1924,  to  January,  1927,  385 
cases  of  chronic  ulcerative  colitis  were  observed 
at  the  Mayo  Clinic.  In  266  of  these  the  material 
obtained  through  the  proctoscope  was  cultured  ac- 
cording to  the  methods  of  Rosenow;  a pneumococ- 
cus-like diplococcus  of  characteristic  morphologic 
and  biologic  properties  was  isolated  in  189  (71 
per  cent)  of  these.  Such  an  organism  was  always 
found  in  the  acute  or  sub-acute  cases.” 

His  work  would  tend  to  prove  that  we 
are  dealing  with  a specific  infection,  and 
while  his  findings  have  not  yet  been  gener- 
ally accepted  as  to  etiology,  reports  from 
others  are  being  received  from  time  to  time 
which  corroborate  them.  There  is  no 
doubt  but  that  diplococcus  with  typical 
cultural  properties  may  be  obtained  from 
the  ulcers  in  these  cases,  but  whether 
this  is  the  specific  cause  or  not,  may  not 
have  been  definiitely  proven.  We  see  a 
great  many  different  forms  of  colon  dis- 
turbance in  our  clinic  but  we  do  not  see,  in 
proportion,  nearly  the  number  reported  by 
Bargen  and  his  associates.  A definite 
diagnosis  of  non-specific  ulcerative  colitis 
is  not  made  in  our  institution  in  more  than 
fifteen  or  twenty  cases  per  year. 

I.  The  diagnosis  of  non-specific  ulcer- 
ative colitis  must  be  made  with  care  in 
order  to  differentiate  from  the  tubercular 
and  amebic  types,  also  from  pellagra  where 
we  occasionally  have  ulcerations  in  the 
colon  as  a terminal  finding.  The  most 
classical  findings  on  which  the  diagnosis 
is  based  are  the  pin-point  ulcers  or  miliary 
abscesses,  in  the  lower  sigmoid  and  upper 
rectum,  found  by  sigmoidoscopic  examina- 
tion. These  are  observed  in  all  cases  where 
the  disease  is  active,  but  since  there  is  a 
marked  tendency  to  remissions  in  the 
trouble,  there  may  be  times  when  they  are 
absent  and  they  also  may  be  found  when 
the  patient  is  clinically  well.  Later  on  in 
the  disease,  the  pin-point  abscesses  coa- 
lesce, forming  large  ulcers,  more  sugges- 
tive of  the  amebic  type,  as  illustrated  by 
Case  III.  reported  later.  Careful  procto- 
scopic examination  in  ulcerative  colitis  is 


essential  to  a proper  diagnosis.  It  is  most 
unfortunate  that  the  proctoscope  is  so  neg- 
lected by  the  medical  profession.  It  is 
used  by  the  proctologist  but  the  ordinary 
internist  rarely  feels  that  he  is  justified  in 
resorting  to  this  type  of  examination.  This 
no  doubt  results  in  a great  many  cases  be- 
ing over-looked,  which  means  especially  in 
the  malignant  cases,  that  much  valuable 
time  has  been  lost  and  the  patient’s  chances 
of  surgical  relief  greatly  lessened,  and, 
moreover,  in  non-specific  ulcerative  colitis 
if  the  diagnosis  is  made  early,  before  the 
colon  has  been  badly  damaged,  the  posssi- 
bility  of  complete  cure  is  much  greater  than 
where  the  disease  has  become  chronic. 

II.  The  presence  of  pus,  mucus  and 
blood,  both  occult  and  microscopical,  are 
constantly  found  in  the  stool  during  the 
active  stages  of  the  disease.  At  times  a 
bowel  moven^ent  \yill  contain  practically 
no  fecal  matter,  the  mucus,  blood  and  pus 
constituting  its  entire  bulk.  Careful  and 
repeated  stool  examinations  are  essential 
to  a proper  understanding  of  these  cases, 
not  solely  on  account  of  the  microscopical 
findings,  but  also  on  account  of  the  bac- 
terial findings. 

III.  According  to  Bargen : “Recent  in- 

vestigations of  the  disease  seem  to  have 
established  the  fact  that  it  is  due  to  infec- 
tion of  the  colon  by  a specific  causative 
organism  * * * a gram-positive,  lancet- 
shaped  diplococcus  of  characteristic  morph- 
ologic and  biologic  properties.”  We  have 
corroborated  these  findings  in  a number  of 
our  cases.  We  may  further  say  that  we 
have  also  found  this,  or  a similar  organism, 
in  rectal  ulcers  of  a type  not  suggestive  of 
the  non-specific  variety  and  we  would  wish 
to  withhold  our  opinion  as  to  this  being 
the  definite  etiological  factor.  Brown 
states : 

“As  regards  the  bacteria  found,  we  have  not 
been  able  to  incriminate  any  specific  form  from 
careful  cultural  studies  made  from  stool,  from 
mucosal  scrapings,  or  from  material  obtained  di- 
rectly from  the  appendicostomy  or  cecostomy  dis- 
charges— the  picture  was  protean — in  many  cases 
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organisms  not  differing  from  those  usually  found. 
In  one  case  the  bacillus  Welchii  strongly  pre- 
dominated, both  in  rectal  and  appendicostomy 
specimens;  in  another  case,  a streptoccoccus  with 
diplococcal  arrangement.  In  one  case  a Gram- 
positive anaerobic  diplococcus  also  obtained  in 
almost  pure  culture  from  the  appendix  when 
opened  for  an  appendicostomy.” 

Hurst  believes  that  the  cases  which  he 
has  observed  are  more  likely  to  result  from 
an  infection  of  the  bacillus  dysentericus. 

IV.  The  history  of  the  case  is  very 
valuable  in  establishing  a diagnosis,  as  the 
physician  may  be  consulted  at  a time  when 
it  is  ^impossible  to  definitely  arrive  at  a 
proper  diagnosis  from  the  physical  find- 
ings. If  the  case  is  a chronic  one  the  pa- 
tient will  report  periods  of  great  prostra- 
tion with  marked  diarrhea,  Mood,  pus, 
and  mucus  in  the  stools,  and  a definite 
anemia  of  a secondary  type.  The  ulcera- 
tions at  times  heal  very  rapidly  only  to  re- 
cur at  a later  time  with  definite  appear- 
ance. 

V.  The  roentgen-ray  findings  are  sup- 
posedly of  assistance  in  arriving  at  a prop- 
er diagnosis,  especially  when  the  site  of 
involvement  is  above  the  rectum  and  sig- 
moid. Some  radiologist  report  a peculiar 
mottled  appearance  which  they  believe  to 
be  indicative  of  ulcerations,  but  probably 
the  more  definite  findings  are  such  as  are 
found  in  the  severe  forms  of  colitis  or  other 
types,  such  as  spasticity,  strictures,  adhe- 
sions, disappearance  of  haustral  markings, 
the  appearance  of  the  affected  parts  sug- 
gesting a smooth  inelastic  tube. 

I should  like  to  report  the  following  cases 
which  quite  definitely  indicate  some  prob- 
lems both  in  diagnosis  and  in  treatment; 

Case  II.  LFR,  female,  aged  27  years,  came 
under  observation  in  November,  1927,  giving  a 
history  of  bloody  stools  with  a rapid  decline  in 
health  for  the  past  six  months.  Careful  inter- 
rogation revealed  that  she  had  not  been  well  for 
three  years.  She  first  began  to  have  attacks  of 
diarrhea  in  1925,  and  had  on  several  occasions 
noted  blood  in  the  stools,  but  the  more  severe 
symptoms  dated  back  only  six  months.  In  1926 
she  spent  some  time  under  the  care  of  Doctor 


Bargen,  who  at  that  time  made  a diagnosis  of 
ulcerative  colitis  and  began  the  use  of  his  vaccine, 
which  she  used  according  to  instructions  for  sev- 
eral months.  She  was  a school  teacher  and  was 
greatly  inconvenienced  in  her  work  because  of 
diarrhea  during  the  spring  of  1927.  At  this 
time  she  was  having  from  twelve  to  fifteen  stools 
daily.  The  stools  were  not  copious,  sometimes 
apparently  nothing  but  a little  blood  and  mucus. 
In  June  (1927)  she  was  taken  to  a hospital  in 
Des  Moines.  On  July  4,  while  in  the  hospital, 
she  became  acutely  ill  with  symptoms  resembling 
cerebral  embolus.  Following  this,  she  was  in  a 
semiconscious  state  for  ten  days,  and  for  some 
four  or  five  months  experienced  a marked  weak- 
ness in  the  left  arm  and  leg. 

On  admission  to  our  institution  four  months 
later,  she  was  confined  to  her  bed,  weighed  about 
one  hundred  pounds,  and  complained  of  great 
weakness,  loss  of  appetite,  and  was  having  ten 
to  fifteen  stools  daily.  Examination  of  the  stools 
revealed  blood,  pus  and  mucus.  The  sigmoid 
examination  revealed  a pale  rectal  mucosa  stud- 
ded with  pin-point  ulcers  or  abscesses,  with  an 
occasional  large  ulcer  which  bled  readily.  Bac- 
teriological examination  revealed  the  diplococcus 
was  characteristics  similar  to  those  aescribed  by 
Bargen.  The  blood  examination  gave  a red  cell 
count  of  3,270,000,  white  cells  9,000,  with  a 
hemoglobin  (Dare)  of  50.  The  treatment  in- 
stituted and  followed  with  slight  deviation  was 
as  follows: 

The  use  of  Bargan’s  vaccine  beginning  with  .2 
c.c.  each  week  and  increasing  up  to  2 c.c.  The 
patient  received  one  cleansing  alkaline  enema 
daily  at  a temperature  of  110°  and  a rectal  in- 
jection of  a one  per  cent  mercurochrome  solution 
was  used  daily  for  some  time.  With  the  healing 
of  the  ulcers  and  disappearance  of  the  blood,  this 
was  discontinued.  Later,  due  to  a re-appearance 
of  the  blood,  acriflavin  has  been  used.  Recently, 
we  have  used  stovarsol  in  small  doses — one  grain 
daily — as  on  a previous  occasion  she  had  responded 
unfavorably  to  larger  dosage.  She  apparently 
improved  during  the  time  this  was  being  used, 
though  it  is  not  supposedly  to  particular  value  in 
this  type  of  trouble. 

During  the  entire  time  of  treatment,  the  patient 
had  complained  of  abdominal  tenderness,  but  the 
exact  location  of  this  has  not  been  definitely 
determined.  She  was  given  fomentations  to  the 
abdomen  twice  daily,  and  a cool  rub  following. 
Her  diet  has  been  liberal,  bland  in  character, 
and  as  rich  in  vitamins  as  possible.  She  is  still 
under  observation;  has  gained  forty  pounds  in 
weight  and  there  has  been  a decided  improve- 
ment in  the  anemia. 
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Some  of  the  peculiarities  of  this  case  are  a ten- 
dency to  pass  a stool  in  the  morning  that  may  be 
formed.  Later  in  the  day,  an  intense  flatulency 
obtains  and  by  evening  she  is  apt  to  pass  one  or 
two  decidedly  liquid  stools.  She  may  exhibit  a 
temperature  of  99.6°-99.8°  each  evening,  six 
months  after  beginning  treatment.  She  still 
complains  of  a sense  of  abdominal  soreness  which 
we  are  unable  to  locate  by  physical  examination. 
She  is  particularly  conscious  of  this  when  stand- 
ing. These  persistent  symptoms  after  such 
painstaking  treatment  warrant  our  being  careful 
as  to  our  prognosis.  This  case  illustrates  the 
chronicity  of  the  disease,  the  typical  anemia  and 
the  characteristic  stools.  Further,  the  injury  to 
the  nervous  system  has  not  been  satisfactorily  ex- 
plained. 

Case  III.  HHW,  male,  aged  21  years,  came 
under  observation  in  May,  1922,  giving  a history 
of  typhoid  fever  in  November,  1921,  following 
which  he  had  not  been  able  to  leave  his  bed.  In  the 
fifth  week  of  fever  he  had  hemorrhages  from  the 
bowels  which  persisted  for  five  days.  Following 
the  hemorrhages,  he  passed  blood  and  mucus 
and  slimy  stools,  with  pain  and  cramping  in  the 
left  abdomen  coming  on  about  a half  hour  after 
meals.  At  the  time  he  presented  himself  for 
treatment  he  was  having  watery  stools,  averaging 
six  per  day,  tinged  with  blood  and  considerable 
mucus.  There  was  nausea  but  no  vomiting; 
weak  and  emaciated.  Entameba  histolytica  were 
found  in  the  stools. 

Medication:  Irrigations  of  quinine  solution — 

ten  grains  of  quinine  sulphate  to  the  quart  of 
water — temperature  reduced  to  ice  cold.  Also 
quinine  hydrobromide,  ergotine,  tannalbin  and 
bismuth  carbonate  by  mouth. 

Diet:  Bland,  non-irritating,  eliminating  all 

seeds  and  hulls. 

At  the  end  of  the  first  week  he  had  gained 
four  pounds  in  weight.  At  the  end  of  the  sec- 
ond week  he  was  taking  3000  calories  per  day,  had 
gained  eight  pounds  and  no  ameba  were  found  in 
the  stools.  He  remained  under  observation  until 
October  12,  1922.  He  had  gained  56%  pounds 
in  weight  and  stated  that  he  never  felt  better  in 
his  life.  Stools  were  quite  normal. 

Came  under  observation  again  in  April,  1924, 
at  which  time  the  ameba  were  again  found.  He 
was  given  emetin,  and  quinine  enemas.  Recovery 
was  satisfactory — gained  some  25  or  30  pounds 
and  was  feeling  quite  well. 

Returned  again  in  September,  1927.  Had  lost 
43%  pounds  in  weight.  Complained  of  severe 
diarrhea  with  blood  and  mucous  in  the  stools.  Ex- 
aminations of  the  stools  on  this  occasion  had  not 


shown  the  presence  of  the  entameba,  but  he  was 
treated  on  the  suppostion  that  he  might  have  the 
entameba  bcause  of  prvious  experiences.  He  was 
given  stovarsol  and  medicated  enemas  with  only 
temporary  benefit.  A few  weeks  later  he  ceased 
to  gain  weight  and  there  was  more  blood  in  the 
stools.  He  had  a daily  afternoon  rise  of  tem- 
perature, often  going  as  high  as  102°. 

Since  he  did  not  improve  on  medical  treatment, 
it  was  decided  that  he  should  have  surgery,  and 
an  ileostomy  was  done  on  March  7.  He  had  not 
been  under  surgical  observation  for  sufficient 
time  to  determine  what  the  results  will  be.  His 
temperature  has  been  normal  for  the  past  week. 

Case  III.  Mrs.  R,  aged  40  years,  came  to  us 
stating  that  some  five  years  ago  her  condition 
was  diagnosed  as  ulcerative  colitis  and  that  she 
was  under  treatment  in  a sanitarium  for  six 
months,  during  which  time  the  treatment  was: 
Rectal  dilatations  with  local  medication,  the 
character  of  which  she  had  no  information; 
emtin  and  other  drugs;  bismuth  by  enema.  She 
was  having  as  high  as  seventeen  movements  a 
day  at  that  time.  After  six  months,  without  re- 
lief of  her  symptoms,  greatly  reduced  in  weight 
and  markedly  anemic,  she  returned  to  her  home, 
and  one  the  advice  of  a neighbor  resorted  to  the 
use  of  sulphur  and  molasses.  Relief  of  the 
frequent  evacuations  was  almost  immediate;  she 
gradually  regained  her  weight  and  was  well  for 
one  and  one-half  years. 

At  this  time  she  stated  that  she  ate  some  pop- 
corn which  caused  a recurrence  of  her  old  trouble 
and  on  attempting  to  obtain  relief,  resorted  again 
to  the  sulphur  and  molasses,  but  found  that  it 
did  not  have  the  desired  effect.  Someone  sug- 
gested soda,  which  she  took  for  a time,  and  again 
obtained  relief.  Following  this,  she  was  free 
from  trouble  for  one  year  when  there  was  a re- 
currence of  her  symptoms,  from  which  at  the 
present  time  she  had  not  obtained  complete  re- 
lief. 

For  the  past  three  or  four  months  she  had  been 
passing  mucus  with  a little  blood.  Several  weeks 
ago  she  had  a series  of  convulsions — fourteen  in 
three  days — the  trouble  beginning  in  the  fingers 
of  the  left  hand  and  extending  up  into  the  face 
and  down  the  left  side  of  the  body.  She  stated 
that  she  was  not  unconscious.  The  convulsions 
lasted  from  five  to  eight  minutes.  The  physician 
who  saw  her  sugested  that  the  trouble  was 
probably  due  to  a cerebral  embolus.  She  was 
in  bed  two  weeks — very  nervous  and  hysterical. 

Patient  did  not  remain  under  observation.  Was 
given  an  outline  for  home  treatment.  We  are 
not  sure  that  the  convulsive  moments  may  not 
have  been  of  hysterical  origin  in  this  case. 
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This  case  also  illustrates  very  definitely  the 
chronicity  of  the  disease  and  the  tendency  to  re- 
missions which  are  present  in  most  of  these  cases. 
The  peculiar  household  remedies  probably  had 
no  effect  on  the  disease  but  were  used  at  the  time 
of  remissions  and  accordingly  given  the  credit  for 
relieving  the  trouble.  This  case  also  reports  a 
neurological  complication  which  has  not  been 
satisfactorily  explained. 

Case  IV.  H.  A.  iS.,  male,  aged  37  years.  The 
patient  came  to  my  office  to  consult  me  relative 
to  an  intestinal  disturbance  which  had  annoyed 
him  for  the  past  two  or  three  years.  He  stated 
that  he  would  have  from  fifteen  to  twenty  bowel 
movements  per  day,  passing  much  mucus  and 
blood.  The  protoscopic  examination  in  this  case 
revealed  many  small  pin-point  ulcers  with  occa- 
sional ulcers  of  elliptical  shape,  approximately 
3 to  8 m.m.  in  their  long  diameter,  very  sug- 
gestive of  the  amebic  infection.  Bacteriological 
examination  of  scrapings  from  the  ulcers  showed 
the  entameba  histolytica  and  was  positive  for 
Bargen’s  diplococcus. 

This  patient  did  not  remain  under  our  obser- 
vation but  was  referred  to  Dr.  Clement  Martin 
of  Chicago,  who  reported  on  January  3,  1928.  “A 
five-day  course  of  stovarsol  was  started  December 
10,  and  the  result  was  satisfactory.  A second 
course  was  given  December  21  to  25.  On  proc- 
toscopic examination  December  15  many  of  the 
ulcers  were  seen  to  have  healed  and  the  others 
were  healing.  Today  all  the  ulcers  are  healed. 
The  clinical  improvement  has  been  good,  the 
diarrhea  controlled  and  the  abdominal  distress 
relieved.  There  was  no  unfavorable  arsenic 
reaction.” 

This  case  illustrates  the  possibility  of 
the  patient  suffering  from  both  the  enta- 
meba histolytica  and  also  exhibiting  the 
diplococcus  of  Bargen  with  the  typical  pin- 
point ulcers.  Bargen  calls  attention  to  the 
fact  that  parasites  were  present  in  the 
stools  in  11  per  cent  of  their  cases,  the 
entameba  histolytica  being  fround  in  ten 
cases.  This  case  would  justify  the  use  of 
a parasiticide  in  addition  to  the  treatment 
for  ulcerative  colitis. 

From  a study  of  these  cases,  one  is  im- 
pressed with:  First,  the  chronicity  of  the 
disease.  A period  of  four  years  is  not  an 
unusually  long  time  for  the  disease  to 
persist.  It  may  go  on  for  ten  or  fifteen 
years  and  the  patient  finally  succumb  to 
some  intercurrent  trouble.  Second,  the 


tendency  to  remissions.  In  practically  all 
of  the  cases  which  we  have  reported,  there 
have  been  remissions,  and  since  this  is  no 
typical  of  the  disease,  we  would  be  very 
cautious  in  concluding  that  the  patient  is 
cured.  Such  a statement  is  justified  only 
after  a period  of  three  or  four  years  of 
reasonably  normal  health.  Third,  the  pos- 
sibility of  a specific  type,  such  as  the 
infection  of  the  entameba  histolytica 
finally  developing  into  the  non-specific 
type.  The  prognosis  in  these  cases  has  not 
been  particularly  favorable. 

Our  time  will  not  permit  of  a detailed 
rqview  of  all  the  measures  that  have  been 
proposed  for  the  treatment  of  this  condi- 
tion. Bargen’s  conclusions  relative  to  treat- 
ment are  as  follows:  “The  treatment  of 

chronic  ulcerative  colitis  now  in  use  which 
affords  the  best  results  is  immunization 
against  the  causative  organism,  removal  of 
foci  of  infection,  plenty  of  nourishing  food, 
mental  hygiene,  and  such  supportive  meas- 
ures as  are  indicated  in  individual  in- 
stances.” Hurst,  in  a discussion  of  this 
disease,  advocates,  on  the  grounds  that 
the  disease  is  really  an  aborant  form  of 
bacillary  dysentery,  large  doses  of  a poly- 
valent antidysenteric  serum  intravenously. 
Whether  either  of  these  treatments  may  be 
regarded  as  specific  only  time  will  tell. 

I am  of  the  opinion  that,  in  outlining  a 
therapy  for  the  cases  which  come  to  us, 
one  of  the  most  important  factors  is  com- 
plete rest  in  bed.  In  our  routine  the 
patient  is  kept  in  bed  until  the  rectal  ulcers 
are  healed,  or  at  least  until  the  blood  dis- 
appears from  the  stools.  We  further  be- 
lieve that  local  applications  are  beneficial 
in  producing  prompt  healing  of  the  ulcers. 
Mercurochrome  in  1 per  cent  solution,  or 
acriflavin  1-5000,  have  been  used  in  all  our 
cases  with  apparent  benefit.  In  severe 
forms  of  dysentery  tannic  acid  in  some 
form  is  prescribed  either  by  enema  or  by 
mouth,  for  its  astringent  effects.  In  cer- 
tain cases  we  have  felt  that  irrigation  of 
the  bowels  with  an  alkaline  solution  was 
quieting  to  the  excessive  peristalsis  and 
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had  a beneficial  effect.  Bargen  feels  that 
such  measures  are  of  very  limited  value. 
Opiates  we  rarely  use,  although  the  dysen- 
tery may  be  so  severe  at  times  as  to  demand 
them. 

Our  cases  have  all  been  given  a liberal 
but  very  bland  diet.  Milk  has  been  an 
important  part  of  the  diet  but  cereal  gruels 
and  purees  of  vegetables  are  also  allowed. 
When  the  diarrhea  has  subsided  the  use  of 
orange  and  tomato  juice  is  especially 
beneficial.  We  believe  a diet  rich  in  vita- 
mins is  essential.  In  a recent  article, 
Larrimore  calls  attention  to  the  necessity 
of  such  diet  in  the  treatment  of  these  cases, 
and  is  of  the  opinion  that  a certain  vitamin 
deficiency  over  a long  period  of  time  may 
have  been  a factor  in  the  patient’s  emaci- 
ated condition.  Because  of  the  pronounced 
secondary  anemia  every  effort  possible  is 
made  towards  correcting  this.  We  have 
not  had  to  resort  to  transfusion,  but  in  the 
event  of  severe  anemia,  we  would  recom- 
mendation its  use. 

Careful  consideration  is  given  to  possible 
foci  of  infection.  Bargen  and  his  asso- 
ciates are  of  the  opinion  that  the  trouble 
originates  usually  from  a focus  in  the 
upper  respiratory  tract — tonsils  or  teeth — 
and  strongly  recommend  that  careful 
search  be  made  in  every  case  for  a focus 
of  infection.  He  reports  that  in  a series 
of  200  cases,  tonsillectomy  was  performed 
in  109  and  teeth  were  extracted  in  120.  We 
are  also  of  the  opinion  that  it  is  advanta- 
geous to  use  the  vaccine  as  provided  by 
Bargen.  We  have  not  observed  such  strik- 
ing results  as  he  reports  but  have  seen  no 
ill  effects  from  its  use  and  are  more  than 
willing  to  persist  in  our  efforts  with  it, 
hoping  that  the  course  of  the  disease  may 
be  shortened  and  the  relapses  avoided. 
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DISCUSSION. 

Dr.  F.  M.  Johns  (New  Orleans)  : I was  very 

much  interested  in  Dr.  Eggleston’s  paper,  because, 
from  a laboratory  standpoint,  we  are  so  frequently 
called  upon  to  diagnose  these  cases.  We  usually 
fight  them  for  a few  days,  and  send  them  back 
with  the  diagnosis  “colitis.”  It  is  highly  interest- 
ing to  me  to  notice  with  what  degree  of  rapidity 
the  average  case  of  ulcerated  colitis  will  clear  up 
after  being  properly  diagnosed  and  proper  treat- 
ment instituted,  for  within  a few  weeks  we  get  a 
complete  regeneration  of  the  colonic  mucosa.  I 
really  believe  that  most  of  these  represent  the 
effect  upon  rather  than  a disease  situated  within 
th  mucosa  itself. 

I remember  a famous  case  that  was  cured 
almost  miraculously.  This  was  in  a doctor’s  wife. 
I think  nearly  all  our  gastrologists  saw  her,  with 
the  exception  of  our  chairman.  We  followed  her 
for  a number  of  years,  and  found  she  was  sensi- 
tive to  milk.  As  soon  as  she  stopped  taking  milk 
she  got  entirely  well. 

Most  of  the  cases  we  find  may  be  resolved  into 
secondary  lesions  from  such  conditions  as  per- 
nicious anemia,  where  we  have  a residue  of  un- 
digested meat  which  putrifies  and  the  split-pro- 
tein products  affect  the  mucosa.  Another  very 
frequent  cause  has  been  found  to  be  disverticuli  or 
benign  polypi  of  the  colon.  Those  cases  where 
surgical  intervention  has  been  possible  have 
rapidly  cleared.  I believe  a study  of  the  anato- 
mical structure  together  with  the  food  residuals 
is  one  of  the  most  important  conditions  in  the 
proper  diagnosis  of  such  conditions. 

With  regard  to  ameobic  infections,  I think  we 
are  becoming  more  and  more  impressed  with  the 
necessity  of  all  the  modern  methods  of  diagnosis. 
For  instance,  the  search  for  cysts  in  between  the 
stages  in  which  you  can  get  the  acute  vegetative 
forms  is  of  the  utmost  importance.  Some  of  the 
methods  of  concentration  frequently  will  reveal 
them  where  a direct  smear  examination  will  fail. 

Dr-  Chaille  Jamison  (New  Orleans) : I was 

very  deeply  interested,  naturally,  in  what  Dr. 
Eggleston  had  to  say.  I want  to  emphasize,  par- 
ticularly, the  remarks  he  made  about  the  use  of 
the  proctoscope  and  its  very  great  importance.  It 
is  a very  simple  instrument,  one  that  should  be 
in  the  hands  of  every  interne.  In  my  service, 
which  is  a general  medical  service  of  course,  we 
have  to  deal  with  a great  many  dysenteries  and 
diarrheas  and  we  have  made  it  a routine  practice 
in  such  cases  to  use  not  only  the  protoscope  but 
also  the  sigmoidoscope. 
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We  feel  that  in  any  of  these  cases,  even  with  a 
history  of  diarrhea  or  dysentery,  a routine  ex- 
amination should  be  made  particularly  for  the 
existence  of  amoebae.  When  ulcerations  are  found, 
whether  they  are  the  frank  ulcerations,  or  merely 
pin  point  ulcerations  and  small  abscesses,  one 
disease  must  always  be  considered,  the  one  that 
I see  frequently  (because  my  service  is  a negro 
service) , and  that  is  syphilis.  It  is  remarkable 
how  some  of  these  cases  we  feel  we  can  almost 
make  a diagnosis  from  the  outer  appearance 
alone,  provided  amoebae  can  be  excluded;  and  it 
is  remarkable  how  many  cases  will  clear  up  with 
anti-syphilitic  treatment.  I think  that  has  some- 
thing to  do  with  the  nonsyphilitic  specific  cases 
clearing  up  under  salvarsan.  It  was  first  brought 
out  for  the  treatment  of  syphilis,  and  that  is  one 
disease  that  should  never  overlook  even  if  the 
Wasserman  is  a negative. 

The  second  disease  that  we  also  consider,  par- 
ticularly when  we  have  a dysentery  or  diarrhea, 
without  any  particularly  amount  of  blood  or 
mucus,  but  with  fairly  voluminous  stools  with  an 
amoebae  and  with  great  chronicity  is  sprue. 
Sprue  usually  presents  the  typical  picture  of  per- 
nicious anemia;  not  always,  however.  I think 
that  sprue,  gentlemen,  is  very  much  more  common 
in  our  Louisiana  than  most  of  us  are  ready  to 
believe.  I am  frank  to  admit  that  I cannot  differ- 
entiate sprue  with  any  certainty  from  pernicious 
anemia.  In  such  cases,  this  type  of  voluminous 
diarrhea  and  anemia,  I have  found  had  what  I 
consider  brilliant  results  by  the  use  of  liver 
extracts.  I am  very  much  interested  in  what  Dr. 
Egglestone  had  to  say,  and  I thank  him  very  much 
for  his  mention  of  salvarsan. 

Dr.  E.  V.  Trahan  (Baton  Rouge)  : I would 

like  to  ask  one  question  of  Dr.  Eggleston,  and 
it  is  a question  of  intestinal  mycosis,  whether  he 
noted  this,  and  associated  it  in  anyway  with  these 
ulcers?  The  subject  of  sprue,  mentioned  by  the 
doctor,  brought  to  my  mind  this  question.  Of 
course,  we  do  not  know,  as  it  has  never  been 
proven  that  sprue  has  anything  to  do  with  in- 
testinal mycosis,  but  in  the  past  the  two  have 
been  associated,  and  we  have  a good  many  cases 
of  these  ulcers  in  which  we  found  considerable 
intestinal  mycosis,  much  more  than  normally 
found,  and  we  were  inclined  to  believe  it  had 
something  to  do  with  the  trouble.  I would  like 
to  know  if  Dr.  Eggleston  did  any  work  along  this 
line? 

Dr.  D.  N.  Silverman  (New  Orleans)  : Any 

further  discussion?  I regret  to  have  to  take  up 
any  time,  but  I am  not  altogether  in  accord  with 
some  of  the  statements  that  have  been  made.  I 
do  not  think  that  amoebic  dysentery  is  a surgi- 
cal condition ; that  is  not  only  my  own  opinion,  but 


that  is  the  opinion  of  men  who  believe  they  have 
been  able  to  treat  the  disease  medically.  Chronic 
bacillary  dysentery  is  often  a point  of  contention, 
and  many  men  do  not  believe  there  is  such  a 
thing.  However,  there  are  authorities,  such  as 
Russell  and  Rogers,  who  believe  that  the  ulcerated 
condition,  started  by  the  acute  bacillary  dysentery 
persists  as  a chronic  condition  and  is  truly  a 
chronic  bacillary  dysentery,  rather  than  going  into 
a secondary  infection  and  giving  us  a chronic 
ulcerated  colitis,  so  called. 

I asked  Dr.  Baldwin  about  this  while  in 
Rochester,  and  he  said  that  there  was  no  history 
in  the  cases  he  had  reported  in  chronic  ulcerated 
colitis,  or  any  investigation  to  determine  whether 
these  patients  had  previously  had  bacillary  dysen- 
tery or  any  of  its  manifestations.  However,  I 
rise  to  say  that  I do  not  believe  there  is  such  a 
thing  as  chronic  bacillary  dysentery,  caused  by 
the  bacilli  of  Frankland  and  of  Shield;  and  as  re- 
ported by  Simon  Flexner,  himself,  some  of  these 
cases  are  benefitted  not  only  in  the  acute  stage, 
less  often  in  the  chronic  stage  by  the  use  of  the 
anti-dysentery  serum,  both  the  polyserum  and 
sheep  serum  for  the  shiba  type.  If  there  is  no 
further  discussion,  I will  call  upon  Dr.  Eggleston 
to  close. 

Dr.  E.  L.  Eggleston  (closing)  : I appreciate 

very  much  the  discussion  which  my  paper  has 
provoked.  Relative  to  the  intestinal  mycosis,  we 
have  done  very  little  work  along  this  line,  so  I 
am  unable  to  answer  the  question  of  Dr.  Trahan. 

The  skin  tests  for  food  allergy  are  very  essen- 
tial and  should  be  made  far  more  frequently  than 
has  been  done  in  the  past.  As  pointed  out  by 
Doctor  Johns  in  his  case,  the  sole  trouble  was 
apparently  due  to  sensitization  to  milk  on  the  part 
of  the  patient. 

Relative  to  Dr.  Silverman’s  remarks  on  sur- 
gery: I agree  with  him  that  surgery  ought  not 

to  be  used  except  in  extreme  cases;  nevertheless, 
there  are  times  when  a cecostomy  or  iliostomy 
may  be  necessary  in  order  to  save  a person’s  life. 

The  mortality  in  the  non-specific  type  of  ulcera- 
tive colitis  is  rather  high.  It  has  been  reported 
as  high  as  25  per  cent.  We  do  not  observe  our 
patients  for  sufficient  length  of  time  to  arrive  at 
a satisfactory  conclusion  relative  to  the  mortality 
in  this  group  of  cases.  Our  patients,  as  a rule, 
make  definite  improvements.  The  period  of  time 
necessary  to  accomplish  this  is  indefinite;  it  may 
be  as  short  as  one  month  or  it  may  be  a period 
of  six  months.  When  the  patient  leaves  us  in 
apparently  good  health,  we  are  not  satisfied  that  a 
recurrence  may  not  be  possible.  The  use  of  the 
term  “cured”  in  these  cases  must  be  with  definite 
reservations.  The  tendency  to  recurrence  in  the 
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apparently  cured  patients  warrants  the  belief  that 
the  illness  may  persist  for  years  with  periods  of 
absolute  freedom  from  symptoms.  The  theory  of 
some  investigators  that  the  non-specific  type  of 
ulcerative  colitis  is  due  to  a definite  infection,  is 
clinically  borne  out  by  these  observations. 

The  necessity  for  studying  these  patients  with 
great  care  before  surgery  is  recommended  reminds 
me  of  an  incident  related  by  Dr.  Julius  Bauer 
recently.  He  stated  that  in  one  of  these  Western 
citis  a case  was  brought  to  his  attention  that 
had  been  operated  sixteen  different  times  without 
apparent  improvement  in  the  patient’s  condition. 
It  is  true  that  not  all  the  operations  were  on  the 
gastro-intestinal  tract,  but  it  was  his  opinion  that 
if  we  had  more  good  internists  and  fewer  speical- 
ists  that  the  patient  might  have  been  spared  many 
of  these  operations. 

Draper,  Cotton  and  associates,  believe  that  in 
many  of  these  cases  a colectomy  is  advisable.  We 
appreciate  that  the  condition  is  a most  trouble- 
some one,  but  have  not  been  convinced  that 
surgery  provides  a great  amount  of  relief.  Their 
opinion,  nevertheless,  would  warrant  a very  re- 
spectful consideration  of  the  problem. 
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For  the  past  ten  months  the  Indianola 
Training  Station  has  provided  practical 
field  experience  for  prospective  county 
health  workers  in  the  flooded  area.  The 
Mississippi  flood  of  1927,  besides  economi- 
cally crippling  a population  of  three-quar- 
ters of  a million  by  the  loss  of  buildings, 
livestock  and  crops,  was  looked  upon  as  the 
forerunner  of  conditions  which  menaced 
the  health  of  the  affected  population.  The 
Red  Cross,  the  United  States  Public  Health 
Service,  State  Health  Departments  and 
local  physicians  rendered  valiant  service 
in  handling  the  immediate  situation  of 
medical  and  sanitary  relief.  The  account 
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of  their  efforts  in  immunizing  the  refugees 
against  typhoid  fever  and  smallpox,  in 
protecting  water  supplies  and  ameliorating 
insanitary  methods  of  excreta  disposal  has 
been  ably  recounted  by  others.  Dr.  F.  J. 
Underwood,  your  state  health  officer,  and 
Dr.  William  DeKleine,  of  the  Red  Cross, 
have  shown  in  recent  reports  that  the  in- 
cidence of  typhoid  fever  and  smallpox  in 
the  flooded  area  was  less  in  1927  than  in 
previous  years.  No  one  will  ever  know 
what  might  have  happened  if  precautionary 
measures  had  not  been  taken.  We  insure 
against  the  loss  of  life  and  property  and  if 
no  great  damage  is  experienced  we  do  not 
question  the  wisdom  of  having  paid  the 
premium. 

The  farsighted  leaders  of  our  Federal, 
State,  and  voluntary  health  agencies  saw 
the  need  for  permanent  health  organiza- 
tions to  continue  safeguarding  the  health 
of  the  residents  of  the  overflowed  area.  It 
was  expected  that  the  menace  of  malaria, 
pellagra,  typhoid  and  other  intestinal  dis- 
eases, as  well  as  the  many  problems  of 
maternal,  infant  and  child  hygiene  would 
be  accentuated  for  some  time  by  the 
economic  stress  following  the  oiverflow. 
Further,  it  may  be  admitted  that  the  atten- 
tion focused  on  public  health  by  the  flood 
was  capitalized  for  the  worthy  purpose  of 
extending  health  service  to  rural  commu- 
nities. The  county  health  department  has 
proven  to  be  the  logical  unit  for  rendering 
health  service  to  our  rural  population. 
For  many  years  urban  centers  have  been 
the  only  ones  to  profit  by  the  application  of 
methods  of  preventive  medicine  to  the 
public  at  large.  The  first  county  health 
departments  in  the  United  States  were 
established  as  recently  as  1914.  Since 
approximately  50  percent  of  the  population 
of  the  United  States  is  rural — that  is, 
living  in  communities  of  less  than  2500 
inhabitants — it  is  readily  apparent  that 
more  than  half  of  our  population  has  had 
no  local  full-time  health  departments  until 
late  years.  In  1923  there  were  214  full- 
time county  health  departments  in  26  states 
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of  the  Union.  Up  to  the  period  of  the  re- 
cent flood  there  were  about  350  full-time 
health  units  organized  on  a county  basis. 

That  the  flood  had  a compensating  con- 
structive feature  as  well  as  a destructive 
side  is  attested  by  the  fact  that  86  counties 
in  the  seven  flooded  states  of  Arkansas, 
Illinois,  Kentucky,  Louisiana,  Mississippi, 
Missouri  and  Tennessee  have  established 
full-time  health  departments  since  the  over- 
flow. There  were  100  counties  inundated, 
and  of  these,  86  have  adopted  budgets  for 
county  health  departments,  assuring  local 
full-time  health  service  to  almost  all  of  the 
overflowed  counties.  This  increment  of  86 
county  units  to  the  existing  350  county 
units  has  materially  increased  the  percent- 
age of  our  rural  population  receiving  full- 
time health  service.  It  can  be  safely  stated, 
in  fact,  that  the  flooded  area  is  now  more 
adequately  served  by  full-time  health  ser- 
vice than  the  rest  of  the  rural  United 
States. 

The  distribution  of  these  health  units 
organized  in  the  flooded  states  since  the 
overflow  is  as  follows : 


No.  of  Counties 

Affected  County  Health 

States  by  Flood  Budgets  Adopted 

Arkansas  24  20 

Illinois  3 1 

Kentucky  24  24 

Louisiana  31  24 

Mississippi 9 9 

Missouri  6 5 

Tennessee  3 3 


100  86 

The  raising  of  funds  for  these  units  was 
a big  undertaking  which  has  been  success- 
fully accomplished  The  first  flood  area 
units  were  organized  in  July,  1927,  while 
others  have  been  subsequently  established. 
For  the  18  months  or  fractional  part  of 
that  period,  that  is,  to  December  31,  1928, 
for  which  the  budgets  has  been  assured, 
the  total  expenditure  of  the  various  con- 
tributing  agencies  to  these  86  county 
health  departments  will  total  one  and  a 
quarter  million  dollars.  That  is  a business- 
like amount  which  impresses  one  with  the 


need  for  safeguarding  the  investment  by 
all  possible  means.  To  that  sum  the  coun- 
ties are  contributing  approximately  20  per 
cent,  the  respective  state  health  depart- 
ments of  the  7 states  are  contributing 
20  per  cent,  the  Federal  Public  Health  Ser- 
vice will  contribute  36  per  cent,  while  the 
Rockefeller  Foundation  adds  24  per  cent. 
Because  most  of  these  counties  were  called 
upon  to  make  an  appropriation  for  health 
work  at  a time  when  they  were  economi- 
cally hard  pressed,  it  has  been  necessary 
for  the  outside  agencies  to  contribute  a 
larger  percentage  than  is  customary  in  the 
usual  co-operative  budget  of  a county  health 
department. 

The  personnel  of  a standard  county 
health  department  includes  a health  officer, 
one  or  more  public  health  nurses,  one  or 
more  sanitary  inspectors,  and  a clerk  or 
secretary.  Of  all  the  factors  leading  to  the 
success  or  failure  of  these  new  units,  the 
selection  and  training  of  the  necessary  per- 
sonnel has  been  recognized  as  the  most 
difficult  task.  The  work  to  be  accomplished 
during  the  first  year  or  18  months  rests 
largely  on  the  shoulders  of  the  four  staff 
members  of  the  unit.  The  reception  which 
their  work  is  accorded  by  the  public  and 
the  co-operation  which  they  receive  in  im- 
proving health  conditions  reflect  in  a large 
measure  their  own  qualifications  and  ac- 
complishments. The  stability  of  the  unit, 
its  chance  for  permanence  and  the  further 
appropriation  of  funds  depend  again,  in  no 
small  degree,  on  the  personnal  of  the  unit. 
Providing  qualified  health  officers,  public 
health  nurses,  and  sanitary  inspectors  for 
these  rapidly  created  health  units  was 
another  emergency  which  had  to  be  met. 
Because  of  previous  experience  in  this  field, 
the  International  Health  Division  of  the 
Rockefeller  Foundation  undertook  the  task 
of  assisting  in  the  training  of  these  health 
workers.  In  July,  1927,  the  Field  Training 
Station  for  Flood  Area  Personnel  was 
established  at  Indianola,  Sunflower  county, 
Mississippi.  An  essential  feature  of  the 
training  station  is  that  it  is  conducted  in 
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conjunction  with  a standard  county  health 
department  which  carries  on  a normal,  well 
balanced  health  program  in  a rural  area. 
The  training  is  primarily  field  experience, 
and  the  physicians,  nurses  and  inspectors 
in  training  take  part  in  the  regular  activi- 
ties of  their  respective  branches  under  the 
supervision  of  the  county  staff.  The 
director  of  the  training  station  is  the 
county  health  officer,  the  nurse  in  charge  of 
training  is  the  county  nurse,  while  the 
inspector  supervising  the  training  of  in- 
spectors is  the  county  sanitary  inspector. 
In  addition,  the  station  has  a nurse  who 
devotes  most  of  her  time  to  prenatal  and 
infant  home  visiting  and  a third  nurse  who 
limits  her  activities  to  tuberculosis  work. 
Recently  we  have  obtained  the  services  of 
a competent  health  officer  to  serve  as 
assistant  county  health  officer  in  order  that 
the  director  of  the  station  may  devote  more 
of  his  time  to  the  administrative  duties 
connected  with  the  training  activities.  The 
general  plan  of  training  is  patterned  on 
that  of  the  first  field  training  station 
established  by  the  Foundation  at  Andalusia, 
Alabama,  under  the  direction  of  Dr.  W.  G. 
Smillie,  and  later  in  charge  of  Dr.  Chas.  N. 
Leach,  who  was  also  responsible  for  the 
organization  of  the  Indianola  Station. 
The  Alabama  Station  trained  only  health 
officers.  It  is  believed  that  the  training 
at  Indianola  is  the  first  endeavor  to  pro- 
vide field  experience  to  prospective  county 
health  nurses  and  sanitary  inspectors. 

In  the  10  months  up  to  May  1st,  1928, 
234  prospective  health  workers  have  regis- 
tered at  the  Indianola  Station.  This  number 
includes  58  doctors,  84  nurses,  and  92  in- 
spectors, distributed  by  states  as  follows: 

Physicians  Nurses  Inspectors  Total 


Arkansas  20  23  18  61 

Kentucky  10  29  16  55 

Louisiana  14  9 24  47 

Mississippi  5 21  25  51 

Missouri  0 0 7 7 

Others  9 2*2  13 


58  84  92  234 


The  selection  of  the  personnel  to  be 
trained  has  rested  entirely  with  the  state 
health  officers  and  the  directors  of  county 
health  work  in  the  respective  states.  It  is 
interesting  to  review  some  of  the  qualifica- 
tions of  those  coming  to  the  station.  A 
summary  of  some  pertinent  data  is  pre- 
sented for  each  group  of  trainees: 


Physicians: 

Total  number  trained  58 

No.  over  40  years  of  age 29 

No.  under  40  years  of  age 29 

Premedical  education; 

High  school  only  20 

1-2  years  premedical  college 27 

4 years  premedical  and  collegiate  degree..  11 
Previous  training  or  experience  in  public 
health: 

Little  19 

Considerable  5 

Estimated  as  good  prospects 23 

Estimated  as  fair  prospects 25 

Estimated  as  poor  prospects  or  failures 10 

Inspec- 
Nurses  tors 

Total  number  trained 84  92 

Education : 

Less  than  high  school  graduates....  31  18 

High  school  graduates  36  25 

1-2  years  college,  normal  school,  or 

business  training  14  36 

College  graduates  3 13 

Previous  training  or  experience  in 
public  health: 

Little  18  11 

Considerable  10  7 

Estimated  as  good  prospects 36  33 

Estimated  as  fair  prospects 33  39 

Estimated  as  poor  prospects  or 

failures  15  20 


The  periods  of  training  have  varied  from 
a minimum  of  10  days  to  a maximum  of  40 
days.  The  average  has  been  from  four  to 
f;ve  weeks.  At  the  completion  of  the  train- 
ing period  a report  is  made  to  the  state 
health  officer  of  the  state  to  which  the 
trainee  returns  to  guide  him  in  his  decisions 
regarding  the  employment  and  assignment 
of  the  prospective  health  worker.  Some 
comments  may  be  offered  on  the  above 
tables.  Exactly  half  of  the  physicians 
trained  have  been  over  40  years  of  age. 
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This  group  represents  an  era  in  which  the 
teaching  of  preventive  medicine  in  medical 
schools  and  the  application  of  preventive 
measures  in  general  medical  practice  have 
been,  in  the  majority  of  cases,  entirely 
foreign  to  their  experience.  After  observ- 
ing the  mental  and  physical  reactions  of 
this  large  group  it  may  be  said  that,  as  a 
rule,  to  which  there  are  notable  exceptions, 
a physician  over  40  years  of  age  entering 
public  health  work  for  the  first  time  is  a 
poor  prospect.  Passing  judgment  most 
leniently,  only  40  per  cent  of  the  whole 
group  were  estimated  as  good  prospects 
for  county  health  officers.  Eighteen  of  the 
group  of  58  were  the  only  ones  having  any 
experience  or  training  whatever  in  public 
health  work.  It  should  be  an  aphoiism 
that  a medical  degree,  per  se,  is  not  a pass- 
port to  a position  in  the  field  of  public 
health.  The  recent  medical  graduate,  at 
least  in  the  better  medical  schools,  so  well 
exemplified  at  Vanderbilt  where  your 
former  state  health  officer.  Dr.  W.  S. 
Leathers,  is  so  admirably  inculcating  the 
ideas  of  preventive  medicine  into  the  medi- 
cal school  curriculum,  has  some  concept  of 
public  health  and  the  prevention  as  well  as 
the  cure  of  disease.  After  observing  the 
men  going  into  health  work  in  the  flooded 
states,  however,  one  may  remark  that  the 
medical  graduates  of  recent  years  have  not 
yet,  to  any  great  extent,  filtered  into  the 
field  of  public  health.  Progress  is  being 
made,  but  the  large  number  of  middle-aged 
practitioners  of  medicine  being  made  into 
health  officers  is  disappointing. 

Among  the  group  of  nurses  and  sanitary 
inspectors  trained  at  Indianola,  it  is  nota- 
ble that  the  inspectors  as  a group  have  had 
better  preliminary  education  than  the 
nurses.  The  large  number  of  graduate 
nurses  in  the  states  bordering  the  Missis- 
sippi who  did  not  complete  high  school 
previous  to  their  nurse’s  training  is  re- 
grettable and  should  stimulate  the  nurses’ 
training  school  to  attain  higher  standards 
for  their  entrance  requirements.  A public 
health  nurse  with  insufficient  educational 


background  is  under  even  a greater  handi- 
cap than  a private  duty  nurse.  Her  need 
of  initiative,  ability  to  handle  responsibili- 
ties, and  her  public  contacts  require  a 
greater  capacity  to  think,  for  which  basic 
education  is  fundamental.  An  encouraging 
feature  in  the  development  of  rural  sani- 
tation is  that  a desirable  type  of  young 
man  is  being  attracted  to  the  position  of 
sanitary  inspector.  Thirty-nine  (39)  of 
the  group  of  92  have  had  some  college 
training  and  13  of.  them  hold  collegiate 
degrees.  If  any  justification  of  the  train- 
ing station  is  needed  it  may  be  seen  in  the 
number  of  physicians,  nurses  and  inspec- 
tors who,  after  a training  period  of  four 
or  five  weeks,  were  appraised  as  poor 
prospects. 

The  training  station  provides  no  fixed 
curriculum  or  duties  for  the  trainees. 
After  a few  days’  observation,  the  trainees 
assist  in  the  routine  functions  of  the  health 
department  under  the  supervision  of  a 
staff  member.  After  two  or  three  weeks 
at  the  station,  they  are  given  some  respon- 
sibilities or  some  individual  ^oblem  upon 
which  to  work.  To  give  an^idea  of  the 
scope  of  the  experience  offered  at  Indian- 
ola, the  following  table  lists  the  activities 
of  the  Sunflower  County  Health  Depart- 
ment for  the  past  10  months : 

MEDICAL  AND  NURSING  DIVISION: 

Cases  of  communicable  diseases  investigated  166 
Home  visits  (tuberculosis,  prenatal,  infant, 

preschool,  school,  midwives,  and  others)  ..  .1783 


Midwife  club  meetings - 62 

Number  attending  , 708 

Prenatal  clinics  - 8 

Number  expectant  mothers  examined 195 

Preschool  conferences  17 

Number  preschool  children  examined. 445 

School  visits  311 

Medical  examinations  of  school  children 5317 

School  children  found  defective.. 3544 

Nutrition  classes  3 

Children  reweighed  in  nutrition  classes 1791 

Home  Nursing  & Hygiene  Classes  for  girls....  7 

Number  attending  187 

Health  talks  285 

Schick  tests  406 

Diphtheria  toxin-antitoxin  (doses) 4955 

Typhoid  immunizations  (doses) 7766 

Smallpox  vaccinations  5562 
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Laboratory  examinations: 

County  503 

State  - 2067 

Births  reported  855 

Deaths  reported  482 

DIVISION  OF  SANITATION: 

Sanitary  inspections  4672 

Privies  constructed  and  approved 1066 

Septic  tanks  constructed  and  approved 27 

Sanitary  surveys  and  maps  drawn 26 

Restaurant  inspections  174 

Dairy  inspections  39 

Examinations  of  water  supplies 23 

Sewer  connections  obtained  17 


Each  day  begins  with  a 15  to  20  minute 
office  conference  for  members  of  the  staff, 
at  which  all  the  trainees  are  present.  The 
staff  members  and  trainees  report  on  the 
activities  of  the  previous  day  and  assign- 
ments for  the  day  are  made.  In  this  way 
each  physician,  nurse,  and  inspector  has 
the  opportunity  to  see  the  department  func- 
tioning as  an  integral  unit;  the  inspector 
in  training  gets  an  inkling,  at  least,  of 
what  a public  health  nurse  does.  Since  the 
control  of  communicable  diseases  is  the 
cornerstone  %)f  public  health  work,  the 
prospective  health  officers  are  taught  the 
health  officers’  relation  to  infectious  dis- 
eases. The  county  health  officer  visits  each 
case  of  diphtheria,  scarlet  fever,  typhoid 
fever,  and  smallpox  reported,  and  the 
physicians  in  training  accompany  him, 
observing  the  investigative,  quarantine, 
and  instructional  features  of  the  case.  It 
is  hoped  that  the  prospective  health  officei/ 
has  his  instincts  awakened  to  the  point  of 
thinking  in  terms  of  (1)  is  it,  or  is  it  not 
the  disease  in  question,  (2)  what  is  the 
source  of  the  infection,  if  possible  to  deter- 
mine, (3)  are  the  rules  for  the  isolation 
of  the  patient  and  the  quarantine  of  con- 
tacts understood  by  those  concerned,  and 
(4)  does  the  family  know  the  public  health 
precautions  to  be  taken?  Doctors  in  train- 
ing may  be  sent  alone  on  subsequent  visits 
or  to  obtain  cultures.  The  nurses  visit 
communicable  disease  cases  as  occasion  per- 
mits and  as  the  need  for  the  service 
demands. 


From  one  to  two  weeks  are  spent  by  the 
student  nurses  with  the  regular  staff  nurses 
in  making  home  visits  to  cases  of  tubercu- 
losis, to  expectant  mothers,  and  to  infants, 
preschool  and  school  children  whose  fami- 
lies are  to  be  investigated  and  advised. 
Usually  two  nurses  accompany  the  staff 
nurse  while  only  one  trainee  at  a time 
makes  the  visit  with  the  county  nurse. 
The  technique  of  a public  health  nursing 
visit  is  demonstrated  by  the  routine  activi- 
ties of  our  nurses.  Our  record  on  all  these 
cases  are  accessible  to  the  trainees  and  spot 
maps  of  communicable  diseases,  tubercu- 
losis, and  prenatal  activities  are  before 
them  daily.  Because  60  per  cent  of  the 
births  in  Sunflower  county  are  delivered  by 
midwives,  the  instruction  and  supervision 
of  county  midwives  is  another  function  of 
our  nursing  service.  District  club  meetings 
of  midwives  are  held  each  Saturday,  to 
which  the  nurses  are  assigned  for  observa- 
tion, and  toward  the  end  of  their  training 
they  are  given  the  responsibility  of  con- 
ducting a meeting  and  of  giving  a talk. 
On  every  third  week  a prenatal  clinic  is 
held  at  the  health  department  and  130 
cases  are  now  on  our  prenatal  register.  At 
each  clinic  between  20  and  30  cases  are 
seen.  On  new  cases  a routine  history,  Was- 
sermann,  blood  pressure  determination, 
urinalysis,  physical  examination,  and  pel- 
vic measurements  are  made.  Old  cases 
are  examined  for  blood  pressure  readings, 
urinalysis,  general  condition  and  special 
symptoms.  The  doctors  and  nurses  in 
training  take  part  in  at  least  one  clinic; 
the  doctors  conduct  the  examinations, 
while  the  nurses  take  histories,  obtain 
specimens,  and  assist  the  doctors.  These 
prenatal  cases  are  followed  by  nursing 
home  visits  as  prenatal  cases,  and  later 
as  post  partum  and  infant  cases. 

Our  pre  school  work  is  emphasized  more 
during  the  summer  months,  and  the  doc- 
tors and  nurses  present  during  that  period 
take  part  in  the  organization  and  conduct 
of  these  conferences.  School  examinations 
form  a large  part  of  the  winter  program, 
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and  the  doctors  and  nurses  in  training  are 
kept  busy  under  the  guidance  of  staff 
members.  Nurses  take  histories,  weigh 
and  measure  the  children  and  keep  rec- 
ords while  the  doctors  make  the  inspec- 
tions or  examinations.  The  keeping  of  the 
school  record  file  and  the  reporting  of  de- 
fects to  parents  and  teachers  are  stressed 
in  the  nurse’s  training,  and  each  nurse  is 
given  some  responsibility  in  record  keep- 
ing. In  our  immunization  work  against 
diphtheria,  typhoid,  and  smallpox,  which 
has  its  waves  of  popularity  depending  on 
season  and  on  incidence  of  the  respective 
diseases,  the  trainees  are  again  mustered 
into  service  and  the  majority  of  them 
grasp  the  significance  of  dealing  with  pre- 
ventable diseases  from  a community  stand- 
point. It  is  true  that  the  assistance  ren- 
dered by  the  trainees  contributes  to  the 
volume  of  health  work  accomplished  in 
Sunflower  County.  As  yet  little  has  been 
said  about  the  administrative  details  of 
managing  a group  of  trainees,  which  com- 
pares with  driving  a sixteen-horse  team 
and  frequently  threatens  the  staff  mem- 
bers with  nightmares. 

Since  the  overflowed  area,  for  which 
prospective  health  workers  are  trained  at 
Indianola,  is  a region  where  intestinal 
or  filth  borne  diseases  still  take  a heavy 
toll,  the  sanitary  inspectors  spend  at  least 
60  per  cent  of  their  time  during  training 
in  the  observation  and  practice  of  rural 
sanitation.  Each  trainee  usually  assists 
in  the  construction  and  installation  of  a 
septic  tank,  and  the  inspector  who  can’t 
build  and  install,  unaided,  at  least  two 
type  of  sanitary  pit  privies  doesn’t  “grad- 
uate.” The  inspectors  are  also  taught  the 
method  of.  taking  water  and  milk  samples ; 
they  observe  the  inspection  and  grading  of 
restaurants  and  dairies.  Since  the  passage 
of  the  standard  milk  ordinance  in  Indianola 
we  have  two  grade  A dairies  for  demon- 
stration purposes.  One  of  these  dairies 
was  planned  and  its  construction  super- 
vised by  our  sanitary  inspector;  parts  of 
it  were  constructed  by  the  inspectors  in 


training  at  that  time.  To  further  supple- 
ment this  field  experience  in  dairy  work. 
Pine  Bluff,  Arkansas,  has  recently  been 
utilized  for  more  extensive  dairy  expe- 
rience. 

During  their  period  at  Indianola  most  of 
the  inspectors  have  taken  part  in  mapping 
and  making  a sanitary  survey  of  some 
town  or  plantation.  The  doctors  have  also 
assisted  in  these  sanitary  surveys.  Toward 
the  end  of  the  training  period  most  of  the 
future  county  health  officers  have  been  as- 
s’gned  either  singly  or  in  pairs  to  some 
particular  problem  to  study  and  on  which 
to  make  a written  report.  A number  of 
them  have  made  a health  survey  of  some 
town  in  the  county.  These  reports  usually 
total  six  or  eight  typewritten  pages  and 
deal  briefly  but  in  a unified  manner  with 
the  water  supply,  sewage  disposal,  milk, 
housing,  school,  and  communicable  disease 
conditions  in  the  particular  town.  Others 
have  made  house  to  house  surveys  of  one 
or  more  plantations  with  respect  to  the 
past  history  of  typhoid  fever,  and  the  type 
and  condition  of  privies  in  use.  Spot  maps 
were  prepared  and  stool  and  urine  examin- 
ations for  the  detection  of  typhoid  carriers 
were  included  in  the  reports  by  the  student 
health  officers.  These  reports  have  been 
used  as  the  basis  of  sanitation  programs 
inaugurated  on  some  of  these  plantations. 
Others  have  made  special  pellagra  or  mala- 
ria surveys  in  particular  areas. 

Most  of  the  doctors  and  inspectors,  at 
least  those  destined  for  service  in  areas 
where  malaria  is  endemic,  have  spent  some 
of  their  training  period  in  the  adjoining 
county  of  Humphreys.  Under  the  tutelage 
of  Dr.  P.  S.  Carley,  county  health  officer, 
40  doctors  and  68  inspectors  have  averaged 
three  or  four  da:"s  each  during  the  past  ten 
months  getting  an  introduction  to  the  sub- 
ject of  malaria.  The  doctors  and  inspectors 
hT/e  made  field  sketch  maps,  have  caught 
and  differentiated  the  species  of  adult  mos- 
quitoes, have  dipped  and  differentiated  the 
species  of  larvae,  and  the  doctors  have 
assisted  in  making  history,  blood  and 
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spleen  surveys  to  determine  the  local  inci- 
dence of  malaria. 

Although  no  didactic  program  is  sched- 
uled and  the  training  station  is  primarily 
field  experience,  occasional  evening  lec- 
tures or  conferences  are  held  for  the 
benefit  of  the  trainees.  In  the  ten  months 
70  lectures,  or  seven  lectures  per  month, 
have  been  held.  The  subjects  of  Pellagra, 
Malaria,  Venereal  Diseases,  Public  Health 
Administration,  Communicable  Diseases, 
Dairies,  Reports  and  Record  Keeping, 
Rural  Sanitation,  Maternity  and  Infant 
Welfare,  Tuberculosis,  Typhoid  Fever, 
Trachoma,  Home  Visiting,  Immunization 
Work,  Mouth  Hygiene,  Water  Supplies 
and  Sewage  Disposal  are  among  the  sub- 
jects which  have  been  discussed  by  the 
staff  and  the  health  officials  who  have 
visited  the  station. 

Incidental  details  in  connection  with  the 
administration  of  the  training  station  may 
only  be  mentioned.  Each  worker  in  train- 
ing keeps  a dairy,  making  brief  notes  as 
to  each  day’s  work  in  order  that  a review 
of  his  experience  may  be  had  at  any  time 
by  the  staff  and  his  assignments  varied 
according  to  his  particular  need.  A small 
library  containing  a few  reference  books 
on  public  health,  a moderate  supply  of 
medical,  public  health  and  nursing  periodi- 
cals, and  a collection  of  reprints  are 
available  for  the  use  of  the  trainees.  Seven 
touring  cars,  in  addition  to  the  cars  of  the 
staff,  are  at  the  disposal  of  the  trainees  for 
official  use  in  their  field  work. 

The  Sunflower  County  Health  Depart- 
ment has  operated  on  an  annual  budget  of 
$12,500.  The  salaries  and  travel  of  four 
staff  members  are  paid  from  this  sum;  all 
health  activities  such  as  immunization  work 
and  the  purchase  of  supplies  and  equip- 
ment for  the  county  are  financed  by  this 
budget  or  from  local  sources.  For  the 
training  station  a separate  budget  is  pro- 
yided  by  the  Rockefeller  Foundation,  from 
which  the  largest  part  of  the  disburse- 
ments have  been  for  stipends  or  living 


allowances  to  the  prospective  health  work- 
ers while  in  training  and  for  their  travel 
expense.  The  doctors  accepted  for  train- 
ing receive  $5  per  day  and  the  nurses  and 
inspectors  $3  per  day;  actual  travel  ex- 
pense from  the  trainee’s  home  to  Indianola 
and  return  to  the  point  of  assignment  is 
also  paid.  The  expenditures  by  the  train- 
ing station  in  its  ten  months  of  existence 
total  $46,924,  which  includes  all  stipends 
and  travel,  purchase  and  maintenance  of 
automobiles,  that  part  of  salaries  occa- 
sioned by  training  station  activities  and 
incidental  expenses.  Dividing  this  sum  by 
the  234  health  workers  who  have  been  at 
the  station  shows  an  average  cost  of  $200 
per  trainee.  If  the  average  county  budget 
is  taken  at  $10,000  per  year,  and  if  five  or 
six  county  departments  will  be  saved  from 
failure  by  misplaced  personnel,  the  expen- 
ditures of  the  training  station  will  have 
been  well  invested.  It  is  hoped  that  the 
benefits  to  all  the  counties  in  providing 
some  preliminary  training  for  its  health 
workers  will  more  than  repay  for  the 
money  invested  in  their  training. 

In  conclusion,  I may  quote  Dr.  W.  G. 
Smillie,  who  reported  two  years  ago  on  the 
experience  at  Andalusia,  Alabama,  in  the 
field  training  for  health  officers,  and  whose 
observations  apply  equally  well  to  the  train- 
ing of  all  health  workers  at  Indianola : 

“It  is  obvious  that  one  to  two  months  of 
field  training  cannot  prepare  the  prospec- 
tive county  health  officer  for  all  the 
contingencies  that  will  arise  when  he  as- 
sumes his  new  duties  and  responsibilities 
in  an  independent  post,  nor  does  this  period 
of  training  give  him  even  a ground  work 
in  the  fundamentals  of  preventive  medicine. 
The  chief  value  of  the  field  training  is  that 
it  stimulates  an  enthusiasm  for  public 
health  work  and  develops  a public  health 
sense.  Furthermore,  it  enables  the  trainee 
to  learn  the  routine  and  to  balance  his 
program.  It  also  gives  him  an  inkling  as 
to  the  varied  activities  of  a county  health 
officer  and  the  relative  values  of  the  various 
activities.’’ 
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At  present  these  training  stations  are 
filling  the  gap  until  the  time  when  our 
schools  of  medicine,  public  health,  and 
public  health  nursing  will  provide  a suffi- 
cient quota  from  which  to  draw  the 
majority  of  our  county  health  workers. 
Even  then  there  will  be  a need  for  some 
form  of  practical  field  training  in  rural 
public  health  methods. 

DISCUSSION. 

Dr.  Felix  J.  Underwood  (Jackson)  : We  will 

soon  be  in  a position  to  balance  things  in  Missis- 
sippi. We  have  been  considerably  out  of  balance. 
Most  of  the  effort  and  most  of  the  money  up 
until  this  time  has  been  spent  in  caring  for 
wrecks,  with  little  time  to  prevent  the  wrecks. 
Insane  hospitals,  tuberculosis  hospitals,  charity 
hospitals  everywhere  wait  until  the  wreck  has  hap- 
pened and  then  get  very  busy  to  do  something 
for  the  individual.  I have  several  appeals  in  my 
pocket  right  here  along  that  line.  We  recently 
had  a woman  at  the  Sanitorium  for  examination. 
Her  case  is  one  of  advanced  chronic  pulmonary 
tuberculosis.  We  do  not  get  the  incipient  cases, 
the  early  cases  on  account  of  the  fact  that  so 
little  individual  work  has  been  done  in  the  unit 
back  home.  The  sanitorium  is  filled  with  ad- 
vanced cases. 

In  regard  to  the  insane,  we  know  cerebro-spinal 
syphilis,  and  other  diseases  that  are  preventable, 
will  cause  insanity,  yet  they  will  wait  until  he  is 
insane  before  trying  fo  do  something  for  him. 
They  will  wait  until  somebody  has  a hemorrhage 
or  other  advanced  symptom  of  tuberculosis,  and 
then  hurry  to  do  something  for  him.  Now  with 
the  trained  and  adequate  personnel  all  over  the 
state  we  shall  begin  in  a few  years  to  decrease 
the  number  of  wrecks  that  we  are  called  upon  to 
care  for. 

I should  state  that  Dr.  Balfour  is  not  only 
director  of  the  training  station,  but  is  the  county 
health  officer  of  Sunflower  County.  You  notice 
that  the  doctor  doesn’t  look  to  be  overly  stout, 
that  is  from  the  standpoint  of  avoirdupois.  I 
think  we  have  gotten  fifteen  pounds  off  him  since 
he  came  to  Mississippi.  He  is  acting  in  a dual 
position,  it  is  a hard  one;  he  has  given  his  best 
and  done  splendid  work. 

The  miracle  days  of  biblical  times  are  no  more. 
Until  recently  we  seemed  to  think  that  any  prac- 
ticing physician,  private  duty  nurse,  retired  police- 
man, political  lame  duck — plain  ordinary  laymen — 
could  go  to  bed  at  night  as  such  and  the  follow- 
ing morning  without  training  or  previous  experi- 
ence take  up  the  role  of  health  officer,  public 
health  nurse,  or  sanitary  inspector  and  get  away 
with  it.  (I  did  not  say  succeed.) 


Malpractice  of  this  sort  is  rapidly  disappearing. 
As  much  as  we  dislike  to  admit  it,  this  was  una- 
voidable for  the  reason  that  until  very  recent 
years  there  was  no  place  to  go  to  obtain  practical 
public  health  training  and  experience,  except  as 
an  apprentice  to  some  self-made  health  officer. 

A general  practitioner  does  not  become  a spe- 
cialist of  any  kind  over  night  and  he  cannot  be- 
come a specialist  in  public  health,  work  without 
special  study  and  preparation  over  a period  of 
months  and  years.  It  should  be  a source  of  great 
satisfaction  to  those  of  us  who  have  the  matter 
so  much  at  heart  to  see  the  public  showing  a de- 
gree of  appreciation  of  this  fact  as  evidenced  by 
the  demand  for  trained  workers,  adequate  com- 
munity health  programs  and  less  politics. 

Abundant  provision  has  been  made  for  the  pre- 
liminary stages  of  training  and  experience  in  med- 
ical schools  and  long  internships  in  hospitals  so 
far  as  curative  medicine  is  concerned.  Thus  far 
the  medical  schools  of  the  country  have  made 
ve^-y  little  provision  for  “internships”  in  the  prac- 
tice of  preventative  medicine.  Several  would 
doubtless  argue  that  the  public  health  require- 
ments are  being  taken  care  of  but  on  careful  in- 
vestigation we  find  only  two  or  three  that  are 
really  honestly  giving  the  students  anything  ap- 
proaching a real  program  in  preventive  medicine 
and  public  health. 

The  gradual  development  of  a public  health 
conscience  and  enlightened  public  opinion  and  de- 
mand will  bring  about  a proper  balancing  of  the 
teaching  of  preventive  and  curative  medicine. 

No  matter  how  much  didactic  instruction  a med- 
cal  student  may  be  given,  unless  he  also  is  given 
the  opportunity  to  gain  practical  experience  be- 
fore assuming  the  full  responsibilities  of  his  of- 
fice as  a health  worker,  he  will  fail  or  will  not 
attain  the  success  possible  with  adequate  practi- 
cal training  in  the  field. 

For  five  or  six  years  the  International  Health 
Division  of  the  Rockefeller  Foundation  has  main- 
tained in  co-operation  with  the  Alabama  State 
Department  of  Health  a training  station  or  center 
in  Covington  County,  Alabama,  which  made  it 
possible  for  the  Alabama  State  Board  of  Health 
to  forge  rapidly  ahead  of  most  of  the  other  states 
in  full-time  health  departments.  The  Alabama 
State  Board  of  Health  now  has  more  than  50 
per  cent  of  the  entire  population  enjoying  the 
blessings  of  intensive  full-time  county  health  work 
with  plans  well  laid  for  the  remaining  counties 
very  soon.  This  would  be  impossible  without  an 
adequate  supply  of  trained  personnel  made  pos- 
sible by  having  this  splendid  training  center  or- 
ganized and  conducted  for  several  years  by  the 
Rockefeller  Foundation,  and  now,  as  I understand. 
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taken  over  and  operated  by  the  Alabama  State 
Board  of  Health. 

According  to  the  report  of  Doctor  Charles  N. 
Leach,  former  director  of  the  station,  283  physi- 
cians, 80  nurses,  and  75  inspectors  were  enrolled 
in  the  Alabama  station.  Doctor  Leach  stated 
that  13.6  per  cent  of  the  physicians  reporting  for 
training  failed  to  receive  the  approval  of  the 
director.  The  value  of  such  a system  of  appraisal 
and  intensive  field  training  soon  became  apparent 
to  me  as  a State  Health  Officer  and  I have  re- 
quested training  for  a number  of  our  newly  ap- 
pointed health  officers.  We  also  have  employed 
several  physicians,  nurses,  and  sanitary  inspec- 
tors from  other  states  at  the  close  of  their  train- 
ing period.  For  the  past  three  years  no  county 
director  has  been  selected  and  for  the  past  year 
no  nurse  or  inspector,  and  from  this  time  on  no 
personnel  will  be  selected,  without  having  had  a 
course  of  practical  training  for  the  particular 
work  the  person  is  to  do. 

More  recently,  the  Rockefeller  Foundation  has 
cooperated  with  the  State  Health  Departments  of 
Ohio  and  Mississippi  in  establishing  similar  sta- 
tions. The  Ohio  station  was  opened  on  February 
1,  1927,  at  Greenville,  Ohio.  Approximately  40 
physicians  and  10  nurses  have  received  training 
there. 

Following  the  unprecedented  and  devastating 
flood  of  the  great  Mississippi  Valley  during  May, 
June  and  July,  1927,  with  90  counties  in  the  sev- 
eral affected  states  to  be  organized  on  a full-time 
basis,  the  Rockefeller  Foundation  organized  in  co- 
operation with  the  Mississippi  State  Board  of 
Health  a training  school  at  Indianola,  Sunflower 
County,  Mississippi,  on  July  8.  Approximately 
200  physicians,  nurses  and  sanitary  inspectors 
have  enrolled.  The  training  period  is  six  weeks. 
Men  and  women  from  all  sections  of  the  United 
States  and  several  from  Canada  have  been  given 
this  emergency  course,  very  intensive  in  character. 
The  Mississippi  station  is  built  around  a county 
health  unit  of  the  size  and  financial  support  which 
the  average  health  officer  will  have  at  his  dis- 
posal. Experience  gained  there  is  under  condi- 
tions which  will  closely  approximate  those  under 
which  his  future  work  will  be  carried  out. 

The  first  real  prenatal  clinic  in  the  State  was 
organized  in  this  county  last  year.  A splendid 
program  has  been  carried  out  to  the  great  bene- 
fit of  the  mothers  and  infants.  The  value  of  this 
phase  of  the  well-rounded  public  health  program 
carried  out  by  the  training  center  and  county 
health  department  to  the  physicians  and  nurses 
in  training  is  almost  incalculable.  The  first  county- 
wide tuberculosis  and  venereal  disease  survey  will 
be  under  way  soon.  Pre-school  conferences  are 
frequently  conducted  and  a splendid  school  pro- 


gram has  been  carridd  out.  Already  all  of  th 
towns  and  schools  and  a large  number  of  th 
rural  homes  of  the  county  have  been  made  san 
itary. 

The  Mississippi  State  Board  of  Health  is  ni' 
longer  embarrassed  and  held  back  by  lack  o 
trained  personnel  for  new  counties  for  now  theri 
is  an  abundance  of  good  material  from  which  t' 
choose  health  workers  and  success  is  assurec 
where  formerly  only  partial  success  or  failun 
was  the  rule.  Th“  State  Board  of  Health  wil 
eventually  take  o\  the  training  of  its  own  per 
sonnel  as  Alabama  has  done. 

Dr.  D.  J.  Williams  (Gulfport)  : I have  en 

joyed  the  paper  and  discussion  immensely;  thej 
have  left  but  very  little  for  me  to  say.  They 
presented  an  array  of  facts  however  that  demanc 
the  attention  of  this  association.  Dr.  Balfour  ha; 
developed  the  fact  that  50  per  cent  of  the  doctors 
who  are  attempting  to  qualify  as  County  Healtl 
Officers  or  Directors  of  these  units  are  unfit;  5( 
per  cent  of  the  class  is  only  fair  or  better,  practi- 
cally the  same  number  are  given  their  passports 
to  enter  this  work.  The  doctor  did  not  mentior 
one  qualification  that  I think  he  should  have  men- 
tioned. I believe  that  any  director  of  a public 
health  unit  should  have  a rich  experience  as  a 
general  practitioner  in  a general  way.  I do  not 
believe  that  schools  can  make  health  officers,  yef 
there  is  evidently  a demand  for  just  such  work  as 
the  doctor  is  attempting  to  do  at  Indianola.  Oui 
medical  colleges  have  been  failures  in  qualifying 
men  for  this  work.  Our  public  health  schools  have 
been  failures,  and  I can  point  to  numbers  of  men 
that  they  have  absolutely  disqualified.  As  to  the 
results  that  we  are  getting  from  the  school  here, 
I do  not  know.  We  have  some  tendencies  that 
we  might  well  watch  that  exist  throughout  the 
entire  educational  system  I know  in  Mississippi, 
and  here  I want  to  sound  a warning.  There  are 
too  many  failures  in  the  grammar  schools  of 
Mississippi.  It  is  costing  us  millions  of  dollars. 
There  are  too  many  failures  in  the  high  schools 
of  Mississippi,  and  here  in  the  learned  profession 
when  we  begin  to  grade  the  output  of  the  doctors 
as  qualified  for  public  health  officers,  we  are  find- 
ing that  50  per  cent  of  them  are  failures.  The 
same  thing  will  apply  to  the  inspectors,  and  it 
applies  to  the  nurses.  Now  something  is  wrong, 
and  it  is  a part  of  the  duty  of  this  profession  to 
help  find  where  that  wrong  is.  Have  we  the  cor- 
rect method  of  training?  A man  may  be  a per- 
fect failure  in  one  locality,  and  a remarkable  suc- 
cess in  some  other,  and  I know  personally  where 
some  of  these  conditions  have  proven  to  be  a fact. 
We  must  learn  to  individualize.  Otherwise  you 
are  going  to  continue  to  have  a great  number  of 
failures  when  they  get  into  their  respective 
places.  We  must  remember  also  that  from  a 
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jodly  number  of  these  failures,  ultimately  there 
jmes  success.  Some  of  the  generals  in  our 
rmies,  the  generals  and  leaders  in  our  business 
orld,  have  been  failures,  but  when  they  have 
sen  able  to  adjust  themselves  why  they  have 
icceeded.  Just  remember  in  all  of  this,  that  the 
one  that  may  have  been  cast  aside,  may  prove 
) be  the  keystone  of  the  arch. 

Dr.  M.  C.  Balfour  (closing) : I have  nothing 

arther  to  add  other  than  to  express  my  appre- 
iation  for  this  opportunity  of  presenting  the 
ibject  of  training  in  Public  Health  to  you,  and 
1 closing  would  congratulate  Mississippi  on  the 
rogress  which  has  been  made  in  the  field  of 
aral  health  work.  It  has  been  interesting  to  me 
) note  in  the  South,  how  at  the  present  time  the 
orthern  health  authorities  are  coming  to  the 
outh  to  learn  something  about  county  health 
ork,  and  rural  health  work.  There  have  been 

great  many  visitors  to  the  health  station  from 
le  state  health  offices  of  Massachusetts,  and  by 
le  dean  of  Harvard  Medical  School,  as  well  as 
jme  foreigners  who  have  come  to  see  the  lead 
rhich  the  South  now  has  in  the  field  of  rural 
initation. 

SOME  ESSENTIALS  IN  A DENTAL 
HEALTH  PROGRAM.* 

W.  R.  WRIGHT,  D.  D.  S., 

Meridian,  Miss. 

It  is  a privilege  and  genuine  pleasure  to 
appear  before  you  as  a representative  of 
he  dental  profession,  and  I feel  sure  that, 
is  co-laborers  in  an  effort  to  give  comfort, 
lappiness  and  health  to  the  people  of  our 
tate,  I express  the  sentiment  of  my  pro- 
ession  when  I say  that  it  is  a distinct 
lonor  to  take  part  on  your  program.  I 
)ring  greetings  from  five  hundred  dentists 
vho  honor  and  respect  your  noble  profes- 
lion  for  its  long  and  unbroken  history  of 
lacrifice  and  service  to  suffering  humanity. 
Dentistry  has  watched  with  pride  and  ad- 
niration  your  wonderful  progress  in  both 
nedicine  and  surgery.  This  has  encour- 
iged  us  and  helped  our  profession  to 
jrow.  We  naturally  look  to  you  for  lead- 
jrship  in  both  curative  and  preventive 
neasures.  Dentistry  being  a branch  of  the 


*Read  before  the  Mississippi  State  Medical 
\.ssociation.  Meridian,  Miss.,  May  8-10,  1928. 


healing  science  can  do  little  without  your 
co-operation. 

It  has  been  said  that  public  health  is  the 
foundation  upon  which  rests  the  happiness 
of  the  people  and  the  welfare  of  the  state. 
With  this  idea  in  mind,  organized  dentistry 
has  become  intensely  interested  in  con- 
tributing its  share  to  the  public  health 
program.  Since  such  men  as  Mayo,  Hunter, 
Osier,  Bloodgood  and  other  medical  author- 
ities have  expressed  their  opinions  in  no 
uncertain  terms  regarding  dental  health  as 
being  absolutely  essential  to  any  general 
health  program,  and  since  these  opinions 
have  been  supported  by  clinical  experience, 
and  the  same  views  are  held  by  dental 
authorities,  I assume  that  any  space  given 
to  this  phase  of  the  subject  before  a group 
of  medical  men  would  be  useless. 

In  presenting  the  essentials  for  carrying 
on  a dental  health  program  I shall  first  call 
your  attention  to  what  I consider  of  first 
importance : the  attitude  of  the  dental  pro- 
fession to  the  dental  health  program.  It 
has  not  been  long  since  there  was  a differ- 
ent attitude  toward  dental  health  publicity 
work  on  the  part  of  the  dental  profession. 
Dentists  were  not  in  accord  on  the  subject. 
Some  felt  that  the  public  did  not  need 
dental  health  work  and  that  there  was  an 
ethical  phase  to  the  publicity  necessary  to 
carry  on  a dental  health  program.  There 
were  many  far-seeing  men  in  the  profes- 
sion, however,  who  realized  that  the 
physical  betterment  of  mankind  depended 
in  a large  degree  on  mouth  conditions  and 
that  the  dental  profession  would  have  to 
play  a large  part  in  managing  any  great 
mouth  hygiene  campaign.  Gradually  the 
dental  profession  became  united  in  the 
conviction  that  mouth  hygiene  must  be 
presented  to  the  people. 

The  second  essential  in  presenting  a 
mouth  hygiene  program  is  the  co-operation 
of  the  medical  profession.  This  means 
more  than  we  can  estimate.  There  are  sec- 
tions of  the  state  where  dentists  are  few, 
particularly  in  rural  districts.  There  the 
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family  physicians  can  be  of  wonderful  as- 
sistance in  properly  educating  parents  and 
their  children  in  the  proper  care  of  the 
teeth.  Parents  should  be  advised  to  have 
the  teeth  regularly  inspected  to  find  the 
first  stages  of  trouble  and  the  proper  cor- 
rections made  and  diet  prescribed.  In  the 
pre-natal  life  the  medical  men  hold  the  key 
to  the  situation. 

The  expectant  mother  is  often  told  by 
friends  and  neighbors  that  she  must  have 
no  kind  of  dental  work  done  during  preg- 
nancy. Therefore,  she  avoids  the  dentist 
and  is  denied  his  advise  as  to  the  care  of 
her  teeth  during  that  important  period.  In 
this  way  the  pre-natal  child  is  removed 
from  the  sphere  of  dental  service  and 
advice  and  the  responsibility  thrust  upon 
the  physician.  We  are  only  beginning  to 
realize  how  necessary  to  the  future  health 
of  the  child  is  the  diet  and  care  of  the 
mother  during  pregnancy.  In  many  cases 
of  pregnancy  only  a midwife  is  called  and 
this  presents  another  difficulty.  This  leads 
to  the  belief  that  that  profession  should  be 
well  prepared  to  take  charge  of  this  phase 
of  dental  health.  Thorough  co-operation  of 
physicians  and  midwives  with  the  program 
of  the  Mississippi  State  Board  of  Health 
will  help  us  advance  a long  way  toward  the 
ideal. 

With  the  dental  profession  awake  to  the 
importance  of  mouth  hygiene  publicity  and 
the  co-operation  of  the  medical  profession 
the  next  essential  in  the  general  health 
program  is  a public  educated  to  the  need 
of  preventive  dentistry.  Realizing  that  the 
place  to  start  in  this  educational  campaign 
was  not  with  the  present  generation,  the 
child  mind  offered  the  best  approach  to  the 
presentation  of  a general  mouth  hygiene 
program  along  with  the  general  health  pro- 
gram. Reviewing  the  success  of  these 
campaigns  as  conducted  in  our  state  it  is 
hard  for  us  to  realize  the  many  difficulties 
that  confronted  the  pioneers  in  that 
movement.  Today  we  have  a public  that 
recognizes  the  importance  of  the  work  and 
is  willing  to  co-operate  with  the  program 


of  the  State  Board  of  Health.  Evidence  c 
this  fact  is  shown  by  the  law  providing  fo 
a dentist  on  the  State  Board  of  Health. 

Having  the  child  take  the  proper  atti 
tude  toward  the  care  of  his  teeth  is  a: 
important  essential  in  carrying  on  a denta 
health  program.  Where  dental  health  pro 
grams  have  been  conducted  a great  deal  ha 
been  accomplished  toward  having  th 
co-operation  of  the  child  in  the  attitud 
taken  to  the  work.  The  deportment  of  thi 
child  in  the  dental  office  has  been  greath 
improved.  The  dentist  is  no  longer  a terro; 
to  him.  Where  dental  health  programs  an 
conducted  in  the  schools  the  dentist  is  th( 
friend  who  helps  the  child  secure  his  on< 
hundred  per  cent  certificate  to  help  hi: 
school  become  a one  hundred  per  cen' 
school.  A holiday  is  looked  forward  h 
when  the  school  finally  arrives  at  one  hun- 
dred per  cent  and  the  child  feels  that  h( 
has  helped  the  school  attain  this  distinction 
Later  on  the  child  realizes  that  there  is 
another  side  to  what  he  is  doing,  that  his 
health  and  happiness  depend  on  doing  his 
whole  duty  in  the  care  of  his  teeth. 

So  we  have  laid  the  foundation  for  the 
advancement  of  a mouth  hygiene  program 
which  we  ha/ze  the  co-operation  of  the' 
dental  profession,  the  support  of  the  medi- 
cal profession,  the  public  awake  to  its  needs, 
and  the  child  willing  and  anxious  to  take 
its  part.  I am  glad  to  say  that  Mississippi' 
has  arrived  at  this  goal. 

When  the  Mississippi  Department  of 
Health  decided  to  enter  the  field  of  mouth 
hygiene  a careful  study  was  made  of  the 
plans  used  in  the  several  states  when  en- 
gaged in  this  work.  It  was  soon  realized 
that  it  would  be  difficult  to  adapt  to  our 
state  any  of  the  programs  then  in  success- 
ful progress  elsewhere  on  account  of  our 
large  rural  population,  and  our  small  per- 
cent of  foreigners,  and  the  limited  finances 
available  to  support  our  program.  We 
reviewed  our  situation  and  it  was  thought 
best  to  employ  one  full-time  health  worker 
and  institute  an  educational  program.  It 
was  gratifying  that  the  public  school 
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stem  entered  so  heartily  into  the  work, 
was  not  long  before  the  general  improve- 
;nt  in  the  health,  scholarship  and  deport- 
mt  of  the  pupils  was  marked.  The  story 
the  progress  of  the  work  is  no  doubt 
own  to  many  of  you.  I wish  I had  time 
go  fully  into  this  at  this  time  but  I have 
b.  You  know  that  under  the  direction  of 
. Felix  J.  Underwood,  Executive  Officer 
the  Mississippi  State  Board  of  Health, 
ss  Gladys  Eyrich,  Director  of  the  De- 
Tment  of  Mouth  Hygiene,  assisted  by  an 
dsory  committee  representing  the  Missis- 
pi  Dental  Association,  that  perfect  har- 
ny  has  prevailed.  We  are  confident  that 
plan  now  in  use  is  well  suited  to  our 
;ds.  In  fact,  we  are  often  called  upon  by 
er  states  to  assist  in  the  preparation  of 
h programs  and  our  success  has  been 
ed  widely.  We  have  recognized  in 
jsissippi  that  mouth  hygiene  is  a part 
the  general  health  program  and  that  as 
h it  should  be  carried  along  with  it  and 
independently. 

io  much  for  what  we  have  done  in  the 
t.  Our  aim  in  the  future  is  even  more 
Ditious.  The  work  we  have  done  has 
n elementary  in  a way  but  the  elemen- 
/ is  always  necessary  to  further  ad- 
cement.  There  are  certain  improve- 
rs and  developments  in  the  work  as 
ried  on  that  are  constantly  confronting 
One  of  these  is  the  change  in  the  form 
lental  certificate  that  has  been  issued 
the  examining  and  corrective  work 
e by  the  dentists.  There  has  been  no 
erstanding  about  a uniform  certificate, 
i^ever,  the  State  Council  on  Mouth 
dene  will  recommend  that  in  the  future 
sntal  certificate  must  not  be  issued  until 
:avities  both  pit  and  tissue  in  both  tem- 
iry  and  permanent  teeth  are  filled, 
h cleaned,  and  all  abscessed  teeth  and 
s (temporary  and  permanent)  be  re- 
ed and  all  unfillable  teeth  sterilized 
1 nitrate  of  silver.  With  this  uniform 
ificate  we  can  make  greater  strides  and 
ib'le  to  give  a more  accurate  check  on 
work. 


Another  advancement  that  we  need  to 
make  is  in  the  number  of  examinations  of 
school  children.  We  know  that  a one  hun- 
dred per  cent  mouth  in  September  may  not 
be  one  hundred  percent  in  January.  There- 
fore, much  damage  may  result  from  de- 
layed attention  to  defects.  We  need  to 
have  a mid-term  examination  of  the  school 
chidren’s  teeth  each  session. 

In  order  to  carry  on  the  mouth  hygiene 
program  already  started  by  the  State 
Board  of  Health  and  in  co-operation  with 
dental  and  other  agencies,  we  are  going  to 
have  to  depend  more  on  the  hygienist.  The 
hygienist  is  a product  of  dentistry.  She  is 
to  dentistry  what  the  trained  nurse  is  to 
medicine.  She  educates  through  her  ac- 
quired skill  and  knowledge  of  mouth 
hygiene.  She  is  considered  by  the  dental 
profession  its  most  available  aide  in  putting 
over  its  preventive  programs.  The  school 
authorities  of  McComb,  Laurel,  Meridian 
and  Vicksburg  have  been  aided  greatly  in 
their  work  by  the  hygienists  they  have 
employed  and  their  salaries  are  paid  by 
those  cities  in  connection  with  the  State 
Board  of  Health.  We  believe  that  there 
should  be  a hygienist  on  the  faculty  of 
every  city  school  system  of  five  thousand 
people,  that  a hygienist  should  be  placed  in 
each  elemosynary  institution  and  be  a part 
of  each  country  health  unit. 

The  well-rounded  dental  health  program 
must  not  be  satisfied  with  the  pupils  in  the 
public  and  parochial  schools.  We  have  used 
them  as  a beginning.  There  are  others  who 
need  dental  health  work  and  we  are  respon- 
sible for  them  as  well.  Adults  in  our  state 
institutions  could  be  greatly  relieved  by 
this  work.  It  has  been  shown  that  marked 
improvement  has  resulted  from  the  correc- 
tion of  dental  defects  of  the  parents  in  the 
Mississippi  Hospital  for  the  Insane. 
Especially  should  our  program  include  the 
tubercular  patients. 

Looking  to  the  future  for  a develoned 
program  including  pre-natal  life  and  the 
pre-school  child  and  a continuation  of  wh?»T 
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we  have  already  developed  Mississippi  can 
boast  of  a thorough  program  of  mouth 
hygiene  work.  The  pre-natal  life  aspect  of 
our  program  will  be  largely  educational,  as 
has  been  pointed  out  above.  This  we  have 
barely  touched  as  individual  professional 
men  and  not  attempted  to  a great  extent  in 
our  state  program.  However,  the  field  is 
ready  for  the  work  with  the  pre-school 
child.  There  are  many  agencies  such  as  the 
Parents-Teacher  organization  that  are  in- 
terested in  this  phase  of  dental  health 
work,  and  along  with  the  general  physical 
examinations  have  been  put  on  in  several 
communities  of  Mississippi.  The  pre- 
school child  problem  will  solve  and  reduce 
the  work  with  the  school  child  when  we 
have  finally  worked  out  a definite  plan  of 
approach. 

In  reviewing  the  work  done  in  Missis- 
sippi we  have  already  advanced  wonder- 
fully and  should  feel  encouraged  as  to  the 
future  outlook.  There  is  no  doubt  but  that 
the  budget  for  the  maintenance  of  our  pub- 
lic school  system  will  be  so  greatly  reduced 
when  we  have  finally  perfected  our  dental 
health  program  in  Mississippi  that  the 
money  now  expended  on  habitual  failures 
in  pupils  to  make  the  grades  and  the  ex- 
pense of  lagging  children  will  pay  for  the 
support  of  the  entire  health  department  of 
our  state. 

The  dental  health  program  of  the  Missis- 
sippi State  Board  of  Health  is  an  important 
factor  in  the  economic  development  of  the 
state.  When  we  shall  have  it  functioning 
to  its  utmost  the  result  will  be  more  capa- 
ble men  and  women,  with  less  or  crime  and 
a happier  citizenship.  From  the  humani- 
tarian side  we  will  have  less  suffering, 
greater  longevity  and  a higher  moral  tone 
among  our  citizens.  Is  not  the  risk  worth 
while? 

DISCUSSION. 

Dr.  F.  M.  Smith  (Vicksburg) : I enjoyed  Dr. 

Wright’s  paper  very  much.  He  covered  the  health 
program  from  a business  standpoint,  from  a pub- 
lic health  standpoint,  not  only  for  the  present,  but 
he  covered  the  work  that  has  been  done  in  the 


past  and  has  given  a vision  of  what  we  may  ex 
pect  or  hope  to  accomplish  in  the  future. 

He  states  three  or  four  essentials  that  h 
deemed  necessary  in  this  program.  One  was  th 
attitude  of  the  dental  profession;  second,  the  a1 
titude  of  the  medical  profession;  and  third,  th 
co-operation  of  the  public.  It  has  been  my  pleas 
ure  as  a public  health  worker  for  a number  o 
years  to  find  that  the  dental  profession  has  bee 
anxious  and  willing  at  all  times  to  co-operate  i 
furthering  this  program.  I do  not  mean  to  sa 
that  they  have  looked  at  it  from  a medical  stanc 
point,  but  they  saw  the  situation  as  it  actually  is 
they  saw  that  the  child  should  learn  early  to  car 
for  its  teeth,  and  after  corrections  are  made,  h 
becomes  the  friend  of  the  dental  fraternity  fo 
life.  In  this  way  he  gets  protection  of  healt 
through  the  care  and  preservation  of  the  teeth. 

Tbe  educational  part  he  has  covered  weJI.  ] 
may  be  worth  while  for  us  to  talk  of  the  or; 
hygenist  and  her  part  in  the  public  health  pn 
gram.  He  said  the  care  of  the  teeth  is  only  pai 
of  the  work  of  caring  for  the  whole  human  bod; 
You  cannot  disregard  the  necessity  of  caring  fc 
the  teeth  any  more  than  you  can  caring  for  tl 
vision  of  the  eye,  or  any  other  part  of  the  bod; 
We  know  what  a part  it  plays  in  the  life  of  tl 
individual.  The  oral  hygienist  we  believe,  in  h( 
connection  with  the  local  public  health  depar 
ment,  is  just  as  important  as  any  other  of  tl 
personnel.  She  should  be  a part  of  that  unit  ar 
realize  that  she  is  a part  of  the  unit.  She 
chosen  by  the  health  department,  and  she  is  r 
sponsible  to  this  department.  Her  work  now 
the  pre-care  of  and  cleaning  of  teeth  but  she 
part  of  this  health  department.  The  oral  hygieni 
in  the  city  of  Vicksburg  is  given  a sheet  on  whic 
to  keep  a daily  record.  Every  day  of  the  moni 
she  is  supposed  to  keep  a record  of  all  public  tall 
and  of  birth  certificates  delivered.  In  deliverir 
these  we  give  her  a great  opportunity  to  talk 
the  mother  on  the  preservation  and  care  of  th; 
child’s  teeth — the  baby’s  teeth.  The  oral  hygie 
ist  may  sometimes  have  to  put  placards  at  tl 
homes  where  there  are  communicable  diseases,  b' 
it  is  a golden  opportunity  for  her  to  tell  of  tl 
dangers  of  these  communicable  diseases.  SI 
makes  pre-natal  visits,  and  keeps  a record 
school  visits,  pre-school  visits,  talks  and  dril.; 
cleaning  teeth,  posters  of  0.  K.  chi^ren,  pr 
school  examinations,  work  with  hdiWi  depai 
ments,  school  children  corrected,  adults  correcte, 
and  tooth  brushes  distributed. 

Dr.  W.  D.  Beacham  (Hattiesburg):  I ha 

enjoyed  this  paper  very  much.  We  have  with 
Dr.  J.  F.  Brunson  of  this  city,  and  as  our  time 
limited,  I shall  gladly  give  Wm  my  time  to  discn 
this  paper. 
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Dr.  J.  F.  Brunson  (Meridian)  : I just  came 

it  to  hear  Dr.  Wright’s  paper.  I hadn’t  even 
en  the  paper,  but  I know  his  mental  trend  so 
ell  that  I had  a pretty  correct  idea  of  what 
ould  be  contained  in  that  paper.  Mississippi  as 
)U  know  has  been  a pioneer  in  mouth  hygiene 
jrk.  When  we  inaugurated  this  work,  the  way 
as  uncharted,  so  we  had  to  work  out  our  own 
■oblems.  How  well  we  have  succeeded  is  indi- 
ted by  the  fact  that  we  are  called  on  to  advise 
ith  this  work  in  other  states.  The  dental 
'gienist  is  new  not  only  to  Mississippi,  but  new 
erywhere.  I am  sure  that  time  will  show  the 
ntal  hygienist  to  be  more  and  more  useful  in 
is  important  field  of  public  health  work. 

We  went  farther  in  our  new  dental  law  than 
y other  state  in  the  latitude  given  the  dental 
gienist.  The  dental  profession  is  afraid  of  the 
ntal  hygienist,  and  is  cautious  in  giving  her 
;itude  in  her  work.  But  in  the  new  law  the 
ntal  hygienist  has  the  right,  under  the  direction 
the  dentist,  to  make  such  applications  to  the 
ntal  caries  as  will  arrest  decay,  and  no  other 
ite  in  the  union  has  gone  so  far.  I have  had 
;asion  to  investigate  the  laws  of  practically  all 
i states  of  the  union  in  getting  this  law  corn- 
ed. There  are  three  agencies  that  materially 
iist  in  arresting  dental  decay — nitrate  of  silver, 
oride  of  zinc  and  copper,  and  under  the  super- 
ion of  the  dentists,  the  oral  hygienist  will  be 
owed  to  make  these  applications  as  they  are 
licated.  The  dental  hygienist  will  earn  her 
ary  if  she  did  not  do  a thing  else  but  make 
I application  of  nitrate  of  silver  to  the  tem- 
•ary  molars  of  the  small  children  in  the  schools 
arrest  the  decay  of  those  teeth.  The  proper 
ution  of  copper  will  arrest  decay,  not  only 
)erficial  decay  in  permanent  teeth,  but  will 
est  decay  in  the  temporary  teeth.  She  will 
re  than  earn  her  salary  if  she  did  not  do  any- 
ag  else.  I thank  you  for  this  privilege  of 
ing  just  this  word. 

)r.  H.  K.  Tippin  (Gulfport):  I would  like  to 

; Dr.  Wright  what  the  consensus  of  opinion  is 
to  the  devitalized  tooth  if  it  is  not  abscessed? 

;s  that  disseminate  toxin  throughout  the  body 
not? 

)r.  Felix  J.  Underwood  (Jackson) : I want  to 

just  this.  Of  course  none  of  us  here  doubt 
great  need  for  preventive  dentistry.  We  do 
need  to  have  to  go  to  the  school  for  informa- 
1,  just  look  around  for  ourselves,  open  the 
ith  of  the  fellow  next  to  you  and  you  will  see 
need  of  this.  I want  to  make  this  statement: 
t Dr.  Wright  has  been  a most  valuable  member 
the  State  Board  of  Health.  I do  not  think  of 
1 as  a dentist  until  I need  him  on  this  mouth 
■iene  program  and  go  to  him.  The  fact  of  the 


business  is,  he  is  with  other  dentists — prominent 
ones  who  are  interested — guiding  this  program, 
but  I never  look  upon  Wright  as  a dentist,  but 
just  as  any  other  member  of  the  board.  He  has 
fitted  in  so  well,  we  feel  that  it  is  a solid  board 
without  any  reference  to  dentistry  or  what  not. 
I do  not  look  on  him  as  a member  of  any  pro- 
fession except  when  I go  to  him  for  counsel  and 
pleasure.  It  has  been  a pleasure  to  work  with 
Wright.  He  has  been  a great  help  to  me  per- 
sonally, and  to  our  program,  dental  programs  as 
well  as  public  health  programs. 

Dr.  D.  J.  Williams  (Gulfport):  Pursuing  the 

line  of  thought  suggested  by  Dr.  Tippin,  I would 
like  to  ask  what  the  opinion  is  with  reference  to 
extracting  primary  teeth  in  children.  It  has  been 
our  experience  both  as  health  officer  and  doctor 
that  a number  of  dentists,  and  I recognize  the  fact 
that  there  are  all  sorts  of  dentists  like  doctors,  get 
up  a notion  and  probably  refuse  to  extract  the 
teeth  of  children  whose  gums  are  abscessed  and 
whose  roots  are  partly  absorbed,  and  they  are 
sitting  up  there  just  like  a splinter  in  the  mouth. 
I want  to  know  just  what  the  leading  members 
of  the  dental  profession  think — what  their  atti- 
tude is  as  to  the  extraction  of  these  teeth? 

Dr.  Wm.  R.  Wright  (closing)  : I appreciate  the 

discussion  of  my  paper  by  Dr.  Smith  very  much. 

I believe  if  we  had  had  a lot  more  time  we  would 
have  gotten  a great  deal  more  out  of  his  discus- 
sion than  out  of  the  paper,  and  probably  did. 

I think  Dr.  Underwood  has  been  overly  gen- 
erous in  his  remarks;  however,  it  has  been  a 
pleasure  to  serve  with  the  Board  and  help  in  any 
way  that  I could.  And  I will  say  in  answer  to 
the  gentleman’s  question  in  regard  to  the  devi- 
talized tooth — pulpless  tooth  as  we  call  it — that 
he  asked  me  a great  big  question.  That  is  a ques- 
tion that  the  dental  profession  itself  has  not 
settled  nor  solved.  I think  that  I can  safely  say 
that  the  majority  of  the  members  of  the  dental 
profession  feel  that  a pulpless  tooth,  which  under 
roentgen-ray  shows  no  rarified  area  and  no  indi- 
cation of  trouble,  is  serving  a good  purpose  and 
we  leave  it  where  it  is.  I think  we  are  growing 
more  conservative  all  the  time  in  regard  to  that, 
but  in  cases  of  pulpless  teeth  that  show  an  un- 
healthy area,  the  profession  is  pretty  well  united 
on  the  removal  of  that  particular  tooth. 

And  I would  say  in  answer  to  the  question  of 
Dr.  Williams  in  regard  to  an  ulcerated  tooth,  or 
an  abscessed  tooth,  that  that  also  is  a question 
that  is  a little  hard  to  answer  under  certain  con- 
ditions. Now  if  you  have  a tooth  that  is  sitting 
directly  in  front  of  the  first  permanent  tooth — 
that  is,  on  the  six-year  molar,  probably  holding  it 
in  place  for  a short  time,  under  certain  condi- 
tions the  dentists  prefer  leaving  that  tooth  there 
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to  retain  the  proper  relationship  to  that  molar, 
but  personally  I have  about  arrived  at  the  con- 
clusion that  any  part  of  a tooth  that  is  abscessed 
should  be  removed  at  once. 

I certainly  thank  you  very  much  for  your  time 
and  consideration,  and  before  I sit  down  I may 
not  have  another  opportunity,  I want  to  tell  you 
medical  people  that  dentistry  feels  under  great 
obligations  to  certain  members  of  your  profession 
who  gave  assistance  to  the  dentists  in  getting  a 
very  constructive  dental  law  passed  by  the  last 
Legislature.  You  had  medical  men  as  chairmen  of 
the  two  committees  in  the  House  and  the  Senate 
that  these  bills  come  before,  and  they  were  very 
courteous  and  helpful  to  us,  and  we  certainly 
appreciate  that  very  much. 

HYPERTROPHIC  PULMONARY 
OSTEOARTHROPATHY.* 

LESTER  J.  WILLIAMS,  M.  D., 

Baton  Rouge,  La. 

This  very  interesting  condition  has 
been  recognized  as  far  back  as  1889  but  so 
few  cases  have  been  recorded  that  it  might 
be  of  interest  to  this  Society  to  present  a 
case  that  possesses  all  of  the  symptoms  that 
students  of  this  chronic  condition  have 
detailed. 

The  early  history  of  hypertrophic  pul- 
monary osteoarthropathy  shows  that  it 
was  named  by  Marie  in  1890,  although  in 
1889  von  Bamberger  was  the  first  to  de- 
scribe it.  Locke  in  1915  collected  a series 
of  144  cases  and  definitely  established  its 
relation  to  the  Hippocratic  fingers.  Prior 
to  this  Wynn  published  100  cases. 

To  Hippocrates  we  are  indebted  for  the 
first  step  in  the  diagnosis  of  this  disease 
for  it  was  he  who  noted  the  connection  that 
existed  between  clubbed  or  drumstick  fin- 
ger ends  and  lung  disease,  and  the  further 
changes  of  the  bones  have  been  observed 
by  later  writers. 

The  clinical  signs  of  hypertrophic  pul- 
monary osteoarthropathy  are  divided  into 
two  groups,  the  first  is  of  the  soft  tissues 
and  is  marked  by  a bulbous  swelling  of 

*Read  before  the  Louisiana  State  Medical  Soci- 
ety, Baton  Rouge,  April  10-12,  1928. 


the  ends  of  the  fingers  and  toes.  This 
clubbed  or  drumstick  finger  end  is  called 
“Hippocratic  finger”  in  honor  of  the  first 
to  mention  it.  The  drumstick  finger  end  is 
in  all  likelihood  due  to  hyperemia  of  the 
terminal  vessels  with  a fibrous  thickening 
of  the  subcutaneous  tissue  for  there  are  no 
bone  changes  that  accompany  this  spatula- 
tion  of  the  finger  ends.  The  second  is  con- 
fined to  the  long  bones,  in  which  there  is  a 
periosteal  hypertrophy  with  subperiosteal 
deposits  of  irregular  new  bone. 

The  cause  of  the  bone  changes  is  not  very 
definite,  as  there  are  several  theories  to 
account  for  the  change ; it  may  be  that  a 
passive  hyperaemia  from  the  restricted  pul- 
monary circulation  may  account  for  it, 
although  Marie  and  Sternberg  believe  that 
the  changes  are  toxigenic.  The  latest  the- 
ory however  is  that  there  is  a liberation 
of  nitrogen  gas  in  the  bony  structures,  with 
an  elevation  of  the  periosteum.  Bamberger 
some  36  years  ago  stated:  “The  etiology 

in  most  cases  is  uncertain,”  and  up  to  the 
present  time  there  has  been  no  great  mass 
of  testimony  to  contradict  this  statement. 

It  is  not  amiss  in  this  paper  to  call  at- 
tention to  the  fact  that  this  so-called  Marie- 
Bamberger  disease  is  not  limited  to  human 
beings  for  in  1926  Ball  and  Lombard  re- 
ported a case  in  a ten-year-old  lioness.  II 
is  interesting  to  note  that  since  the  lioness 
had  last  borne  young  the  condition  has  pro- 
gressively grown  worse.  The  lung  involve 
ment  was  that  of  pulmonary  tuberculosis 
with  bronchiectasis.  All  the  bones  were  in 
volved. 

Several  cases  of  this  disease  have  beer 
treated  with  deep  roentgen-ray  therapy 
and  while  no  astounding  results  have  beer 
obtained,  it  is  apparently  indicated  in  osteo 
arthropathy  following  a malignancy  of  th< 
lungs,  for  while  not  curative  some  of  th( 
symptoms  are  greatly  ameliorated. 

The  present  case,  J.  B.  C.,  an  undernourished 
scrawny,  undeveloped  boy  of  10  years  complains 
of  pain  in  chest  when  coughing,  and  this  wa 
almost  continuous,  with  the  expectoration  in  larg 
quantities  of  a foul,  thick  purulent  sputum.  H 
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also  complained  of  pains  in  both  legs.  Both  feet 
were  swollen  and  all  extremeties  presented  a 
skin  lesion  that  resembled  ichthyosis.  His  fingers 
show’ed  the  typical  “Hippocratic”  condition. 

The  family  history  was  irrelevant.  He  has 
had  measles,  whooping  cough  and  typhoid  fever. 
In  1918  pneumonia  followed  influenza.  He  was 
said  to  have  had  abscess  of  the  lung,  but  was  not 
aspirated  and  gradually  became  better,  although 
his  cough  continued  with  profuse  expectoration. 
There  was  no  history  of  temperature,  but  the  pa- 
tient never  felt  well  since  the  attack  in  1918.  He 
experienced  great  difficulty  in  lying  down,  finding 
trouble  in  breathing,  and  even  when  standing 
there  was  quite  a wheezy  breath  sound. 

The  physical  examination  revealed  a boy  13 
years  of  age  with  an  apathetic  appearance,  slightly 
labored  respiration  and  expectorating  profusely 
a greenish-white  pus,  especially  when  attempting 
to  lie  down. 

The  skin  was  dry  and  scaly  with  a hard  papu- 
lar feeling,  apparently  ichthyosis.  The  head  and 
neck  were  negative.  The  thorax  showed  a poorly 
nourished  chest  with  prominent  ribs  and  clavicles. 
Both  ribs  and  clavicles  were  larger  than  normal 
and  bulged  in  all  directions.  Breath  sounds  were 
exaggerated  over  the  entire  lung  area,  except 
lower  left  side  posteriorly  where  they  were  dimin- 
ished. In  this  area  spoken  and  whispered  voice 
sounds  were  increased.  Mucous,  sibilant  and 
sonorous  rales  were  heard  over  the  entire  chest. 
No  crepitant  rales  were  heard.  Heart  was  en- 
larged to  the  left  and  downward.  No  murmurs. 

The  sputum  was  examined  and  found  negative 
for  T.  B.,  bronchomycosis  and  bronchospiroche- 
tosis. 

Roentgen-ray  exsmrination  shows  the  lesion 
limited  to  the  shafts  of  the  long  bones  both  hu- 
meri, both  ulnae,  both  radii,  the  femora  and  both 
tibiae  and  fibulae.  The  phalanges  of  the  fingers 
were  negative  for  bony  pathology,  although  pro- 
nouncedly “Hippocratic.”  No  pathology  was 
noted  in  the  phalanges  of  the  toes,  nor  was  any 
observed  in  the  carpal  bones,  tarsal  bones,  clavi- 
cles, scapulae,  ribs  or  patellae. 

The  lesion  was  apparently  an  elevation  of  the 
periosteum. 

There  was  no  involvement  of  the  joints  and 
articular  surfaces. 

The  lungs  under  roentgen-ray  examination  ex- 
hibited a multiple  abscess  formation  in  the  lower 
lobe  of  the  left  lung,  probably  of  long  duration. 


I am  indebted  to  Dr.  Cecil  Lorio  who  re- 
ferred this  case  to  me  originally  and  also 
to  Dr.  J.  W.  Watson  who  allowed  me  to 
watch  the  progress  of  the  case. 

BIBLIOGRAPHY. 

Apert  & Bigot : Hypertrophic  osteo-arthropathy.  Bull, 

et  mem.  f.  hop.  de  Par.,  45:1715-1717,  1921. 

Ball,  V.,  & Lombard,  C. : Hypertrophic  pulmonary  osteo- 

arthropathy in  wild  animals  in  captivity;  first  case  of  P. 
Marie  syndrome  in  lioness.  Bull.  Acad,  de  med.  Par., 
95:16-17,  1926. 

Bryan,  L. : Secondary  hypertrophic  osteo-arthropathy 

following  metastatic  sarcoma  of  lung,  report  of  case.  Calif. 
& West.  Med.,  San  Fran.,  23:449-452,  1925  (illus.). 

Carr,  J.  G. : Secondary  hypertrophic  osteo-arthropathy, 

Med.  Clin.  N.  Amer.,  Phila.,  8:663-680,  1924  (illus.). 

Castex,  M.  R.,  Romano,  N.,  & Casaffousth,  C.  F.  C. : 
Hypertrophic  pulmonary  osteo-arthropathy  (Bamberger- 
Marie’s  disease)  in  wonren  of  25.  Rev.  Asoc.  med.  argent., 
Buenos  Aires,  37:561-573,  1924  (illus.). 

Corper,  H.  J.,  Cosman,  P.,  Gilmore,  W.  M.,  & Black, 
L.  T. : Hypertrophic  osteoarthropathy  in  pulmonary  tuber- 

culosis. Am.  Rev.  Tuberc.,  Balt.,  5:357,  1921. 

Deaderick,  W.  H. : Secondary  hypertrophic  osteoarthro- 

pathy and  cirrhosis  of  liver.  South  M.  J.,  Birmingham, 
16:927-929,  1923. 

Firgau,  Lotte:  Zur  Kenntnis  der  Osteoarthropathie  hyper- 

trophiante  pneumique  mit  besonderer  Beriicksichtigung 
eines  Falles.  Fortschr.  a.  d.  Geb.  d.  Rontgenstrahlen, 
Hamb.,  30:506-511,  1923. 

Funk,  E.  H. : Clubbing  of  fingers ; states  of  develop- 

ment and  association  with  hypertrophic  pulmonary  osteo- 
arthropathy; etiology.  Med.  Clin.  N.  Am.,  Phila.,  5:893, 
1921. 

Jones,  R.,  & Lovett,  R.  W. : Orthopedic  surgery.  (Sec- 

ondary hypertrophic  osteoarthropathy).  William  Wood  & 
Co.,  New  York,  391-392,  1923. 

Kleinberg,  S. : Pulmonary  hypertrophic  osteoarthropathy. 

J.  Am.  M.  Assn.,  Chicago,  76:435,  1921. 

Labbe,  M.,  & Renault,  P. : Case  of  hypertrophic  pul- 

monary osteodermropathy.  Bull,  et  mem.  Soc.  med.  d. 
hop.  de  Par.,  1:1065-1067,  1926. 

Leri,  A. : Hypertrophic  pulnronary  osteo-arthropathy  and 

hippocratic  fingers.  Bull,  et  mem.  Soc.  med.  d.  hop.  de 
Par.,  49:1445-1446,  1925. 

Leri,  A.,  Layani,  F.,  & Pettier:  Case  of  hypertrophic 

pulmonary  osteo-arthropathy.  Bull,  et  mem.  Soc.  med.  d. 
hop.  de  Par.,  49:1425-1433,  1925  (illus.). 

Marcus,  J.  H. : Hypertrophic  pulmonary  osteoarthro- 

pathy: report  of  case.  Arch.  Pediat.,  44:48-52,  1927. 

Ramond,  L.,  & Bascourret,  M. : Case  of  Pierre  Marie  s 

hypertrophic  pulmonary  osteo-arthropathy.  Bull,  et  mem. 
Soc.  med.  d.  hop.  de  Par.,  1:1015-1023,  1926  (illus.). 


710 


Jamison — Observations  of  Pneumonia. 


Schirmer,  O. : Akropachia;  pseudohypertrophic  pulmon- 

ary osteo-arthropathy.  Wien.  Arch.  f.  inn.  med.,  Berl., 
5 :345-352,  1923  (illus.). 

Schwatt,  & Steinbach.  M.  M.:  Torus  palatinus,  an  al- 

leged new  sign  of  pulmonary  hypertrophic  osteo-arthro- 
pathy. Am.  Rev.  Tuberc.,  Balt.,  6:35-43,  1926  (illus.). 

Weinberger,  M.:  Hypertrophic  osteo-arthropathy  with 

cancer  of  lung.  Wien.  Arch.  f.  inn.  Med.,  2:357,  1921. 

DISCUSSION. 

Dr.  Cecil  Lorio  (Baton  Rouge)  : I would  like, 

first  of  all,  to  congratulate  Dr.  Williams  on  his 
presentation  of  this  case,  and  to  lay  stress  on  one 
particular  clinical  sign  or  physical  sign  which  is  as 
yet  unpublished  in  literature. 

This  child  presented  himself  to  me  some  two 
years  ago,  having  just  returned  from  Charity 
Hospital,  under  observation  and  having  had  a com- 
plete examination  of  sputum  by  Dr.  Castellani, 
who  reported  negative  tuberculosis  and  negative 
fungus  infection  of  the  lungs.  The  child  was  in  a 
bad  condition  when  I saw  him  at  home,  and  was 
morbid. 

The  history  of  the  child  is  that,  eight  years  ago, 
he  developed  pneumonia,  and,  on  the  sixth  day, 
the  diagnosis  was  made  pneumonia,  lobar  pneu- 
monia; the  temperature  went  to  normal  and  re- 
mained normal  for  about  twenty-four  hours.  After 
that,  the  child  began  to  get  progressively  worse 
and  a diagnosis  was  made  a week  later  of  empy- 
ema. One  month  later,  the  child  suddenly  coughed 
and  expectorated  large  quantities  of  pus,  rup- 
turing through  the  lung,  and,  after  expectorating, 
experienced  relief.  This  relief  was  only  tem- 
porary and,  later  on,  the  cavity  was  refilled  and 
refilled  and  the  child  has  been  in  this  condition 
ever  since. 

Dr.  Williams  has  mentioned  the  scarcity  of  lit- 
erature, which  is  correct,  because  he  and  I have 
inquired  through  every  source  possible  for  some 
literature  on  the  one  particular  sign,  that  is,  the 
elevation  of  the  periosteum.  The  bulging  of  the 
fingers,  that  you  may  see  in  a chronic  heart  are 
not  the  same  as  the  one  associated  with  the  chronic 
hypertrophic  osteoarthropathy,  in  which  case  you 
have  an  elevation  of  the  periosteum  in  deep  posi- 
tion. 

The  one  particular  thing  of  interest  is  that,  in 
lung  abscesses  (I  say  this,  speaking  not  from 
myself  as  an  authority  but  from  Dr.  Baker,  of 
Boston,  who  has  at  present  some  thirty  cases  that 
have  not  been  entered  in  literature)  of  an  indi- 
vidual, a new  clinical  sign  is  an  elevation  of  the 
periosteum  is  not  associated  with  any  of  the  other 
lung  or  chronic  infections  of  the  lung.  These 
cases  will  be  presented  at  some  later  time  in  the 
literature,  I am  sure. 

The  chemistry  has  been  made  of  the  content 
of  the  space  betwen  the  periosteum  and  the  bone. 


and  it  has  been  found  to  be  definitely  that 
of  nitrogen.  The  case  that  Dr.  Williams  reported, 
the  child  has  had  pain  over  the  long  bones  of  the 
arm  and  of  the  leg.  The  roentgenograms  of 
those  identical  spots  over  the  pain  show  an  eleva- 
tion of  the  periosteum  without  any  subperios- 
teum borne  in  that  position  at  the  present  time, 
that  is,  at  the  time  the  picture  was  taken,  it  did 
not  show  any.  So,  this  elevation,  without  the  bony 
deposition  is  of  particular  interest  to  find  out 
whether  or  not  the  elevation  of  the  periosteum 
separate  from  a bony  deposition  is  only  an  occur- 
rence of  pulmonary  abscess  and  not  an  occur- 
rence of  the  bronchiectasis  or  chronic  lung  in- 
fection. 

Dr.  L.  J.  Williams  (closing)  : There  is  just  one 

point  that  I wanted  to  add.  In  1922,  it  was 
thought  that  Torus  Palatinus  was  a new  sign 
of  pulmonary  hypertrophic  osteoarthropathy. 
Chassaignac,  who  first  described  it  as  exoste  medio- 
palatine,  thought  it  a sign  of  syphilis,  but  that 
has  been  proven  a mistake. 

I thank  Dr.  Lorio  for  his  discussion  of  this  case, 
and  I hope  at  some  future  meeting  we  will  have 
more  papers  of  this  kind,  so  as  to  have  a more 
general  discussion. 

OBSERVATIONS  OF  PNEUMONIA.* 

CHAILLE  JAMISON,  M.  D., 

New  Orleans. 

The  material  presented  consists  of  those 
cases  of  pneumonia  which  have  been  typed, 
admitted  to  the  Charity  Hospital  during 
the  last  two  years,  and  also  of  certain 
studies  based  on  the  observation  of  cases 
of  this  disease  admitted  to  Medical  Serv- 
ice Six,  which  is  one  of  the  negro  male 
Medical  Services  at  the  Charity  Hospital. 
The  incidence  of  the  disease,  the  type,  mor- 
bidity, mortality  and  the  effect  of  syphilis 
are  considered.  The  following  observa- 
tions refer  only  to  pneumococcus  pneu- 
monia ; certain  cases  of  streptococcus  pneu- 
monia have  been  reported  elsewhere  (1), 
and  a pneumonia  due  to  an  organism  which 
is  as  yet  unidentified  positively,  is  to  be 
reported  at  a later  date.  No  attempt  is 
made  to  study  symptoms,  physical  signs, 
or  routine  laboratory  findings.  Terminal, 
aspiration,  and  focal  pneumonias  have  been 
excluded.  Table  1 is  a graph  representing 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 
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the  months  in  which  pneumonia  is  most 
prevalent.  There  seems  to  be  a difference 
in  the  seasonal  occurrence  to  that  of  the 
Northern  States.  The  greatest  incidence 
in  this  locality  is  in  February;  March, 
January  and  November  nearly  equalling  it, 
and  being  about  equal  to  one  another : Jan- 
uary, February,  March  and  April  lead  in 
the  North.  (2).  There  is  a curious  falling 
off  in  December,  which  is  probably  seen 
only  in  Hospitals  and  not  in  general  prac- 
tice. The  summer  months  are  almost  free 
of  this  disease,  and  one  can  see  that  it  is  a 
real  problem  for  only  about  six  months  out 
of  the  year. 

Table  II  gives  the  percentage  of  the  four 
types.  It  is  understood  that  all  cases  of 
pneumonia  admitted  to  the  Hospital  were 
not  typed,  but  those  that  were  typed  and 
are  here  presented  were  unselected  cases, 
and  it  is  believed  give  a fair  view  of  this 
phase  of  the  subject.  These  figures  are 
of  interest  as  they  differ  quite  materially 
from  those  of  other  localities,  where  such 
studies  have  been  made.  The  occurrence 
of  Type  I is  about  the  same,  of  Type  II 
considerably  greater,  of  Type  III  and  Type 
IV  very  materially  less.  From  these  fig- 
ures it  can  be  seen  that  Type  I and  II  ac- 
count for  75  per  cent  of  cases  of  pneu- 
monia seen  in  the  Charity  Hospital.  From 
figures  drawn  from  other  sources  Types  I 
and  II  account  for  from  50  per  cent  to  60 
per  cent  of  cases.  Type  III  is  very  rare 
locally  and  Type  IV  materially  less  than 
either  Types  I or  II.  Studies  from  other 
localities  though  they  show  Type  III  to  be 
the  least  common,  is  over  twice  as  frequent 
as  the  figures  presented  here  indicate; 
while  Type  IV  occurs  as  frequently  as 
Type  I,  these  two  headings  the  lists  in 
other  places.  (3)  (4). 

The  mortality  of  all  cases  typed  was  22 
per  cent,  regardless  of  considerations  of 
age,  color  or  sex,  and  this  is  probably  a fair 
estimate  of  the  mortality  of  pneumococcus 
pnuemonia  in  Charity  Hospital.  This  is 
less  than  the  mortality  seen  in  general  hos- 


pitals in  more  severe  climates.  Table  III 
presents  the  <i^centage  of  mortality  due 
to  the  variouM^es  and  means  that  of  one 
hundred  deat^^om  pneumonia  the  per- 
centages  will  be  as  illustrated,  but  does 
not  mean  that  of  one  hundred  cases  of  a 
certain  type  any  such  mortality  will  occur. 
On  the  contrary,  so  far  as  my  studies  go, 
the  mortality  of  Type  I is  a little  greater, 
and  of  Type  II  considerably  less  than  that 
given  in  published  figures;  Type  Ijll  is 
about  the  same,  but  Type  IV  is  practically 
negligible  as  a death-producer. 

The  differences  in  incidence  and  mortal- 
ity of  the  various  types  of  pneumonia  ac- 
count for  a conclusion  of  great  importance, 
and  that  is  that  75  per  cent  of  the  cases  and 
79  per  cent  of  the  mortality  of  pneumonia 
in  this  locality  are  due  to  Types  I and  II. 

The  duration  of  the  various  types  of 
pneumonia  was  studied  in  fifty  cases  oc- 
curring in  negro  men  in  Medical  Service 
Six  during  the  past  two  years.  This 
averaged  12  days.  Cases  of  Type  I aver- 
aged 10  days;  Type  II,  9l^  days,  and  Type 
III  8 days.  In  this  particular  group  no 
cases  of  Type  IV  pneumonia  occurred;  it 
is  possible  that  this  may  be  attributed  to 
the  mildness  of  the  disease,  which  was  such 
that  this  class  of  patients  did  not  seek 
hospitalization. 

Fifty-four  cases  with  pneumonia  were 
tested  for  the  Wassermann  reaction.  Table 
V gives  the  result  of  this  study  and  needs 
no  particular  comment,  except  that  the 
incidence  of  syphilis  was  found  by  this 
method  to  be  only  about  20  per  cent,  while 
it  is  well  known  that  the  incidence  of  this 
disease  is  much  higher  than  this  in  the 
negro  male.  The  presence  of  active  syph- 
ilis seemed  to  prolong  the  pneumonia. 

If  conclusions  are  justified,  based  on 
the  study  of  such  a small  number  of  cases, 
it  would  seem  that  so  far  as  type,  seasonal 
incidence  and  mortality  are  concerned, 
there  is  a marked  difference  between  pneu- 
monia in  this  and  other  localities. 
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TABLE  I. 

June  I 
Sept.  I 


Fifty-nine  cases  were  typed;  22  white  and  37 
colored.  The  following  table  gives  the  number 
and  percent  of  each  type: 


Table  I 33  per  cent  21  cases.  W6  C15 

Type  II  25  “ 15  “ W7  C8 

Type  III  5 “ 3 “ WO  C3 

Type  IV  18  “ 10  “ W6  C4 

Type  I and  II  17  “ 9 “ W3  C6 

Type  II  and  III  ....  2 “ 1 “ WO  Cl 

TABLE  III. 

The  mortality  of  all  cases  typed  was  22  per 
cent  white  and  colored,  both  sexes. 

Type  I 40  per  cent 

Type  II  33.3 

Type  III  6.6 

Type  IV  6.6 

Type  I and  II  6.6 


Type  II  and  III  6.6  “ 

75  per  cent  of  the  cases  and  79  per  cent  of  the 
mortality  in  lobar  pneumonia  due  to  Types  I 
and  II. 

TABLE  IV. 

It  was  possible  to  determine  the  average  dura- 
tion of  the  disease  in  50  negro  men.  This  aver- 
aged 12  days. 

Type  I averaged  10  days. 

Type  II  averaged  91/^  days. 

Type  III  averaged  8 days. 

TABLE  V. 

The  Wassermann  reaction  was  done  on  54  cases 
of  pneumonia  in  negro  male  adults. 

Positive  10. 

Negative  41. 

Anti-corn  3. 

The  average  duration  of  the  pneumonia  in  the 
positives  was  15  days.  None  died. 


DISCUSSION. 

Dr.  T.  B.  Bird,  (Baton  Rouge)  : I think  most 

of  us  are  rather  listening  to  the  call  of  the  dining 
room  most  at  this  time,  and  our  time  is  naturally 
very  limited. 

Anyone  who  has  dug  through  the  records  at 
Charity  Hospital  to  get  up  statistics  will  ap- 
preciate, most  heartily,  the  word  that  Dr.  Jami- 
son has  done,  and  I think  in  discussing  the  sub- 
ject of  pneumonia,  he  has  maintained  his  usual 
high  standard  of  excellence.  I believe  that  the 
mortality  that  he  has,  as  a whole  in  pneumonia, 
is  gathered  primarily  from  the  large  institutions, 
and,  unfortunately  in  medical  cases,  most  of  our 
institution  statistics  are  based  on  the  charity 
units,  and  they  are  notoriously  bad,  so,  just  what 
the  statistics  are  in  private  practice,  it  is  hard  to 
tell. 

Charity  institutions,  where  Dr.  Jamison  and 
most  of  the  rest  of  us  work,  these  patients  come 
in  very  late  and  in  many  cases  they  are  desperate- 
ly sick  patients,  sometimes  we  almost  think  they 
are  sent  in  there  in  order  to  avoid  repairing  some 
doctor’s  statistics  as  to  private  practice. 

There  is  another  thing  where  we  must  remem- 
ber, that  is  pneumonia  is  the  only  disease  known 
to  science  in  which  the  mortality  records  of  the 
profession  have  gone  backwards  in  the  past  gen- 
eration, and  the  question  arises  as  to  whether 
we  are  leaving  undone  something  that  our  father’s 
did  that  was  right,  or  whether  we  are  doing  some- 
thing that  our  father’s  omitted  that  was  wrong. 

I think  that  Dr.  Jamison’s  work  in  typing  has 
been  particu’arly  interesting,  and  he  deserves  un- 
usual credit  in  that  many  of  the  services  are  not 
making  an  effort  to  type  the  cases.  He  at  least 
has  given  us  something  to  think  about,  and  that  is 
what  we  come  to  these  meetings  for. 

Dr.  L.  R.  Debuys  (New  Orleans) : I want  to 

congratulate  Dr.  Jamison  on  his  excellent  pre- 
sentation. Presentations  such  as  the  one  he  has 
just  offered  tend  to  stimulate  us  to  do  better  work 
and  are  those  from  which  we  secure  information 
to  add  to  our  fund  of  knowledge. 

His  analysis  of  the  pneumonias  at  the  Charity 
Hospital  is  indeed  interesting  and  thorough. 
There  can  be  no  discussion  of  the  statistics  for 
they  speak  for  themselves.  It  seems  to  me  that 
that  feature  of  his  work,  the  typing  of  the  pneu- 
monias, offers  an  unusual  opportunity  for  further 
investigation.  Why  should  there  be  just  one  type 
of  pneumonia  for  which  there  is  a serum?  How 
many  times  do  we  avail  ourselves  of  the  serum  in 
that  particular  type?  Why  is  it  that  in  the  other 
types  the  various  serums  have  not  been  of  any 
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use?  We  might  offer  explanations  and  theorize 
from  now  on,  but  in  conducting  the  work  as  he 
is  doing  it  is  very  likely  that  he  may  give  us  some 
valuable  information  in  the  future. 

Dr.  Chaille  Jamison  (closing)  : This  study  is 

only  preliminary,  gentlemen,  and  we  are  carrying 
it  on  and  expect  to  carry  it  on  very  carefully  for 
many  years  to  come. 

Now,  the  point  which  I wanted  to  make,  and 
what  you  are  most  interested  in  is  this,  can  we 
have  a method  of  treatment  which  is  specific  for 
pneumonia;  is  going  to  cut  short  the  length  of 
our  patients’  sickness  and  give  him  a better 
chance  of  living?  I believe  that  the  answer  to 
that  is  “yes.”  I use  it  advisedly.  The  hospital, 
however,  as  Dr.  Bird  pointed  out,  is  not  the  place 
for  us  to  determine  that,  because  we  get  our 
patients  too  late.  It  is  for  the  man  who  is  called 
in  early. 

For  instance,  the  hopeful  thing  up  to  now  is, 
that  type  one  serum  is  practically  specific,  the 
results  are  dramatic,  particularly  if  given  early 
and  given  in  sufficient  amounts.  So  far  as  we 
have  been  able  to  observe  polyvalent  serums  have 
no  avail  against  anything  but  type  one.  They 
have  little  or  no  effect  on  type  two  or  three. 


TREATMENT  OF  PLEURAL  EFFU- 
SION, INCLUDING  EMPYEMA, 

BY  EVACUATION  AND  AIR 
REPLACEMENT.* 

With  Consideration  of  Twelve  Cases  of 
Empyema  So  Treated 

J.  A.  DANNA,  M.  D., 

New  Orleans. 

The  subject  of  empyema  has  interested 
the  medical  mind  since  the  earliest  re- 
corded times.  The  profession  paid  little 
general  attention  to  it,  however,  until  the 
measles,  and  later,  influenza  epidemics  dur- 
ing the  world  war.  Large  numbers  of 
cases  were  treated  in  various  military 
camp  hospitals  in  many  of  which  separate 
wards  and  departments  were  set  aside  for 
the  treatment  of  empyema.  When  the  re- 
ports to  the  Surgeon  General  began  com- 
ing in  and  were  tabulated  and  studied, 
however,  an  appalling  condition  of  affairs 
was  revealed.  The  mortality  ranged  from 
30  per  cent  to  70  per  cent,  and  the  conclu- 

*Read before  the  Louisiana  State  Medical  So- 
ciety at  Baton  Rouge,  April  12,  1928. 


sion  was  soon  reached  by  those  who  had 
the  responsibility  that  there  was  some- 
thing wrong  with  the  existing  methods  of 
treatment  of  empyema.  It  was  found  that 
the  highest  mortality  occurred  when  thor- 
acotomy was  performed  immediately  after 
a purulent  effusion  was  recognized.  A very 
material  lowering  of  the  death  rate  followed 
the  adoption  of  a rule  not  to  do  open  thora- 
cotomy till  inflammatory  infiltration  of  the 
pleura  and  mediastinum  made  this  proceed- 
ure  less  dangerous  several  days  later.  The 
use  of  Dakin’s  solution  to  sterilize  the 
cavity  and  supposedly  soften  and  liquefy 
the  exudate  very  materially  shortened  the 
period  of  convalescence,  and  reduced  to  a 
minimum  the  number  going  into  the 
chronic  stage  and  requiring  further  and 
more  extensive  surgery,  and  contribulted 
further  to  lowering  the  mortality  rate. 
More  recently,  so  called  closed  drainage 
has  become  popular  in  some  quarters,  a 
rubber  catheter  being  inserted  through  a 
trocar  or  small  intercostal  opening  and  an 
attempt  made  to  maintain  constant  drain- 
age by  negative  pressure  through  some 
form  of  suction,  the  cavity  being  irrigated 
at  various  intervals  with  Dakin’s  or  some 
other  solution.  The  average  man  doing 
general  surgery,  however,  is  not  quite  sure 
that  perfection  has  been  reached  by  any 
of  these  methods  in  the  treatment  of  this 
condition.  Any  contribution  to  the  subject 
at  this  time  should,  therefore,  be  timely. 

I have  been  doing  air  replacement  in  the 
aspiration  of  effusions  of  all  kinds  in  the 
pleura  since  returning  from  overseas, 
where  I became  very  much  interested  in 
the  subject  as  a result  of  the  work  of 
Morelli,  the  pupil  and  successor  of  For- 
lanini  at  the  University  of  Pavia,  who  was 
in  command  of  Ospedaletto  79,  a special 
hospital  for  the  treatment  of  thoracic 
wounds,  a few  miles  from  the  location  of 
Base  Hospital  No.  102.  In  a published 
monograph  which  has  been  translated  into 
English  by  Lincoln  Dayis  under  the  title 
of  “Wounds  of  the  Lungs  and  Pleura”,  he 
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reported  a large  number  of  chest  wounds 
treated  by  closed  pneumothorax  with  a re- 
markably low  death  rate.  He  laid  stress 
on  emptying  entirely  every  hemothorax, 
substituting  a closed  pneumothorax.  He 
did  not  however,  treat  empyema  this  way. 

My  experience  has  covered  all  manner  of 
pleural  effusions:  cardiac,  pleuritic,  trau- 
matic, from  malignant  disease  and  finally 
frank  empyema.  My  first  experience  with 
the  treatment  of  empyema  by  this  method 
dates  back  to  February  22,  1923,  when  I 
aspirated  a patient  with  a pleural  effu- 
sion following  an  influenzal  pneumonia. 
The  effusion  was  purulent  and  I felt  that 
I would  have  to  do  a thoracotomy  but  the 
patient  was  so  sick  that  I decided  to  wait. 
I removed,  however,  360  cc.  of  pus  by  as- 
piration, replacing  the  fluid  gradually  with 
air,  one  syringeful  of  air  being  reinjected 
as  each  syringeful  of  pus  was  removed. 
The  patient  was  very  much  better  next  day 
and  for  several  days  after,  so  the  thorac- 
otomy was  postponed.  As  her  temperature 
again  rose  and  she  again  grew  sick, 
another  aspiration  was  done  in  the  same 
manner  and  then  a third  and  finally  a 
fourth,  after  which  she  was  clinically  well. 
A Roentgen-ray  picture  three  months  later 
showed  a perfectly  normal  chest,  so  that  to 
my  amazement  I realized  that  I had  cured 
a grave  case  of  empyema  by  the  simple 
process  of  aspiration  and  air  replacement. 
I was  inclined  to  consider  this  rather  an 
accident  but  resolved  to  try  out  the  method 
again  at  the  first  opportunity.  This  op- 
portunity was  a long  time  presenting  itself, 
however,  as  often  happens  in  our  clinical 
experience.  It  was  not  until  October  20, 
1925,  that  I had  another  opportunity  to 
use  the  method.  This  was  in  an  old  man 
who  had  been  admitted  to  the  Charity 
Hospital  one  month  previous  in  a genito- 
urinary service  with  a probable  diagnosis 
of  pyelitis.  Pus  was  finally  found  in  his 
chest.  He  was  in  a rather  desperate  shape 
as  a result  of  being  sick  so  long.  Four 
aspirations  were  done  on  him,  a total  of 
1500  cc.  of  pus  being  removed  at  weekly 
intervals,  the  pus  each  time  being  replaced 


by  an  equal  quantity  of  air.  He  had  a rather 
chronic  form  of  empyema  and  had  been 
sick  a long  time  before  securing  treatment 
but  responded  as  well  to  the  treatment  as 
the  previous  case,  which  had  been  quite 
acute.  I now  felt,  therefore,  that  there 
must  be  something  to  this  treatment  and 
I was  quite  eager  to  try  it  out  further. 

Within  a year  after  the  discharge  of  the 
second  patient,  five  other  patients  who 
came  under  observation  and  in  whom  the 
treatment  was  persevered  in,  also  got  well, 
making  a total  of  seven  cases.  Three  ad- 
ditional cases  were  seen  during  this  same 
period.  One,  an  old  man  of  75  who  had 
double  pneumonia  three  months  previously, 
died  two  days  after  a second  aspiration 
which  was  unsuccessful  in  that  only  20  cc. 
of  fluid  was  obtainable — the  needle  being 
blocked  by  fibrinous  exudate.  He  died  with 
all  the  acute  symptoms  of  pulmonary  em- 
bolism. The  two  other  patients  deserted 
before  completion  of  the  treatment.  I have 
now  under  treatment  three  other  patients, 
who,  I have  every  reason  to  believe,  will 
also  get  well.  I have  just  discharged  an 
eighth  cured  case.  Physical  examination 
and  roentgen-ray  pictures  two  weeks  after 
the  last  aspiration  showed  no  signs  of  fluid, 
and  during  the  same  period  she  has  had 
normal  temperature  and  has  grown  steadily 
better.  I am  going  to  show  some  slides 
illustrating  her  case. 

TECHNIQUE 

An  attempt  is  made  by  physical  examina- 
tion and  study  of  roentgen-ray  plates  to 
locate  the  site  of  the  effusion.  A point  in 
the  inter-costal  space  corresponding  to  the 
lowest  point  of  the  empyema  cavity  is  anes- 
thetized with  one-half  per  cent  novocain 
solution,  infiltrating  all  the  tissues  from 
skin  to  pleura  inclusive.  A large  sized 
needle  is  now  attached  by  a rubber  tube 
connection  to  a 50  or  100  cc.  Luer  syringe. 
A syringeful  of  pus  is  now  withdrawn,  the 
tube  clamped,  syringe  disconnected  and 
emptied  and  then  filled  with  an  equal 
quantity  of  air,  re-connected  to  the  tube 
and  needle  and  the  contained  air  injected. 
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This  is  repeated  until  on  aspiration  air 
comes  through  the  needle,  which  shows  that 
the  needle  point  is  above  the  fluid  line. 
The  patient  and  needle  are  manipulated  so 
that  the  needle  rests  in  the  bottom  of  the 
pus  cavity  and  the  procedure  repeated 
until  air  again  comes  from  the  needle, 
which  indicates  that  all  fluid  has  been  re- 
moved. The  needle  is  now  withdrawn. 
Where  the  amount  of  pus  is  large,  a sec- 
ond spot  in  the  chest  wall  is  infiltrated  with 
the  anesthesia  solution  and  a second  smaller 
needle  introduced.  The  first  needle  is 
connected  to  the  suction  apparatus,  and  the 
second  needle  to  some  form  of  pneumo- 
thorax apparatus  whereby  the  amount  of 
air  which  comes  through  can  be  measured. 
In  this  way  the  chest  is  very  rapidly 
emptied  and  as  each  200  or  300  cc.  of  fluid 
is  withdrawn,  an  equal  quantity  of  air  is 
injected,  permitting  the  hydrostatic  or 
rather  the  physical  compression  of  the 
lung  to  be  undisturbed.  The  amount  of 
pus  removed  has  varied  from  a few  cc.’s 
to  as  much  as  3000  cc.  at  one  time.  The 
procedure  is  repeated  as  often  as  the  fluid 
accumulates  or  on  an  average  about  every 
five  or  six  days.  Patients  leave  the  operat- 
ing table  feeling  relieved,  and,  having  had 
no  discomfort  during  the  procedure,  ex- 
cept for  the  local  anesthesia  infiltration, 
willingly  and  cheerfully  submit  to  sub- 
sequent aspirations.  Our  limited  experi- 
ence has  made  us  strongly  feel  that  com- 
plete emptying  of  the  cavity  is  essential  to 
bringing  about  a cure.  In  one  case  this 
was  done  with  one  aspiration.  Some  cases 
have  had  ten  or  more.  The  average  has 
been  about  three.  The  patient’s  tempera- 
ture drops  to  normal  after  the  aspiration 
and  almost  immediately  the  patient  feels 
very  much  improved,  is  able  to  eat,  sit  up, 
and  take  an  interest  in  all  things  about 
him.  If  the  aspiration  is  not  immediately 
followed  by  this  improvement,  it  means 
that  there  is  another  cavity  which  has  not 
been  reached  or  that  the  patient  has  some 
other  serious  pathology  which  is  making 
him  sick  and  a diligent  effort  must  be 
made  to  find  it. 


If  the  ordinary  chest  needle  gets  blocked, 
we  use  the  large  many-eyed  needle  with 
holes  in  the  side  as  well  as  in  the  end.  If 
this  also  gets  blocked,  a small  intercostal 
incision  is  made  and  the  patient  turned  so 
that  this  lies  in  the  most  dependent  spot. 
A forceps  is  introduced,  dilating  the  open- 
ing and  removing  such  masses  of  fibrin  as 
may  present  themselves.  The  patient  is 
instructed  to  perform  forced  inspiration 
and  expiration  until  the  cavity  is  entirely 
emptied  of  fluid  and  fibrin.  The  patient 
now  takes  a deep  inspiration  and  the  for- 
ceps is  withdrawn  and  the  opening  per- 
mitted to  close.  A compact  dressing  is  ap- 
plied. As  the  opening  is  small  and  can  be 
completely  controlled  by  finger  pressure 
the  patient  is  not  shocked.  It  readily 
closes  without  drainage. 

When  first  seen,  it  is  often  impossible  to 
definitely  determine  the  size  and  location 
of  an  effusion  by  physical  examination  and 
the  roentgen-ray  picture  alone,  especially 
if  it  has  been  taken  with  the  patient  lying 
down  and  with  the  plate  under  him.  The 
removal  of  a small  quantity  of  fluid  and 
its  replacement  by  air  makes  a study  of 
the  size  and  site  of  the  cavity  very  much 
easier.  The  radiographs  must  be  taken 
sitting  up,  however,  with  the  plate  in  front 
of  or  behind  the  patient  or  laterally  against 
the  chest,  the  rays  being  directed  in  a 
horizontal  direction.  In  this  way  the  fluid 
line  is  shown  and  the  outline  of  the  cavity 
above  the  fluid  line  can  be  clearly  made  out. 
Even  if  only  a small  quantity  of  air  is  pres- 
ent, by  repeated  change  of  position  the 
various  walls  of  the  cavity  can  thus  be 
definitely  made  out.  Of  course  when  the 
cavity  has  been  entirely  emptied,  and  re- 
filled with  air,  its  outline  stands  out  clear- 
ly in  the  picture  but  even  if  the  cavity  is 
nearly  empty,  if  the  picture  is  taken  lying 
down  with  the  rays  directed  perpendicu- 
larly, it  may  show  nothing  indicative  of  a 
cavity. 

In  the  treatment  of  these  cases,  we  have 
learned  many  things  about  empyema  cav- 
ities that  we  did  not  know  before.  For  in- 
stance, our  second  case  had  three  separate 
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cavities,  the  roentgen-ray  pictures  show- 
ing three  separate  fluid  lines.  These  cav- 
ities communicated  with  each  other  and  by 
rolling  the  patient  first  one  way  and  then 
the  other,  we  were  able  to  get  the  fluid 
from  all  cavities  against  one  side  of  his 
chest  wall  and  aspirate  it.  Another  thing 
we  have  found  is  that  in  some  of  these 
patients  there  are  separate  cavities  which 
do  not  communicate  with  each  other.  The 
eighth  and  last  cured  case  comes  under  this 
category.  In  this  case,  after  evacuating 
quite  a large  cavity  of  pus  and  replacing 
the  pus  with  air,  the  patient  continued  to 
have  temperature  and  to  look  sick.  The 
roentgen-ray  pictures  showed  a dense 
area,  and  aspiration  revealed  a larger  cav- 
ity, above  the  one  which  has  been  previous- 
ly emptied.  This  was  also  treated  the  same 
way  and  she  has  since  gotten  well.  One 
case  now  under  treatment  started  out  as 
a pyopneumothorax,  supposedly  following 
pneumonia.  Air  was  present  in  her  chest 
before  a needle  had  ever  been  placed  in  it. 

As  spontaneous  pyopneumothorax  is  usu- 
ally looked  on  as  a fatal  condition,  it  is 
interesting  to  see  what  the  progress  of  this 
case  will  be.f 

Another  point  that  we  have  learned  is 
that  empyema  cavities  are  often  irregular 
and  may  be  in  any  position  in  the  chest. 
We  used  to  think  that  the  pus  poured  into 
the  pleura  and  gravitated  to  the  lowest 
part  of  the  cavity.  This  is  very  unusual 
for  even  when  the  cavity  is  in  the  lower 
part  of  the  chest,  it  is  usually  walled  off 
and  if  you  go  a little  in  front  of  or  behind 
a given  spot,  you  may  miss  it. 

I have  sometimes  been  very  much  an- 
noyed by  the  fact  that  the  largest  needles 
we  could  procure  would  become  blocked. 
I had  a large  one  made  with  a number  of 
eyes  in  the  side  of  the  needle.  This  worked 
very  much  better  than  the  others  but  some- 
times even  it  gets  blocked.  In  exaspera- 
tion, I made  a small  buttonhole  intercostal 
incision  in  the  sixth  case,  a little  girl  about 
8 years  of  age,  made  her  empty  her  chest 

fShe  also  got  well. 


by  forced  inspiration  and  expiration,  re- 
moved large  chunks  of  fibrinous  exudate 
and  after  making  sure  that  there  was 
plenty  of  air  in  the  cavity,  closed  the  open- 
ing with  a gauze  pad.  This  cavity  did  not 
drain  any  further  and  the  incision  had  to 
be  reopened  with  the  forceps  to  let  out  some 
fluid  a second  time.  This  time  the  cavity 
was  thoroughly  emptied  and  the  patient 
made  a beautiful  recovery.  The  criticism 
may  here  be  made  that  this  case  was  not 
treated  by  aspiration  and  air  replacement. 
But  she  was,  with  only  this  difference,  that 
the  pus  was  not  removed  with  a needle  but 
was  removed  nevertheless  and  the  fluid 
was  replaced  with  air,  the  cavity  being 
immediately  closed  so  that  she  can  be  said 
to  have  received  the  same  treatment  as 
the  others.  Altogether,  three  cases — in- 
cluding one  case  now  under  treatment — 
have  been  incised  and  the  cavity  permitted 
to  close  again  in  the  same  way.  They  do 
not  drain.  They  close  up  readily. 

Accustomed  as  we  are  to  seeing  vast 
amounts  of  drainage  from  open  thorac- 
otomy, one  is  surprised  in  the  average  case 
to  find  only  200  or  300  cc.  of  pus  accumu- 
lating in  an  average  period  of  six  days. 
This  to  me  is  rather  strong  evidence  that 
we  will  have  to  modify  our  conception  of 
the  processes  involved  in  empyenaa. 

What  is  the  mechanism  of  cure  of  these 
cases?  An  abscess  of  the  thigh  or  of  any 
other  soft  region  is  treated  by  incision, 
making  sure  that  the  cavity  will  remain 
open  or  that  its  communication  with  the 
outside  will  not  be  interferred  with  so  that 
all  secretions  from  the  wound  can  find  an 
exit.  The  infection  in  such  a case  is  taken 
care  of  by  the  tissues  without  any  further 
aid.  In  the  case  of  an  abscess  in  the  soft 
tissues,  there  are  sloughs,  as  a rule,  of 
necrotic  tissue  which  have  to  become 
separated  and  thrown  off.  As  these  sepa- 
rate, a clean,  granulating  cavity  is  left  be- 
hind which  gradually  closes  up.  There  was 
bacterial  infection  in  such  activity;  what 
has  become  of  the  bacteria?  The  treatment 
has  removed  those  that  were  in  the  puru- 
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lent  fluid  and  in  the  necrotic  material 
which  came  away.  Those  that  still  re- 
mained must  have  been  destroyed  by  the 
fixed  tissue  cells,  phagocytes,  antibodies, 
or  what  not  on  the  cavity  surface.  What- 
ever be  the  process,  localized  bacterial  in- 
fection is  cured  by  the  simple  process  of 
finding  an  exit  for  the  contents  of  the  ab- 
scess cavity. 

I think  it  should  be  easy  to  see  the  an- 
alogy in  the  case  of  an  accumulation  of  pus 
in  the  pleura.  If  we  remove  the  liquid 
and  solid  contents,  we  have  done  what  it 
usually  accomplished  in  the  treatment  of 
an  ordinary  abscess  of  the  soft  structures 
anywhere.  By  replacing  these  contents 
gradually  with  an  equal  volume  of  air,  the 
existing  relation  of  all  structures  is  not 
interferred  with  so  that  no  trauma  of  any 
kind  is  done.  As  the  air  is  gradually  ab- 
sorbed, the  negative  pressure  in  the  pleura 
is  re-established  till,  when  all  air  has  been 
absorbed  and  the  fluid  has  ceased  to  re- 
accumulate, the  lung  is  now  again  in  con- 
tact with  the  parietal  pleura  and  the  case 
is  cured.  If  a case  can  be  cured  by  this 
means,  it  has  several  advantages  over  the 
usual  other,  means : There  being  no  trauma 
to  lung  or  pleura,  there  is  every  reason  to 
feel  that  as  happens  in  the  peritoneal 
cavity  where  the  peritoneum  is  not  unduly 
traumatized  following  an  infection,  the 


pleural  surfaces  will  finally  be  free  again 
and  not  adherent  as  must  be  the  case  where 
open  thoracotomy  and  drainage  ha^ve  been 
done.  There  being  no  drain,  there  is  no 
secondary  infection  introduced  from  the 
outside,  hence  a shortening  of  the  period 
of  healing,  less  tendency  to  rigid  incol- 
lapsible  walls,  sinuses,  etc.,  that  sometimes 
follow  drainage  operations.  The  cavity 
will  close,  for  it  must  when  all  air  has 
been  absorbed — hence  no  chronic  cavities. 
The  patient  is  spared  an  operation,  which, 
itself,  has  a certain  percentage  of  mortal- 
ity. In  its  stead  is  substituted  an  aspira- 
‘tion  which  is  practically  painless  and  to 
which  the  patient  gladly  submits  again  and 
again  if  necessary. 

Whether  all  cases  of  empyema  can  be 
cured  by  this  method,  experience  alone  will 
teach.  I present  this  paper  with  the  hope 
that  some  of  you  may  try  it  out  and  find 
out  further  its  value  and  limitations. 

NOTE — Seven  additional  consecutive  cases  of 
empyema  have  been  treated  in  the  author’s  serv- 
ice at  the  Charity  Hospital  since  the  reading  of 
this  paper,  making  a total  of  nineteen,  not  count- 
ing those  leaving  the  hospital  before  completion 
of  treatment.  Five  have  gone  home  cured.  T'wo 
are  now  convalescent  and  will  be  sent  home  soon. 
A buttonhole  opening  was  made  in  one  of  these 
five,  which  closed  immediately  without  drainage. 
Aspiration  with  the  needle  was  done  in  all  the 
others. 


Details  of  Eight  Cured  Cases 


Age 

Hospital 

Admitted 

Number 

aspirations 

Total  cc. 
fluid 

Organism 

found 

Previous 

history 

S.  B. 

26 

H.  D. 

'2/22/23 

4 

3060 

M catarrahalis 
B Influenza 
Staphylococci 

Influenzal 

Pneumonia 

J.  L. 

49 

C.  H. 

9/17/25 

4 

1215 

Pneumococcus 

Fall,  pain  in  back, 
pyuria 

L.  G. 

19 

C.  H. 

2/14/26 

1 

225 

Pneumococcus 

Pneumonia 

R.  S. 

19 

C.  H. 

4/2/26 

2 

500 

Pneumococcus 

Pneuomonia 

J.  P. 

46 

C.  H. 

5/11/26 

6 

2170 

Influenzal 

Pneumonia 

A.  R. 

6 

H.  D. 

7/27/26 

4 

270 

and  incision 

Pneumococcus 

Pneumonia 

W.  M. 

48 

C.  H. 

1/8/27 

10 

7450 

Pneumonia 

J.  G. 

18 

C.  H. 

1/12/28 

10 

2025 

and  incision 

Pneumococcus 

Pneumonia 
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DISCUSSION 

Dr.  E.  D.  Fenner  (New  Orleans)  : This  is  a 

very  interesting  subject.  I saw  some  of  Dr.  Dan- 
na’s  cases,  and  the  roentgen-ray  pictures,  and 
thought  I would  like  to  try  it  in  young  children. 
I tried  the  aspirating  needles  in  these  young 
children,  but  I could  not  work  it.  I could  not 
get  them  to  keep  still  enough  to  avoid  using  my 
needle  like  a bayonet.  They  fought  and  struggled 
to  such  an  extent  that  I was  forced  to  abandon 
the  effort.  I had  a sort  of  feeling  that  it  might  be 
possible  in  somewhat  older  children,  but  in  those 
under  five  or  six  it  is  like  trying  to  cure  a hernia 
with  a truss.  Nobody  can  keep  a truss  in  posi- 
tion in  a child  old  enough  to  walk.  As  soon  as 
your  back  is  turned  the  child  pulls  it  up  to  re- 
lieve the  pressure,  and  the  hernia  comes  down. 

The  other  day  I tried  to  use  closed  drainage  in 
one  of  these  children  by  means  of  a catheter  in- 
serted through  a canula.  It  worked  well  for  a while, 
but  then  the  patient  began  to  pull  the  tube  out 
every  few  hours,  and  my  closed  drainage  was 
soon  converted  into  the  other  sort.  I have  had 
the  same  experience  with  several  other  cases,  so 
that  I am  still  forced  to  rely  on  rib  resection  and 
a flanged  tube  they  cannot  pull  out. 

Dr.  N.  F.  Thiberge  (New  Orleans) : Twenty- 

five  years  ago,  I had  a case  that  would  corroborate 
Dr.  Danna’s  conclusions  here,  and  it  was  a case 
of  tubercular  pleursy  with  effusion.  I withdrew 
the  fluid  and  as  I was  getting  through,  I applied 
a good  deal  of  suction  to  get  the  fluid  out,  and 
just  as  I was  getting  through,  the  needle  was  dis- 
connected with  the  suction  apparatus  and,  to  my 
horror,  the  patient  took  a deep  inspiration  and 
filled  up  his  chest  with  air.  I quickly  removed  the 
trocar,  expecting  the  pleura  to  become  infected. 
He  did  beautifully,  he  is  still  living  and  is  well. 

Dr.  Danna  (closing)  : There  are  one  or  two 

points  I want  to  call  attention  to,  one  is  that  doing 
this  work  is  not  easy,  that  it  is  easy  on  the  patient 
but  it  is  not  easy  on  the  man  who  does  the  work, 
it  is  very  hard  work.  These  four  cases  that  I have 
on  hand  now  keep  me  pretty  busy,  they  keep  me 
almost  as  busy  as  the  rest  of  my  work,  because 
you  have  to  watch  them  and  you  have  to  do  the 
work,  yourself,  you  cannot  turn  it  over  to  any- 
body else.  So,  if  you  try  this  work,  expecting 
that  it  is  going  to  be  a cinch,  don’t  do  it,  because 
it  is  hard  work  and  requires  very  close  attention. 

We  do  not  use  any  irrigation  in  these  cases  at 
all.  We  have  merely  removed  the  pus  and  let 
nature  take  care  of  the  rest. 

I really  would  like  to  see  the  thing  tried  out 
more;  this  is  merely  an  experiment,  if  you  will,  it 
is  something  that  may  work  out  fine  or  it  may  not 
work  out  at  all. 


CLEFT  PALATE;  WHEN  AND  HOW 
SHOULD  IT  BE  TREATED?* 

E.  D.  FENNER,  M.  D., 

New  Orleans. 

For  more  than  thirty  years  I have  been 
interested  in  the  treatment  of  cleft  palate, 
and  have  today  under  my  care  a baby 
whose  mother  was  successfully  operated 
upon  by  me  during  her  infancy.  I have, 
however,  found  it  impossible  to  trace  the 
records  of  cases  operated  upon  prior  to 
1922.  Every  case  I have  seen  since  1922 
and  up  to  the  date  of  this  meeting  is 
included  in  this  study.  They  are  48  in 
number,  and  since  I believe  it  to  be  a fact 
that  I see  and  treat  a larger  number  of 
cases  than  any  other  man  in  this  section  of 
the  country,  this  relatively  small  number  of 
cases  indicates  that,  like  other  congenital 
deformities,  cleft  palate  is  not  as  common 
in  Louisiana  as  in  sections  where  immigra- 
tion has  been  very  large. 

Congenital  fissure  of  the  lip  and  palate 
originate  in  very  early  foetal  life-during 
the  embryonal  period,  before  the  end  of 
the  third  month.  They  are  due  to  a failure 
on  Nature’s  part  to  complete  the  fusion  of 
the  lateral  branchial  arches  with  the  de- 
scending frontal,  or  intermaxillary  proc- 
ess. The  failure  may  be  unilateral,  or  bi- 
lateral ; it  may  involve  only  the  lip,  only  the 
palate,  or  both.  The  cleft  lip  may  be  par- 
tial or  complete ; the  cleft  in  the  palate  may 
involve  only  the  soft  palate,  it  may  extend 
as  far  forward  as  the  gum,  or  it  may  pass 
completely  through'  the  alveolar  border,  on 
either  one  or  both  sides  of  the  nasal  sep- 
tum. 

If  we  are  to  understand  the  rationale 
of  treatment  it  is  necessary  to  have  a clear 
mental  picture  of  the  common  varieties  of 
cleft  palate  seen  in  practice,  namely: 

1.  Post  alveolar  clefts,  divided  into: 

(a)  Partial,  involving  the  soft  pal- 
ate, or  a portion  of  the  hard 
palate. 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 
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(b)  Complete,  extending  as  far  for- 
ward as  the  alveolar  border  of 
the  upper  jaw. 

2.  Unilateral  peralveolar,  passing 
through  the  alveolar  process,  as  well  as  the 
soft  and  hard  palate. 

3.  Bilateral  peralveolar,  or  tripartite, 
in  which  the  intermaxillary  process  pro- 
trudes like  a snout. 

In  any  of  these  varieties  there  may  be 
associated  cleft  lip,  which  is  found  in  about 
80  per  cent  of  cases  of  cleft  palate. 

There  is  unquestionably  considerable  di- 
vergence of  opinion  amongst  men  of  experi- 
ence as  to  when  operation  should  be  under- 
taken in  cleft  palate.  Details  in  operative 
technique  are  likewise  the  subject  of  con- 
troversy. To  attempt  to  discuss  either  of 
these  questions,  presenting  the  arguments 
pro  and  con  of  various  surgeons,  would  pro- 
long my  paper  through  hours  instead  of 
minutes.  I shall,  therefore,  present  to  you 
only  my  own  seqcence  and  technique. 

Much  confusion  of  thought  will  be 
avoided  if  we  keep  clearly  before  our 
minds  the  fact  that  there  are  three  im- 
portant anatomical  structures  which  must 
be  considered  independently  of  each  other 
in  these  cases,  namely : the  lip,  the  alveolar 
process  of  the  upper  jaw,  and  the  roof  of 
the  mouth.  When  we  discuss  the  proper 
age  for  operation  we  should  make  it  per- 
fectly plain  which  of  these  structures  we 
are  talking  about,  and  this  is  something 
that  many  writers  fail  to  do.  They  ful- 
minate upon  the  importance  of  operating 
in  very  early  infancy,  and  when  we  study 
their  thesis  minutely  we  find  they  are  talk- 
ing about  the  closure  of  a cleft  lip,  or  the 
reduction  of  an  alveolar  gap. 

In  my  own  practice  I divide  the  treat- 
ment of  cleft  palate  into  preliminary  pro- 
cedures, and  final  operation.  Preliminary 
work  includes  the  closure  of  a cleft  lip,  the 
approximation  and  wiring  of  a one-sided 
alveolar  gap,  the  reduction  and  wiring  of 
a protruding  intermaxillary  process.  All 


of  this  preliminary  work  should  be  done  in 
early  infancy,  before  the  end  of  the  third 
month,  if  possible.  How  long  before  the 
end  of  the  third  month  depends  upon  the 
nutrition  and  vitality  of  the  child.  Every 
new-born  babe  has  to  demonstrate  its 
capacity  to  survive,  and  this  demonstration 
is  far  more  doubtful  in  the  cleft  palate 
case  than  in  the  normal  infant.  It  seems 
wise  to  wait  until  the  infant  has  shown  that 
it  is  capable  of  overcoming  this  handicap. 
The  dictum  that  the  new-born  is  immune  to 
shock  and  other  operative  dangers  is  some- 
thing I have  never  been  able  to  accept  with- 
out reservations.  The  surgeon  who  accepts 
the  slogan  that,  “since  the  new-born  is  im- 
mune to  shock,  no  mother  should  be  permit- 
ted to  see  he  rbaby  with  a cleft  lip,”  is,  in 
my  opinion,  going  to  meet  with  many  anx- 
ious hours  as  his  cases  multiply.  This  is  one 
of  those  phrases,  like  “the  self-determina- 
tion of  peoples,”  “peace  without  revenge  or 
penalties,”  which  is  “full  of  sound  and  fury, 
signifying  nothing,”  at  least  in  the  practi- 
cal management  of  these  cases.  Lewis  A. 
Sayre,  with  the  same  purpose  to  startle  the 
attention  of  his  hearers  to  the  necessity  of 
early  treatment  of  club-foot,  used  to  say 
that  it  should  begin  before  the  extraction 
of  the  placenta.  But  did  he,  or  any  other 
man,  ever  begin  to  manipulate  a club-foot 
before  the  vernix  caseosa  had  been  washed 
off  the  baby’s  body?  No,  gentlemen,  these 
extreme  positions  are  suited  only  to  the 
exceptionally  mild  case,  and  are  not  sound 
general  practice.  So  much  for  the  pre- 
liminary work. 

The  ultimate  aim  of  all  cleft  palate  sur- 
gery is  to  restore  the  roof  of  the  mouth, 
and  to  provide  an  efficient  muscular 
membrane  to  shut  off  the  naso-pharynx  for 
purposes  of  deglutition  and  speech.  This 
is  the  final  operative  step.  All  the  pre- 
liminary procedures  are  preparatory,  or 
simply  cosmetic.  This  final  operative  step 
should  not  be  undertaken  until  the  end  of 
the  second  year.  Very  wide  clefts,  of  the 
Roman  arch  type,  may  wisely  be  let  alone 
for  a year  or  two  longer.  Clefts  involving 


720 


Fenner — Cleft  Palate:  When  and  Hoiv  Should  It  Be  Treated. 


the  soft  palate  only,  or  complete  clefts, 
which  are  narrow,  and  present  a steep 
Gothic  arch,  might  be  attacked  at  eighteen 
to  twenty  months.  Before  the  seventeenth 
month  the  tissues  of  the  soft  palate  do  not 
hold  sutures  well,  and  it  remains  the  con- 
sensus of  opinion  amongst  men  of  the  wid- 
est experience  that  two  years  is  the  age  of 
choice  for  the  final  operation. 

The  only  operation  with  which  I have 
any  experience  is  the  Langenback-Fergus- 
son  procedure.  In  operating  I sit  at  the 
head  of  the  table,  employing  the  Rose 
position,  with  the  head  of  the  table  some- 
what lowered,  and  the  attitude  of  the 
patient  accentuated  by  a small  cushion 
under  its  shoulders.  The  operative  field  is 
exposed  by  a Whitehead  mouth  gag,  with- 
out tongue  piece.  The  tongue  is  controlled 
by  a suture  through  its  tip,  and  a depres- 
sor, fashioned  from  a Parker  retractor  by 
nearly  straightening  one  end,  permits  the 
assistant  to  hold  the  tongue  out  of  the  way 
when  necessary.  The  suction  apparatus, 
and  etherization  through  a nasal  catheter, 
greatly  facilitate  the  work.  Bleeding  is 
controlled  by  sponge  pressure,  and  time 
so  spent  need  not  be  grudged.  The  very 
efficiency  of  the  suction  may  obscure 
one’s  appreciation  of  the  extent  of  the 
hemorrhage. 

First  on  one  side,  and  then  on  the  other, 
lateral  incisions  are  carried  through  the 
soft  pai'ts  just  inside  the  last  molar  teeth, 
and  slightly  prolonged  backward  and  out- 
ward around  them.  I keep  these  as  small 
as  possible,  seldom  more  than  V2  to  % 
inch  long.  Suitably  shaped  elevators  are 
introduced  through  these  incisions,  and 
the  whole  muco-periosteum  is  lifted  away 
from  the  hard  palate  as  far  backward  as 
the  posterior  edge,  and  as  far  forward  as 
the  anterior  extremity  of  the  cleft.  The 
point  of  the  elevator  is  brought  out  through 
the  margin  of  the  cleft. 

The  next  step  is  the  liberation  of  the 
aponeurotic  attachment  of  the  soft  palate 
to  the  hard.  This  is  accomplished  by  in- 
sinuating one  blade  of  a pair  of  curved 


S*cjiSsors  beneath  the  flap  you  have  raised, 
while  the  other  lies  free  in  the  naso- 
pharynx, and  then  cutting  outwards  till 
the  whole  attachment  is  freed. 

Next  comes  the  paring  of  the  edges  of 
the  flaps.  A tenaculum  is  inserted  into 
the  edge  of  the  cleft  at  the  junction  of  the 
soft  and  hard  palate  to  steady  it,  and  with 
a very  sharp  narrow  knife  (a  Von  Graefe 
cataract  knife  is  admirable)  a strip  is 
taken  away  the  whole  length  of  the  cleft. 
One  should  be  sure  that  no  islands  of 
epithelium  have  been  left  along  the  edges 
to  interfere  with  union,  and  enough  tissue 
should  be  cut  away  to  ensure  broad  raw 
surfaces  for  approximation. 

Having  made  sure  that  no  islands  of 
epithelium  have  been  left  along  the  edges 
of  the  cleft,  the  flaps  are  sutured.  The 
stitches  are  passed  through  and  through 
the  flaps,  close  together,  from  the  tip  of 
the  uvula  to  the  anterior  extremity  of  the 
cleft.  Black  silk,  fine  black  silkworm  gut, 
or  dermal  sutures  may  be  used  accord- 
ing to  the  fancy  of  the  operator,  and  they 
may  be  simple,  mattress,  or  “end-on-mat- 
tress.”  The  only  thing  that  is  important 
is  that  the  flaps  should  have  been  suffi- 
ciently freed  to  permit  the  sutures  to  be 
tied  without  any  tension.  If  they  have  to 
be  dragged  upon,  the  cleft  will  certainly 
break  down.  As  a rule  I carry  three  or 
four  sutures  of  black  silk  along  the  nasal 
side  of  the  soft  palate,  and  finish  off  by 
introducing  one  of  two  heavy  “tension” 
sutures  deeply  through  the  soft  palate  to 
restrain  the  action  of  the  muscles.  This 
completes  the  operation,  except  for  the  in- 
troduction of  a light  packing  of  iodoform 
gauze  into  the  lateral  incisions. 

After  treatment  consists  largely  in  let- 
ting the  child  alone,  except  for  feeding 
with  liquids,  and  following  each  feeding 
by  plenty  of  cool  water  to  wash  off  the 
buccal  surfaces.  Argyrol  instillations  into 
the  nostrils,  and,  in  older  patients,  bland 
alkaline  mouth  washes  may  be  given. 
While  I am  convinced  that  a lot  of  non- 
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sense  has  been  written  about  the  devastat- 
ing effects  of  crying,  there  is  certainly 
little  to  be  gained  by  precipitating  a 
struggle  with  a terrified  child  in  order  to 
perform  a surgical  toilet  of  the  mouth. 

The  danger  period  to  the  line  of  sutures 
is  from  the  fifth  to  the  eighth  day,  and 
threatened  breakdown  is  announced  by  the 
appearance  of  mucous,  thick  and  tenacious, 
about  the  sutures.  Soon  afterwards  some 
gaping  will  be  noticed  somewhere  along 
the  line,  usually  at  the  junction  of  the  hard 
and  soft  palate,  and  frequently  at  the  an- 
terior extremity  of  the  cleft.  The  break 
may  be  confined  to  a small  area,  or  it  may 
involve  the  whole  line.  Moderate  sized 
openings  often  close  of  themselves  if  given 
time,  or  a secondary  plastic  may  be  neces- 
sary to  complete  the  anatomical  cure. 

Failure  is  due  to  three  factors:  (a)  Im- 
pairment of  the  circulation  by  too  extensive 
lateral  incision,  and  brutal  handling  of  the 
flaps;  (b)  infection;  (c)  tension  on  the 
sutures.  The  latter  is,  in  my  opinion,  by 
far  the  most  potent  cause  of  failure.  As 
shown  in  two  of  my  cases,  even  a violent 
post-operative  diphtheria  may  occur  with- 
out interfering  with  perfect  healing  of  the 
cleft. 

A good  many  writers  claim  to  be  able  to 
lift  the  flaps  without  injuring  the  palatine 
artery.  Personally,  I do  not  see  how  this 
can  be  done.  Certainly  in  many  cases  the 
artery  has  been  torn  without  preventing 
perfect  union.  Where  moderate  sized  open- 
ings persist,  their  healing  may  be  assisted 
by  stimulation  with  nitrate  of  silver,  or  in 
older  patients,  by  putting  in  a light  vul- 
canite plate  to  cover  the  roof  of  the  mouth. 

Failure  of  a cleft  palate  operation  is  a 
surgical  disaster,  because  the  abundant 
scar  tissue  makes  a secondary  operation 
much  more  difficult  and  uncertain.  The 
closure  of  the  soft  palate  is  more  important 
to  the  patient  than  union  of  the  hard 
palate.  A dental  plate  can  readily  be  fitted 
to  occlude  a hole  in  the  hard  palate,  but 


no  really  efficient  obturator  has  been  de- 
vised for  an  open  soft  palate. 

The  chief  aim  of  cleft  palate  surgery  is 
to  enable  the  patient  to  speak  clearly  and 
intelligibly,  and  statistics  upon  this  func- 
tional result  are  exceedingly  difficult  to 
obtain.  There  can  be  no  doubt  that  perfect 
speech  is  found  in  only  a small  percentage 
of  cases.  It  must  be  admitted,  however, 
that  to  restore  the  alveolar  arch,  to  close 
off  the  mouth  from  the  nose,  and  to  give 
the  patient  a comely  mouth,  is  to  have 
done  much  to  deserve  the  gratitude  of  both 
parents  and  patient,  even  though  speech 
remains  defective. 

Cleft  palate  surgery  is  not  easy.  The 
pathway  to  a technique  that  yields 
70-75  per  cent  of  anatomical  successes, 
and  an  additional  20  per  cent  in  whom 
only  small  openings  persist,  is  strewn 
with  failures.  The  ordinary  training  of 
even  a highly  competent  general  surgeon 
offers  little  security.  The  “occasional” 
operator  is  doomed  to  disappointment,  and 
his  inevitable  failure  reduces  very  greatly 
his  patient’s  chances  of  ultimate  cure.  He 
who  has  the  opportunity  to  see  a succes- 
sion of  eases,  and  who  has  determined  to 
perfect  himself  in  the  work,  may  solace 
himself  by  the  reflection  that  he  may  sur- 
mount the  difficulties  by  practice,  but  he 
who  expects  to  operate  only  once  in  two 
or  three  years  jeopardizes  the  future  of  his 
patient  without  the  consolation  of  feeling 
that  later  patients  may  profit. 

In  this  connection  a quotation  from  a 
very  elaborate  and  splendidly  written  ar- 
ticle on  cleft  palate,  by  Francis  W.  Goyder, 
in  the  British  Journal  of  Surgery,  Vol.  1, 
No.  2,  is  very  apposite.  He  says : “It 

seems  also,  that  a special  interest,  and 
perhaps  a special  capacity,  is  required  to 
make  an  otherwise  excellent  surgeon  into 
a successful  operator  in  cases  of  cleft 
palate.  Certainly  experience,  not  of  sur- 
gery in  general,  but  of  these  operations  in 
particular,  is  essential.  . . .Many  improve- 
ments have  been  introduced  into  the  oper- 


722 


Fenner — Cleft  Palate:  When  and  How  Should  It  Be  Treated. 


ation,  but  those  which  have  surr^ived  have 
been  rather  simplifications  than  elabora- 
tions of  the  original  method.  Most  of 
them  have  been  devised  to  get  rid  of  ten- 
sion in  the  sutured  edges;  but  the  more 
experience  a man  gets,  the  smaller  his 
lateral  incisions  become;  he  gets  rid  of 
tension  in  other  ways.  But  let  the  be- 
ginner try  to  avoid  long  lateral  cuts,  and 
his  sutured  clefts  will  not  long  remain 
closed. 

In  conclusion,  let  me  confess  that  I have 
been  able  to  touch  but  lightly  upon  the 
varied  problems  of  cleft  palate  surgery. 
I have  given  my  own  convictions  as  to  the 
time  sequence  and  operative  technique,  but 
I realize  that  there  are  many  who  would 
take  issue  with  some  of  the  views  herein 
expressed.  But  in  this  work  a man  must 
adopt  an  operative  plan,  and  practice  it 
until  he  can  be  reasonably  sure  of  a favor- 
able result. 

DISCUSSION. 

Dr.  Fuchs  (New  Orleans) : I just  want  to  say 

a word  about  cleft  palates.  As  an  ear,  nose  and 
throat  man,  we  see  quite  a number  of  them.  I 
was  fortunate  enough  to  see  several  cases  Dr.  Fen- 
ner operated  on,  later  taking  out  the  tonsils,  and 
the  results  were  excellent.  I do  not  know  whether 
he  picked  out  the  excellent  ones  and  sent  them 
for  tonsillectomy  or  not. 

Dr.  Fenner  spoke  about  the  sutures  coming 
out.  I think  I mentioned  to  him,  some  time  ago, 
about  seeing  some  patients  in  Manhattan,  whom 
Dr.  McKenty  operated  on,  and  he  used  the  little 
stunt  that  appeared  to  me  very  good.  In  order 
to  protect  the  suture,  he  has  a metal  disc  and  he 
places  that  over  the  suture  and  ties  it  with  a lead 
band  extending  from  one  lateral  incision  to  the 
other.  He  said  that  in  most  of  the  cases  loosening 
of  the  sutures  were  due  to  the  tongue  rubbing  on 
the  suture  line  and  loosening  it,  and  with  that 
plate  protecting  it,  there  was  no  chance  for  the 
tongue  to  loosen  it  up.  That  may  be  just  a little 
point. 

Dr.  Lorio  (Baton  Rouge):  I would  like  to  ask 

Dr.  Fenner  to  discuss,  for  a moment,  the  end  re- 
sults of  cases  as  far  as  speech  is  concerned,  espe- 
cially in  these  cases  that  he  has  had  a complete 
closure  of  the  palate.  I have  had  two  or  three 
cases  in  my  own  family  that  have  been  operated 
on,  some  as  many  as  two,  three,  four  times,  I 
think  my  sister  was  operated  on  six  different 
times,  one  of  my  brothers  was  operated  on  for 
a cleft  completely  closed,  but  it  seems  the  soft 


palate  does  not  always  function  well,  even  after 
you  get  a closure  of  the  palate  there  is  still  a 
nasal  inclination,  and  to  overcome  that,  I notice 
most  of  these  patients  have  a peculiar  expression 
of  the  face,  the  larynx  seems  to  be  in  constant 
motion,  trying  to  close  during  conversation,  in 
order  to  cut  off  the  air.  I do  not  quite  under- 
stand that,  because  if  the  palate  is  all  closed,  I 
do  not  see  why  the  patient  would  want  to  con- 
stantly close  the  larynx  in  order  to  speak  intelli- 
gently and  plainly.  I would  like  to  ask  if  you 
ca_n  explain  that  for  me,  please. 

Dr.  E.  D.  Fenner  (closing) : I cut  out  a good 

deal  I might  have  said  out  of  respect  for  the  time 
limit.  This  question  of  the  speech  is,  of  course, 
tremendously  important.  It  is  unfortunately  true 
that,  even  where  you  have  gotten  an  anatomical 
success  speech  remains  defective  in  many  cases. 
If  the  operation  is  delayed  till  the  patient  is  eight, 
or  ten,  or  fifteen  years  of  age,  you  never  get 
any  improvement  in  the  speech.  Clear  articula- 
tion and  good  speech  depend  upon  a functionally 
good  soft  palate.  It  must  be  flexible.  It  must 
be  sufficiently  long  to  lie  against  the  posterior 
pharyngeal  wall,  and  cut  off  the  naso-pharynx 
completely.  Owing  to  the  very  nature  of  the  de- 
formity, one  of  the  inevitable  tendencies  of  the 
operation  itself  is  to  shorten  the  palate  some- 
what. In  addition,  the  cutting  of  the  attachment 
of  the  soft  to  the  hard  palate,  and  the  other  steps 
of  the  operation,  results  in  the  formation  of  a 
good  deal  of  scar  tissue,  with  the  result  that  the 
palate  loses  some  of  its  flexibility. 

In  a considerable  number  of  cases,  while  the 
major  part  of  the  palate  is  closed,  there  remains 
a hole  at  the  junction  of  the  hard  and  soft  palate. 
This  hole  will  frequently  close  of  itself  in  a few 
months,  but  in  the  process  there  is  contraction  of 
the  tissues  which  tends  to  draw  the  soft  palate 
forwards,  and  shorten  it  a little  more. 

In  reference  to  that  perforated  plate,  we  all 
know  that  in  older  patients  who  have  been  left 
with  a small  hole  in  the  palate  if  we  can  get  a 
dentist  to  make  a plate  to  fit  over  the  roof  of  the 
mouth  the  hole  will  generally  close.  Dr.  Bunnell, 
of  San  Francisco,  is  not  a pioneer  in  this  sugges- 
tion. A surgeon  in  New  York,  whose  name  I 
cannot  recall  at  the  moment,  was  using  such  a 
plate  in  young  infants  a number  of  years  ago. 
He  sutured  it  to  the  gum  so  as  to  keep  it  in  place, 
and  claimed  that  it  was  of  great  value  in  pro- 
tecting the  palate.  I did  not  say  anything  about 
the  plate  because  I have  not  had  a chance  to  try 
it.  I had  no  one  to  make  one  for  me,  and  could 
not  afford  the  expense.  My  own  experience  has 
been  that  where  I could  bring  the  flaps  in  coit- 
tact  without  tension,  and  did  not  bruise  the  tissues 
too  much,  I got  success.  Where  I had  tension 
I got  failure. 
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Tularemia  is  an  infectious  disease  caused 
by  the  bacterium  tularense.  Primarily  it 
occurs  in  nature  as  a fatal  bacteriemia  of 
rodents,  especially  rabbits  and  hares.  Sec- 
ondarily it  is  a disease  of  man,  transmitted 
by  the  bite  of  an  infected  blood  sucking 
fly  or  tick,  or  by  contamination  of  his 
hands  or  his  conjunctival  sac  with  portions 
of  the  internal  organs,  or  with  the  body 
fluids  of  infected  rodents,  flies  or  ticks. 

Cases  have  been  reported  from  thirty- 
nine  states  of  the  Union  and  the  District 
of  Columbia.  Ground  squirrels,  wild  rab- 
bits and  hares,  wild  rats  and  mice  have 
been  found  infected  in  nature. 

Transmission  to  man  occurs  (1)  by  the 
bite  of  the  horse  fly,  (2)  wood  tick,  (3) 
tick  (species  undetermined),  (4)  contam- 
ination of  his  hands  or  conjunctival  sac 
with  infected  organs  or  body  fluids  of  in- 
fected rabbits,  flies  or  ticks,  the  last  men- 
tioned being  the  most  common  cause,  there- 
fore most  cases  occur  in  market  men,  hun- 
ters and  housewives,  as  a result  of  cleaning 
rabbits. 

Laboratory  workers  become  infected  by 
performing  or  assisting  at  necropsies  of  in- 
fected guinea  pigs,  rabbits  or  white  mice, 
or  by  handling  infected  ticks. 

Bacterium  tularense  is  a small  pleomor- 
phic organism,  gram  negative,  non-motile 
and  non-spore  bearing,  and  grows  only  un- 
der anaerobic  conditions. 

There  is  a bacteriemia  early  in  the  dis- 
ease as  cultures  of  the  organism  can  be 
isolated  from  the  blood  of  man  during  the 
first  week.  No  instance  has  been  reported 
of  the  spread  of  the  infection  from  man  to 
man  by  mere  contact  or  by  the  bite  of  an 
insect  which  has  previously  bitten  a pa- 
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tient.  The  disease  is  essentially  of  a sub- 
acute and  chronic  character  in  man.  This 
applies  to  the  lesions  as  a whole.  Pathol- 
ogists unfamiliar  with  the  lesions  in  man 
are  likely  to  mistake  it  for  tuberculosis.  The 
granulomatous  character  of  the  lesion  is 
very  noticeable.  Four  clinical  types  are 
usually  noted.  (1)  Ulcero-glandular,  the 
primary  lesion  being  a papule,  later  an 
ulcer,  and  accompanied  by  an  enlargement 
of  the  regional  lymph  glands.  (2)  Oculo- 
glandular,  the  primary  lesion  being  a con- 
junctivitis with  enlargement  of  the  regional 
lymph  nodes.  (3)  Glandular  without  pri- 
mary lesion  but  with  enlargement  of  the 
regional  lymph  glands.  (4)  Typhoidal 
without  primary  lesion  and  without  gland- 
ular enlargement. 

The  average  incubation  period  is  about 
three  days.  The  onset  is  usually  sudden 
with  a chill,  headache,  profound  prostra- 
tion, generalized  body  pain,  sweating  and 
fever.  The  fever  usually  lasts  from  two  to 
three  weeks.  The  white  cell  count  is  usu- 
ally moderately  increased.  A very  definite 
skin  eruption  is  noted  in  some  cases  being 
macular,  papular,  or  pustular. 

Convalescence  is  slow;  it  is  unusual  for 
a patient  to  be  at  work  again  at  the  end 
of  a month.  Frequently  they  are  not  even 
able  to  work  the  second  or  third  month. 
Some  have  not  entirely  returned  to  normal 
for  six  months  to  a year.  Suppuration  of 
lymph  glands  has  been  noted  ten,  twenty- 
two  and  twenty-four  months  after  onset 
of  disease.  This  happened  in  the  first  of 
the  following  cases  to  be  reported;  the  in- 
guinal glands  suppurating  two  years  after 
the  original  infection.  Recurring  mild  at- 
tacks of  fever  have  been  noted.  Of  five  hun- 
dred and  sixty-five  reported  cases  to  date, 
twenty  terminated  in  death. 

Because  tularemia  is  not  borne  in  mind 
it  is  erroneously  diagnosed  “flu,”  dengue 
fever,  septic  infection,  typhoid  fever  and 
sporotrichosis.  The  following  points  should 
be  borne  in  mind  when  making  a diagnosis 
of  tularemia.  (1)  A history  of  having 
dressed  a rabbit,  or  being  tick  or  fly  bitten. 
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(2)  A primary  lesion  of  the  skin  in  the 
form  of  a papule,  followed  by  a persistent 
ulcer.  (3)  Persistent  regional  glandular 
enlargement.  (4)  Fever  from  two  to  three 
weeks  duration.  The  diagnosis  is  proven  by 
obtaining  an  agglutination  of  the  patient’s 
serum  with  bacterium  tularense.  A study 
of  the  blood  serum  of  two  hundred  and 
eighty-nine  cases  of  tularemia  by  Francis, 
tested  for  agglutination  of  bacterium  tula- 
rense, showed  a complete  absence  of  ag- 
glutinins in  the  first  week  of  illness,  the 
constant  presence  in  the  second  week,  an 
abrupt  rise  in  the  third  week  reaching  its 
maximum  in  the  fourth,  fifth,  sixth  or 
seventh  week,  a fall  in  titer  in  the  eighth 
week;  a gradual  decline  thereafter;  per- 
sistence of  agglutinins  in  long  recovered 
cases;  and  the  failure  of  agglutinins  to  en- 
tirely disappear  in  any  case,  even  10,  14 
and  18  years  after  recovery.  One  attack 
confers  immunity  in  man. 

Unique  features  are  (1)  the  certainty  of 
infection  of  laboratory  workers,  (2)  the 
persistence  of  agglutinins  in  the  blood  of 
long  recovered  cases,  (3)  the  granuloma- 
tous character  of  the  lesions  in  man  as  con- 
trasted with  the  lesions  in  animals,  (4)  the 
great  variety  of  insect  and  animal  hosts. 

The  treatment  is  symptomatic.  No  pre- 
ventive vaccine  or  curative  serum  has  been 
perfected.  Four  cases  of  the  ulceroglandu- 
lar  type  occurring  in  Louisiana  are  re- 
ported. 

Case  No.  1.  E.  T.,  white  male,  aged  39  years, 
of  Bossier  Parish.  Admitted  to  the  Schumpert 
Sanitarium  on  August  7,  1923,  complaining  of 
generalized  pain  over  body,  severe  prostration  and 
fever.  The  onset  of  his  illness  was  sudden  fifteen 
days  prior  to  admission  to  the  hospital,  with 
rigors,  severe  headache,  pain  in  back  and  legs 
with  high  fever.  After  the  above  symptoms  had 
persisted  for  five  days,  a red  macular  eruption 
appeared  over  practically  the  entire  body.  Within 
three  days  the  eruption  was  vesicular,  then  pus- 
tular; fading  in  about  ten  days  but  still  noticeable 
on  admission  to  the  hospital.  He  was  treated 
before  admission  for  dengue  fever.  Coincident 
with  the  onset  of  symptoms  a large  wood  tick 
was  discovered  by  the  patient  on  the  left  shoulder 
surrounded  by  an  area  of  intensive  inflammation, 
the  size  of  a half  dollar.  This  area  sloughed  out. 


leaving  a punched-out  ulcer,  which  healed  in  about 
three  weeks  and  on  healing  left  a scar.  The 
glands  in  the  left  axilla  became  inflamed  and  ten- 
der about  this  time  and  suppurated  within 
from  six  to  ten  days,  draining  for  about  three 
weeks.  He  ran  an  irregular  daily  fever  for 
twenty-eight  days.  There  was  a moderate  leu- 
kocytosis; a negative  Wassermann,  typhoid  and 
para  typhoid  reaction.  Up  until  the  onset  of 
the  present  complaint  he  had  always  enjoyed 
excellent  health.  A diagnosis  of  tick  fever  (Rocky 
Mountain  Spotted  Fever)  was  made  as  the  symp- 
toms fitted  in  fairly  well.  Convalescence  was 
very  slow;  he  lost  fifty  pounds  in  three  months 
time  but  was  partially  able  to  resume  his  work 
within  a period  of  six  months.  Attacks  of  low 
grade  fever  recurred  at  intervals  thereafter,  and 
in  July,  1925,  his  left  inguinal  glands  suppurated 
without  any  apparent  cause.  During  a period  of 
about  three  years  he  consulted  several  doctors, 
hoping  to  obtain  relief  from  his  extreme  weak- 
ness. In  January,  1927,  he  consulted  us  again 
when  it  was  thought  that  he  might  have  tula- 
remia. The  blood  serum  a few  days  later  agglu- 
tinated bacterium  tularense  in  dilutions  of  1:10, 
20,  40,  and  80.  For  the  next  three  months  a 
chronic  abdominal  pain  became  aggravated  and  on 
April  30,  1927,  he  was  admitted  to  the  hospital  and 
within  twenty-four  hours  definite  symptoms  of 
intestinal  obstructions  appeared.  On  opening  the 
abdomen  every  six  to  eight  inches  of  the  small 
intestine  was  found  to  be  surrounded  with  a gran- 
ulomatous mass,  rather  firm  and  malignant  in 
appearance  and  constricting  the  lumen.  The  men- 
senteric  glands  were  moderately  involved.  Due 
to  the  extensive  involvement  and  the  character 
of  inflammation,  no  further  operative  interference 
was  attempted.  Excised  gland  revealed  only  a 
granulomatous  type  inflammation.  Strange  to  re- 
late, his  post  operative  recovery  was  uneventful, 
and  except  for  a few  abdominal  flareups,  his 
health  continued-  as  before  operation.  A few 
months  later  he  visited  the  Mayo  Clinic.  A report 
from  them  was  to  the  effect  that  radiologically  his 
gastro-intestinal  tract  was  entirely  negative  and 
that  his  blood  serum  agglutinated  bacterium 
tularense  in  a dilution  of  1:160.  In  February 
of  this  year  he  was  re-admitted  to  the  hospital 
with  rather  severe  abdominal  pain  but  after  sev- 
eral days  on  a liquid  diet  his  symptoms  subsided. 
His  blood  serum  at  this  time  agglutinized  bacte- 
rium tularense  in  dilutions  of  1:10,  20,  40  and  80. 

Case  No.  2.  Through  the  courtesy  of  Doctor 
W.  M.  McBride,  I am  privileged  to  report  the 
following  case. 

Mr.  H.  of  Jackson  Parish  removed  a tick  from 
the  left  leg  on  April  5,  1927.  He  called  Dr. 
McBride  on  April  10,  complaining  of  having  had 
a rigor  followed  by  high  fever,  prostration  and 
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generalized  body  pains.  The  above  symptoms 
came  on  very  suddenly  and  continued  rather 
severe  for  three  days.  For  the  next  three  weeks 
his  fever  varied  from  99  to  103  degrees.  During 
this  time  the  tick  bite,  at  first  insignificant,  grad- 
ually developed  into  a circular  punched-out  slough- 
ing lesion  nearly  the  size  of  a dollar.  The  left 
inguinal  glands  became  infiamed  and  tender  soon 
after  the  onset  of  symptoms  and  were  on  the 
verge  of  suppurating  on  one  occasion.  Several 
days  after  onset  an  indurated  bluish  macular  erup- 
tion appeared  in  the  region  of  the  left  groin,  a 
few  scattered  ones  also  being  observed  over  the 
remainder  of  the  body.  The  eruption  faded  after 
the  fifth  day.  At  the  end  of  one  month  the  ulcer 
was  slowly  healing  but  was  far  from  well.  Blood 
serum  on  May  10  agglutinated  bacterium  tula- 
rense  in  dilutions  of  1:10,  20,  40,  80  and  160. 

There  was  considerable  weight  lost  for  the  first 
three  weeks. 

Case  No.  3.  183838 — Mrs.  McC.,  white,  female, 
of  Jackson  Parish,  age  30  years.  Admitted  to  out- 
patient department  of  the  Charity  Hospital, 
Shreveport,  Louisiana,  August  20,  1927,  with  the 
history  that  she  had  been  bitten  by  a tick  on 
the  left  leg  in  February,  1927,  causing  her  to  re- 
main in  bed  six  weeks.  Prominent  symptoms  at 
the  onset  were  fever,  prostration,  and  severe  pain 
in  the  left  leg,  with  marked  swelling  of  the  re- 
gional lymph  glands.  These  glands  suppurated 
and  were  incised  early  in  the  course  of  the  dis- 
ease. She  had  been  very  weak  since  the  tick 
bite,  with  the  loss  of  thirty-five  pounds  in  weight. 
Examination  at  the  clinic  revealed  a small  healed 
ulcer,  bluish  in  color  on  the  calf  of  the  left  leg. 
There  were  also  several  small  scars  along  the  inner 
aspect  of  the  left  thigh  and  inguinal  region.  The 
urine  analysis  and  blood  Wassermann  were  nega- 
tive. Blood  serum  agglutinated  bacterium  tula- 
rense  in  a dilution  of  1:80.  The  patient  stated 
that  at  the  time  of  her  illness  she  noticed  many 
sick  rabbits  around  her  place.  She  was  able  to 
resume  part  of  her  work  within  three  months.  A 
letter  from  her  the  past  month  was  to  the  effect 
that  she  was  able  to  resume  her  usual  work  within 
eight  months,  but  that  she  had  not  entirely  re- 
gained her  strength. 

Case  No.  4.  M.  D.,  of  Webster  Parish,  colored, 
male,  age  60  years.  While  hunting  in  the  swamps 
during  the  first  week  of  October,  1927,  he  was 
seized  with  a chill,  followed  by  fever  and  pain 
in  his  right  shoulder  and  axilla.  On  returning 
home  he  discovered  a small  bluish  red  papule  be- 
neath the  right  clavicle.  He  was  very  sick  that 
night  with  high  fever  and  prostration.  The  next 
morning  the  right  axillary  glands  were  swollen 
and  tender.  He  remained  in  bed  two  weeks 
with  fever,  pain  in  right  shoulder  and  arm  and 
e?  treme  weakness.  During  this  time  his  hands 


and  feet  burned  and  pained  him  considerably.  The 
skin  of  palms  and  soles  also  peeled  off  in  large 
scales.  Examination  on  October  14,  1927,  (about 
two  weeks  after  onset  of  illness)  revealed  a small 
punched-out  ulcer  with  undermining  edges  be- 
neath the  right  clavicle.  The  right  axillary  glands 
were  swollen  and  tender.  The  skin  of  the  palms 
and  soles  was  peeling  off.  He  complained  of  neu- 
ritic  pain  in  the  right  chest,  shoulder  and  arm  and 
weakness.  His  temperature  was  101  degrees,  the 
leukocyte  count  was  12,500;  the  differential  count 
was  within  normal  limits;  the  blood  Wassermann 
and  urine  analysis  were  negative.  He  returned 
one  week  later  on  account  of  suppurating  right 
axillary  glands,  persistent  fever  and  pain  in  shoul- 
der and  arm.  The  glands  discharged  for  two 
weeks  and  on  healing  left  a scar.  The  ulcer 
healed  in  about  three  weeks  and  likewise  left  a 
scar.  In  response  to  a letter  several  days  past  he 
returned  for  further  questioning.  He  stated  that 
he  had  been  unable  to  resume  work  in  any  form 
on  account  of  weakness  and  soreness  over  the 
body.  He  still  complained  of  darting  pains  in  the 
right  chest,  shoulder  and  arm.  His  feet  and  hands 
still  tingled  and  burned.  Fever  had  recurred  at 
irregular  intervals  on  his  attempting  to  work.  He 
lost  thirty-five  pounds  during  the  first  month  of 
his  illness,  regained  several  pounds  but  has  lost 
again  recently.  His  blood  serum  agglutinated 
bacterium  tularense  in  a dilution  of  1:160. 

SUMMARY. 

(1)  Four  cases  of  the  ulcero-glandular 
type  of  tularemia  are  reported  as  occurring 
in  Louisiana. 

(2)  Cases  1,  3,  and  4,  were  unable  to 
resume  even  a part  of  their  work  under 
six  months.  Case  1,  at  the  end  of  five  years 
is  able  to  perform  part  of  his  work. 

(3)  There  was  considerable  loss  in 
weight  and  extreme  weakness  in  all  four 
cases. 

(4)  The  source  of  infection  in  three 
cases  was  from  the  bite  of  a tick  (species 
undetermined).  Case  4 remains  undeter- 
mined but  presumably  caused  by  the  bite 
of  a fly  or  tick. 

CONCLUSIONS. 

Tularemia  is  evidently  more  prevalent  in 
Louisiana  than  has  been  realized  in  the 
past.  This  brief  review  of  the  literature 
with  the  report  of  four  cases  is  presented 
with  the  hope  of  stimulating  further  inter- 
est and  closer  observation  with  the  view 
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of  more  frequent  recognition  of  this  com- 
paratively new  and  interesting  disease. 

Note:  All  agglutination  tests  were  made 
by  Doctor  Edward  F'rancis  of  the  U.  S. 
P.  H.  S.,  Washington,  D.  C. 

E.  T.,  case  No.  1,  expired  in  January, 
1929  after  a lingering  illness  of  6 months 
duration.  The  principal  symptoms  con- 
sisted of  an  intractable  diarrhea,  frequent 
bulky,  light  colored  stools,  strongly  acid  in 
reaction,  fatty  acid  crystals,  many  fat  glo- 
bules and  starch  cells.  He  had  frequent  at- 
tacks of  abdominal  pain.  Weakness  and 
loss  in  weight  were  pronounced.  The  above 
symptoms  are  fairly  typical  of  a chronic 
pancreatitis.  An  autopsy  was  not  obtained. 

DISCUSSION. 

Dr.  W.  P.  Butler  (Shreveport) : I think,  un- 

doubtedly, we  have  been  missing  some  of  these 
cases,  due  to  the  relative  infrequency  of  it,  or  to 
the  fact  that  we  simply  have  not  been  on  the 
lookout  for  it,  not  being  informed  until  the  last 
two  years.  As  the  time  is  short,  I will  not  take 
up  any  of  your  time  to  discuss  the  bacteriological 
or  seriological  aspects,  though  we  have  been  doing 
a little  of  that  in  Shreveport. 

There  is  one  case  which  Dr.  Kerlin  reported 
under  the  name  of  Taylor’s  case.  Number  One, 
that,  had  it  not  been  for  the  previous  warning 
that  we  had,  the  pathological  report  would  pos- 
sibly have  been  different.  This  was  a case  that 
was  operated  on  with  a rather  extensive  involve- 
ment in  the  abdomen,  and  one  of  the  mesentery 
nodes  was  sent  to  the  laboratory  for  diagnosis. 

As  we  know,  there  is  nothing  characteristic  or 
specific  in  the  pathology  of  this  condition,  particu- 
larly in  a secondary  node,  but  we  did  find  we  were 
able  to  eliminate  tuberculosis  or  any  form  of  ma- 
lignancy, or  the  possibility  of  its  being  secondary 
to  some  intestinal  parasites,  and  the  presence  of 
tularemia  made  us  suspect  this  condition.  These 
slides  were  sent  to  Dr.  Ewing’s  laboratory  at  Cor- 
nell, and  a report  from  him  verified  at  least  the 
suspicion,  as  we  know  we  cannot  make  a positive 
diagnosis. 

I wish  to  repeat,  not  to  take  up  any  more  time, 
that  I believe  we  should  be  more  on  the  lookout 
for  this  condition,  because  we  are  undoubtedly 
missing  some  of  these  cases  thinking  they  are 
possibly  of  a tubercular  nature.  I thank  you. 

Dr.  Foster  Johns  (New  Orleans) : I think  that 
Dr.  Kerlin’s  contribution  is  quite  timely.  I know 
that  tularemia  is  gradually  spreading  over  Louisi- 
ana. I have  been  on  the  lookout  for  it  practically 
ever  since  Francis  described  the  infection  in  Mon- 


tana, and  while  I have  had  several  suspicious 
cases,  it  was  only  a few  weeks  ago  that  I was 
able  to  definitely  find  a case  occurring  in  the 
environs  of  New  Orleans.  This  was  a case  seen 
in  consultation  with  Dr.  Murphy,  of  Garryville, 
and  which  gave  a very  high  agglutination  for 
Bacillus  tularensis  when  the  blood  serum  was 
tested  by  the  Public  Health  Service  in  Washington. 

I believe  that  we  are  going  to  see  a great  deal 
of  tularemia  throughout  Louisiana  and  I believe 
that  steps  should  be  taken  through  the  Isaak 
Walton  League  and  through  other  means  to  warn 
the  populace  about  this  danger. 

I also  had  the  pleasure  of  seeing  Dr.  Kerlin’s 
patient  several  months  after  the  initial  lesion 
occurred  on  his  finger  and  during  this  time,  from 
the  history  particularly,  it  did  seem  that  the 
diagnosis  of  Rocky  Mountain  spotted  tick  fever 
was  the  correct  one.  He  was  a very  sick  man 
at  the  time  and  with  all  of  the  available  labora- 
tory data  that  I could  gather  I could  come  to  no 
definite  conclusion  regarding  the  etiology  of  his 
pathologic  process. 

I wish  to  congratulate  Dr.  Kerlin  for  continu- 
ing to  study  this  case  and  finally  arriving  at  the 
accurate  diagnosis  of  tularemia. 

Dr.  N.  M.  Collins  (Hosston) : I will  not  take 

up  any  of  your  time  on  this,  except  to  thank  Dr. 
Kerlin  for  including  the  report  of  my  case  in  his 
paper.  This  particular  negro  whom  I saw,  I want 
to  Impress  upon  you  that  when  I first  saw  him, 
after  he  had  been  sick  five  or  six  days,  was  a 
very,  very  sick  man,  he  was  almost  in  a dying 
condition;  but,  for  some  reason  or  other,  he  had  a 
gradual  improvement.  He  was  weak  and  emaci- 
ated for  a long  time.  He  is  now  gaining  strength 
and  weight,  slowly. 

Another  thing,  I made  inquiry  around  in  that 
section  of  the  country,  and  I found  that  the  rab- 
bits are  dying  by  numbers  this  year.  One  negro 
told  me  that  he  found  five  dead  rabbits  in  one 
pile,  so  probably  tularemia  will  kill  out  the  rabbits 
and  we  will  get  rid  of  tularemia. 

Dr.  W.  S.  Kerlin  (Shreveport,  closing) : I have 
but  a very  few  remarks  to  add,  in  closing.  Just 
a few  days  ago,  I received  a communication  from 
Dr.  Francis  in  which  he  states  that  tick  bite  is  a 
source  of  infection  in  the  Southern  States,  which 
is  receiving  much  recognition.  The  record  for 
these  cases  now  stands  in  the  Southern  states: 
Louisiana,  eight  cases;  Arkansas,  six  cases;  Ten- 
nessee, six  cases;  Texas,  two  cases;  Oklahoma,  two 
cases;  total  of  twenty-four.  The  species  of 
Southern  tick  is  still  undetermined,  because  no- 
body has  caught  a tick  on  a man  in  actual  trans- 
mission and  forwarded  it  for  identification.  It  is 
through  Doctor  Francis’  untiring  efforts  that  tula- 
remia is  be’ng  so  universally  recognized. 
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A CONSIDERATION  OF  THE  SEDI- 
MENTATION RATE  OF 
ERYTHROCYTES.* 

E.  H.  LAWSON,  M.  D., 

New  Orleans. 

For  the  past  several  years  quite  a bit  of 
attention  has  been  directed  toward  the 
sedimentation  rate  of  erythrocytes,  not 
only  in  the  establishment  of  a uniform 
and  simple  technic,  but  in  its  application  in 
various  diseases  with  regard  to  its  prog- 
nostic value.  The  estimation  is  by  no 
means  a new  procedure,  but  dates  back  to 
the  time  of  Galen,  who  first  noticed  that  in 
cases  of  infection  the  settling  of  the 
erythrocytes  was  more  rapid  than  in  the 
blood  of  normal  individuals.  Later,  such 
men  as  John  Hunter,  Virchow  and  others 
noted  the  same  phenomenon.  “The  clear 
yellowish  serum  that  was  left  by  the  sink- 
ing away  of  the  red  cells  was  called  the 
‘crusta  inflammatoria’  or  ‘crusta  phlogis- 
tica,’  and  was  regarded  as  an  exceedingly 
important  sign.  The  color,  thickness,  and 
consistency  of  the  crusta  inflammatoria 
were  considered  significant  in  the  diagno- 
sis, treatment,  and  prognosis  of  the  dis- 
ease. As  the  practice  of  bleeding  patients 
fell  into  disrepute,  the  sedimentation  of 
the  blood  cells  and  the  crusta  inflamma- 
toria were  forgotten.”  Biernackie  in  1897 
reported  seventy-five  cases  in  which  the 
sedimentation  test  had  been  performed. 
At  this  time  he  thought  this  this  test  might 
have  some  value.  In  1917,  Fahreaus  re- 
discovered the  phenomenon  and  perfected 
a techhnique  for  the  estimation  of  the  seri- 
mentation  rate  of  erythrocytes.  His  tech- 
nique consisted  of  mixing  8 cc.  of  human 
blood  with  2 cc.  of  5 per  cent  sodium 
citrate  solution,  and  noting  the  time 
for  the  complete  sedimentation  of  erythro- 
cytes. Many  variations  in  this  technic 
have  been  made  in  the  more  recent 
investigations,  such  as  the  modification  of 
the  percentage  of  the  sodium  citrate  solu- 
tion used  and  the  type  of  tube  employed. 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 


For  instance:  Peyre  used  an  isotonic  or  SVz 
per  cent  sodium  citrate  solution.  Wester- 
gren  substituted  3.8  per  cent  sodium  citrate. 
Zechner  and  Goodell  used  3 per  cent  sodium 
citrate  and  employed  an  ordinary  centri- 
fuge tube  graduated  in  .1  cc.  intervals, 
recording  the  height  of  the  red  cells  after 
one  hour;  Linzenmeier,  in  his  first  work 
on  the  subject,  used  glass  capillaries  1 mm. 
in  diameter,  bearing  several  marks  to 
measure  the  proper  ratio  of  blood  and 
sodium  citrate,  and  took  a record  of  the 
time  required  for  the  height  of  the  plasma 
to  reach  the  18  mm.  mark.  He  later  de- 
veloped a technic,  using  tubes  5 mm.  in 
diameter  and  6Y2  cm.  in  length,  having  a 
capacity  of  more  than  1 cc.,  and  marked  at 
the  1 cc.  and  18  mm.  point.  The  technic 
was  to,  first,  draw  up  .2  cc.  of  a 5 per  cent 
solution  of  sodium  citrate  into  a syringe 
and  .8  cc.  of  blood  taken  from  a vein  in 
the  arm.  After  mixing  the  blood  and 
citrate,  the  solution  was  transferred  to  the 
tube  until  the  marginal  level  reached  the 
1 cc.  mark.  The  time  was  then  noticed 
when  the  plasma  volume  reached  the 
18  mm.  mark  and  the  readings  were  then 
recorded  in  minutes.  Friedlaender  has 
modified  the  Linzenmeier  tube  by  adding 
the  graduations  at  the  six,  twelve,  and 
twenty-four  mm.  mark. 

Morriss  and  Rubin  used  1 cc.  serological 
pipettes  graduated  in  hundredths,  a dilu- 
tion of  one  part  3.8  per  cent  sodium  citrate 
and  four  parts  of  blood,  and  took  their 
readings  at  the  end  of  one,  two  and  twenty- 
four  hours. 

Cooper  used  20  per  cent  potassium 
oxalate  for  his  anticoagulant. 

Recently,  Hunt,  using  an  ordinary  5 cc. 
syringe,  mixed  3.5  cc.  of  blood  with  .5  cc. 
of  1.6  per  cent  of  sodium  citrate  and  placed 
1 cc.  of  the  mixture  in  a 1 cc.  pipette  grad- 
uated in  hundredths,  noting  the  drop  at 
periods  of  one  hour  and  two  hours,  apply- 
ing the  term  sedimentation  index  to  the 
curve  plotted  when  the  volume  of  plasma 
is  the  abscissa  and  the  time  required  in 
minutes  as  the  ordinates. 
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Concurrent  with  the  development  of  an 
accepted  technique  have  been  investiga- 
tions to  determine  the  etiologic  factor  in 
blood  sedimentation. 

Gram  found  that  the  amount  of  fibrin- 
ogen increased  with  a more  rapid  sedimen- 
tation rate. 

Fahraeus  and  Hober  decided  that  the  in- 
crease in  agglutination  of  the  erythrocytes 
was  primarily  due  to  a change  in  the  elec- 
tric tension  between  negatively  charged 
erythrocytes  and  positively  charged  bodies 
in  the  plasma. 

Smiley  explains  the  increase  in  the  rate 
as  due  to  an  increase  in  the  fibrogen  and 
globulin  with  a relative  decrease  in  the 
albumin  content  of  the  plasma.  The  above 
factors,  hence,  give  an  increase  in  the 
viscosity  and  diminution  in  surface  tension 
of  the  plasma  and  in  the  erythrocytes,  a 
diminution  in  the  negative  electrical  charge 
with  a change  in  the  surface  tension  and 
an  increase  in  the  viscosity.  He  also  noted 
that  the  temperature  affected  the  rate  as  he 
found  that  the  sedimentation  rate  was 
more  rapid  at  incubator  temperature  than 
at  room  temperature. 

Cooper  found  that  as  the  cholesterol 
contents  of  the  blood  increase,  the  sedi- 
mentation rate  becomes  more  rapid.  He 
also  found  that  defibrinated  blood  gives 
a slower  rate  after  defibrination  than 
previously. 

Rubin  explained  the  rapidity  of  the  rate 
as  due  to  tissue  destruction,  and  that  the 
bacterial  toxins,  products  of  protein  cata- 
bolism and  inflammatory  products  acceler- 
ate the  rate;  therefore,  the  more  acute  the 
condition,  the  more  rapid  the  rate ; the  less 
virulent  and  numerous  the  bacteria,  the 
less  variation  of  the  rate  from  normal. 

The  value  of  the  sedimentation  rate  of 
erythrocytes  has  been  recognized  in  the 
diagnosis  and  prognosis  of  many  conditions. 
For  instance,  Lohr  and  Pohle  used  this 
method  as  an  aid  to  differentiate  between 
carcinoma  of  the  stomach  and  peptic  ulcers 


of  the  stomach.  They  found  that  in  50  per 
cent  of  carcinomas  of  stomach,  the  sedi- 
mentation rate  was  increased,  while  in 
only  10  per  cent  of  the  peptic  ulcers  such 
an  increase  was  shown.  In  the  differential 
diagnoses  of  diseases  of  the  adnexa,  ectopic 
gestation,  and  other  masses  found  in  the 
pelvis,  the  sedimentation  rate  has  been  very 
valuable,  the  rate  being  increased  in  acute 
pelvic  infections,  while  in  some  of  the 
other  pelvic  masses,  the  rate  is  normal. 
This  technic  is  also  employed  as  an  in- 
dication to  the  most  appropriate  time  for 
operation  in  acute  pelvic  infections,  as  the 
more  acute  the  condition,  the  more  rapid 
the  rate  and  the  more  grave  the  prognosis, 
when  surgical  intervention  is  used  at  this 
time.  Polak  has  advised  the  use  of  the 
sedimentation  rate  as  an  indication  of  the 
time  to  operate  on  pelvic  infections  and 
has  found  that  following  a pelvic  operation, 
a low  sedimentation  rate  is  an  early  index 
of  a beginning  peritonitis  or  perimetritis. 
Baer  and  Reis,  using  the  Linzenmeier- 
Friedlaender  technic  found  that  with  an 
increase  in  the  activity  in  the  pathology 
present,  there  is  found  a corresponding 
decreased  sedimentation  time.  For  ex- 
ample,ovarian  cyst  showed  a sedimentation 
time  of  112  minutes;  chronic  salpingitis,  91 
minutes;  subacute  salpingitis,  53  minutes; 
acute  salpingitis,  28  minutes.  They  also 
found  that  a continued  rapid  sedimentation 
time  seems  to  denote  a greater  yirulence  of 
the  infecting  organism  or  lowered  resist- 
ance of  the  patient;  therefore,  a corre- 
sponding protracted  period  of  illness,  and 
that  a comparison  of  the  post-operative 
course  of  the  cases  with  varying  degrees  of 
infection,  would  indicate  that  an  operation 
should  be  delayed  and  not  attempted  on 
patients  showing  a sedimentation  time  un- 
der 115  minutes. 

The  velocity  of  the  sedimentation  rate 
in  cases  of  pulmonary  tuberculosis  is 
directly  proportionate  to  the  activity  of 
the  disease,  for  the  greater  the  extension 
of  the  tuberculosis  the  higher  the  sedimen- 
tation rate.  However,  according  to  Sed- 
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linger,  a normal  sedimentation  rate  does 
not  exclude  an  active  tubercular  process. 

Typhoid  fever  shows  an  interesting  vari- 
ation in  the  rapidity  of  the  rate  during 
the  course  of  the  fever.  The  rate  at  first 
is  slow,  then  gradually  increases  until  the 
third  week,  after  which  it  remains  high  for 
some  time,  even  after  the  temperature  is 
normal.  Such  is  the  finding  of  Gerecke. 

Culmeyer  found  a high  sedimentation 
rate  in  an  acute  rheumatic  polyarthritis, 
which  was  directly  proportionate  to  the 
clinical  symptoms,  as  this  high  rate  fell 
with  the  retrogression  of  the  symptoms. 
Some  of  the  other  conditions  which  the 
sedimentation  rate  has  been  used  for  as  an 
aid  in  the  diagnosis  is  late  pregnancy, 
syphilis,  and  most  of  the  acute  inflamma- 
tory conditions. 

Personal  experience  with  this  laboratory 
method  has  borne  out  several  of  the  above 
observations.  For  instance,  in  twelve  cases 
of  pulmonary  tuberculosis,  in  conjunction 
with  Dr.  R.  H.  Potts,  the  sedimentation 
rate  was  found  directly  proportionate  to 
the  activity  of  the  disease. 

In  acute  pelvic  infections.  Dr.  T.  B. 
Sellers  and  the  author  has  found  the  sedi- 
mentation rate  to  be  increased.  Using  the 
Cutler  technic,  the  curve  shows  a sudden 
drop  or  a complete  sedimentation  of  the 
erythrocytes  within  twenty-five  to  thirty 
minutes,  and,  using  the  Friedlaender  modi- 
fication of  the  Linzenmeier  method,  the 
sedimentation  rate  has  been  found  to  range 
from  eighteen  to  forty-five  minutes.  Also, 
in  acute  infections,  such  as  acute  appendi- 
citis, the  sedimentation  rate  which  was 
high  before  operation,  and  read  between 
twenty  and  forty-five  minutes  before  oper- 
ation, showed  a mcch  slower  rate  for 
several  days  following  operation,  as  the 
patient  began  to  improve.  In  these  cases, 
the  rate  of  sedimentation  coincided  and  fell 
with  the  leukocyte  count.  However,  there 
are  some  cases  of  acute  inflammation  which 
show  a decrease  in  the  leukocyte  count,  but 
which  still  show  a high  velocity  of  the 


sedimentation  rate.  Such  cases  as  these 
are  considered  by  Polak  as  poor  surgical 
risks. 

In  conclusion,  I might  say  that  the  tech- 
nique of  the  sedimentation  test,  using  the 
Cutler  or  the  Friedlender  modification  of 
the  Linzenmeier  technic,  is  simple  and 
requires  very  little  time;  that  no  definite 
and  concise  explanation  of  the  test  has  yet 
been  found;  that  the  sedimentation  rate  is 
of  diagnostic  and  prognostic  value  when 
considered  in  conjunction  with  other  labor- 
atory findings  and  the  clinical  symptoms; 
and  that  it  is  of  some  aid  to  the  surgeon 
in  deciding  when  to  operate  infectious 
cases. 
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DISCUSSION. 

Dr.  T.  B.  Sellers  (New  Orleans)  : Dr.  Lawson 

has  just  presented  to  you  one  of  the  most  val- 
uable diagnostic  and  prognostic  laboratory  tests 
for  the  presence  of  infection.  One  man  has  stated 
that  the  sedimentation  test  is  as  accurate  as  the 
clinical  thermometer.  The  sedimentation  test 
should  not  replace  blood-counting.  For  the  past 
several  months  we  have  run  the  sedimentation  test 
routinely  in  all  of  our  suspected  and  recognized 
pelvic  infection  cases  and  our  findings  have  tallied 
with  the  reports  of  Drs.  Polak  and  Black.  It  is 
of  value  in  differentiating  ovarian  cyst,  ectopic 
pregnancy,  and  pelvic  infection.  The  sedimenta- 
tion time  in  ovarian  cyst  or  ectopic  pregnancy  is 
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prolonged  or  normal,  while  in  pelvic  infection  it 
is  reduced.  Polak  and  Black  state  that  in  cases 
of  pelvic  infection  the  abdomen  should  not  be 
opened  if  the  sedimentation  time  is  less  than  one 
hour,  even  if  tenderness  has  markedly  diminished, 
and  the  temperature,  blood  count  and  pulse  have 
been  normal  for  weeks.  After  twelve  years  of 
experience  at  Charity  Hospital  in  handling  pelvic 
infection  cases,  I realize  that  we  cannot  depend 
on  the  temperature,  blood  count  and  subjective 
signs  and  symptoms,  as  a small  percentage  of 
these  cases  will  run  an  absolutely  normal  tem- 
perature and  normal  blood  count,  and  still,  at 
operation,  will  show  a sub-acute  condition.  I be- 
lieve the  sedimentation  test  will  greatly  benefit 
this  class  of  patients. 

Dr.  A.  Jacobs  (New  Orleans)  : I want  to  thank 
Dr.  Lawson  for  the  privilege  he  has  extended  to 
me  to  discuss  this  interesting  phenomenon.  Since 
it  is  really  the  only  blood  symptom  that  has  been 
known  on  the  stage  of  medical  research  until 
Virchow’s  new  theory  of  cellular  pathology.  It 
has  caused  a great  deal  of  speculation  as  to  its 
causation. 

There  are  several  theories,  (a)  that  there  is  a 
diminution  or  or  loss  in  the  electrical  charge  of 
the  red  blood  cells,  (normally  they  are  charged 
negative).  In  certain  diseases  the  electrical  charge 
being  deminished  or  lost  the  rbc  have  a tendency 
to  agglutinate  and  sink  rapidly. 

(b)  Plant  explains  this  phenomienon  by  an  in- 
creased fibrogen  in  the  plasm. 

(c)  Sacks  claims  that  it  is  due  to  a variation 
in  the  stability  of  the  collods  of  the  plasm. 

Anyone  of  these  theories  or  all  three  might  cor- 
rect. I became  very  interested  in  applying  this 
test  in  the  disease  of  the  female  pelvis.  As  a diag- 
nostic test,  I found  it  of  a very  limited  value. 
Only  insofar  as  differentiating  between  our  in- 
flammatory disease  or  a solid  tumor;  of  the  pelvis 
for  instance,  a non-infective  or  non-disintegrating 
fibroid  and  an  acute  inflammatory  disease  of  the 
aexae.  In  a solid  tumor,  barring  all  other  foci 
of  infection,  there  is  slow  sedimentation  of  the 
test,  whereas,  in  an  inflammatory  disease,  it  is 
rapid,  and  proportionally  so  the  degree  of  infec- 
tion. However,  as  a prognostic  test,  particularly 
determining  the  safe  t-’me  for  operation,  it  is  of 
inestimable  value. 

I have  used  this  test  for  the  last  four  years  in 
my  service  at  the  Charity  Hospital  and  also  in  my 
private  practice,  and,  although  it  might  sound  to 
you  ambigious,  but  since  I have  used  the  test  and 
have  observed  the  advice  of  those  workers  \vho 
have  particularly  emphasized  that  no  abdomen 
should  be  operated  in  a case  of  inflammatory  dis- 
ease of  the  pelvis  until  the  sedimentation  rate  is 


at  least  two  hours  or  more,  I have  not  had  one 
single  mortality. 

I want  to  emphasize  that  that  does  not  include, 
for  instance,  cases  of  emergency  or  barring  cer- 
tain unforseen  accidents.  I am  speaking  in  truly 
elective  cases.  There  is  no  reason  why  in  elective 
cases  one  should  rush  and  open  an  abdomen. 

We  all  know  that  Crossen,  Muller  and  others 
have  stated  that — even  in  quiescent  cases  as  long 
as  three  or  four  years — by  opening  an  abdomen, 
one  can  stir  up  and  cause  a flare  up  of  an  old 
infection  and  patients  die  of  a streptococci  infec- 
tion. Various  gynecologists  have  differed  con- 
cerning the  time  of  a safe  operability.  Cherry 
of  Harlem  Hospital  operates  his  cases  when  the 
leukocytic  count  is  about  sixteen  thousand,  and  an 
afebrile  period  of  three  to  five  days.  In  a series 
of  cases  recently  reported  he  states  that  he  has 
had  a mortality  of  a little  over  4 percent. 

I say  a mortality  of  4 percent  in  inflammatory 
diseases  of  the  pelvis,  elective  operation,  is  too 
high  a mortality.  I just  want  to  cite  one  or  two 
cases,  to  show  to  you  the  value  of  this  test.  For 
instance,  we  have  a young  lady  who  had  a bilateral 
salpingitis.  She  was  rested  about  three  weeks, 
with  a normal  leukocytes  count,  and  without  a rise 
in  temperature  after  two  bi-manual  examinations, 
still  the  sedimentation  test  was  about  thirty 
minutes. 

We  made  a thorough  survey  of  the  patient  and 
could  not  find  anything  to  account  for  the  rapid 
sedimentation,  until  one  day  she  complained  of  a 
soreness  in  the  gum,  and  roentgen-ray  picture 
showed  an  abscess  of  the  first  bi-cuspid  and  in- 
cisor. About  the  third  day  after  the  removal  of 
these  infected  teeth  the  sedimentation  test  from 
thirty  minutes  it  became  about  sixty  minutes,  and 
six  days  later  one  hundred  and  twenty-five  min- 
utes. We  have  operated  that  young  lady  and  she 
has  not  had  the  slightest  disturbance. 

I have  used  the  Friedlander  test.  In  find  it 
very  practical,  very  easy  to  do.  In  conclusion,  I 
want  to  urge  upon  the  profession  to  make  free 
use  of  this  valuable  test,  practically  as  an  aid  to 
other  methods.  General  physical  and  local  ex- 
aminations and  other  laboratory  tests  in  order  to 
determine  the  safe  time  of  operation  in  inflamma- 
tory diseases  of  the  pelvis. 

Dr.  J.  H.  Musser  (New  Orleans)  : Last  sum- 

mer I had  the  opportunity  to  talk  to  Dr.  Gram, 
who  has  made  some  twenty-five  or  thirty  thousand 
of  these  tests  and  he  told  me  much  as  follows: 
He  said  that  we  do  not  know  the  “why  and  the 
wherefore”  of  the  test;  we  do  know,  however,  that 
if  the  sedimentation  time  has  diminished,  there  is 
something  wrong  with  the  patient;  he  is  speaking 


Otis — Hysterical  Hiccoughs  ivith  Associated  Phenomena. 


731 


as  a internist.  “Of  course,  therefore,”  he  said, 
“I  have  found  the  test  of  greatest  value  in  de- 
termining the  individual,  who  really  has  something 
wrong  with  him,  and  differentiating  them  from 
the  individual  who  is  primarily  a neurotic.”  If 
that  is  the  case  the  tests  will  be  of  immense  value, 

I assure  you. 

Dr.  Foster  Johns  (New  Orleans)  ; May  I add 
to  this  discussion,  “In  so  far  as  you  have  a syph- 
ilitic manifestation.”  In  uncomplicated  syphilis 
of  all  types  there  is  a normal  sedimentation  rate. 

Dr.  Joseph  Cohen  (New  Orleans)  : Dr.  E.  Reed 

in  one  of  the  German  periodicals  reported  forty 
cases  of  cervical  carcinoma  in  which  he  did  some 
blood  work,  and  he  found  an  increase  in  the  sedi- 
mentation rate  in  almost  one  hundred  per  cent  of 
the  cases,  and  went  on  to  add  that  after  repeated 
tests  on  the  sedimentation  rate,  if  repeated  tests 
proved  to  be  normal,  you  could  almost  rule  our 
carc'noma.  I want  to  offer  that  for  what  it  is 
worth. 

Dr.  E.  H.  Lawson:  In  closing,  I wish  to  say 

that  syphilitic  and  tuberculous  cases  which  have 
been  operated,  show  a sedimentation  rate  which  is 
slower  in  recovering  to  normal  than  it  is  in  oper- 
ative cases  which  have  not  syphilis  or  tubercu- 
losis. In  anemias,  Hubbard  of  the  Pacific  Coast 
has  found  that  in  both  the  primary  and  secondary 
type,  there  is  a more  rapid  sedimentation  rate 
than  in  the  normal  individual  and  has  found  a 
more  rapid  rate  in  artificially  produced  anemias. 

HYSTERICAL  HICCOUGHS  WITH 
ASSOCIATED  PHENOMENA.* 

WALTER  J.  OTIS,  M.  D., 

New  Orleans 

Pithiatism  or  hysteria  like  Proteus  has 
been  called  the  champion  imitator.  Violent 
emotions  obviously  prepare  the  soil  and 
create  a predisposition  for  hysterical  man- 
ifestations. They  increase  suggestibility  at 
the  expense  of  the  critical  sense  and  by 
occasionally  producing  actual  states  of 
slight  mental  comparison. 

Hiccough  or  hiccup  consists  of  a clonic 
contraction  of  the  diaphragm.  Its  essen- 
tial feature  is  a sudden  inspiratory  con- 
traction of  the  diaphragm  occurring  and  in 
conjunction  with  a rapid  closure  of  the 
glottis ; this  results  in  an  abdominal  spasm, 


*Read  before  the  Louisiana  State  Medical  Soci- 
ety, Baton  Rouge,  April  10-12,  1928. 


inspiration  and  sudden  explosion  of  air, 
consequent  vibration  of  the  completely,  or 
partially,  closed  glottis  and  a hiccough 
sound  which  may  at  times  assume  the 
character  of  a bark. 

Hiccough  is  a symptom  which  may  vary 
in  degree  from  a slight  transitory  to  a 
severe,  and  at  times,  a grave  type.  The 
underlying  cause  of  this  affection  may  be  a 
trivial  disturbance  amenable  to  the  sim- 
plest treatment,  or,  on  the  other  hand,  it 
may  be  due  to  the  greatest  form  or  organic 
disease  which,  notwithstanding  the  most 
intensive  and  prolonged  treatment,  ter- 
minates in  death. 

The  various  factors  which  enter  into  the 
etiology  of  hiccoughs  are  the  following: 

1.  Neurotic  and  unknown  cause. 

2.  Reflex. 

3.  Infectious  and  toxic. 

4.  Affections  of  the  thoracic  viscera. 

5.  Affections  of  the  abdominal  viscera. 

6.  Cerebro  spinal  and  other  organic 
nervous  diseases. 

From  the  ushering  in  of  our  lives  to  the 
exit  of  same,  we  have  all  experienced  at 
one  time  or  another  and  attack  of  hic- 
coughs. In  early  infancy  from  dietic 
errors,  through  adolescence  to  adult  life 
through  discretions  and  in  later  years 
through  excesses,  paroxysms  of  hiccoughs 
are  met  with. 

In  Plato’s  time,  we  read  from  his 
symposium,  it  was  the  time  of  Aristo- 
phanes to  make  a speech,  but  either  he  had 
eaten  too  much  or  from  some  other  cause 
he  had  the  hiccoughs  and  was  obliged  to 
change  turns  with  Eryximachus,  the  physi- 
cian. Said  Eryximachus.  “Let  me  recom- 
mend to  you  to  hold  your  breath,  and  if 
after  you  have  done  so  for  some  time  the 
hiccoughs  are  no  better  then  gargle  with  a 
little  water.  If  it  still  continues  tickle  your 
nose  with  something  and  sneeze,  and  if  you 
sneeze  once  or  twice,  then  the  most  violent 
hiccoughs  are  sure  to  go.” 
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The  system  was  successful,  so  we  read. 
Ar.stophanes  said  a little  later : “The  hic- 
cough is  gone;  not  however  until  I applied 
the  sneezing — and  I wonder  whether  har- 
mony of  the  body  has  a love  for  such  noises 
and  ticklings,  for  I no  sooner  applied  the 
tickling  than  I was  cured.” 

A review  of  the  literature  reveals  few 
cases  of  hysteria  with  hiccoughs  as  the 
predominant  feature.  Gordon  B.  New, 
Mayo  Clinic,  reports  a case  of  post-opera- 
tive hiccoughs  for  five  months,  and  again 
we  read  of  a case  of  singultus  gastricus 
nervosus  by  Arthur  Bassler,  N.  Y.  Medical 
Journal,  this  condition  being  associated 
with  a constitutional  disorder,  i.  e.,  gastro- 
intestinal. 

There  have  been  episodes  of  epidemic 
hiccoughs  reported  in  various  parts  of  the 
United  States.  Many  of  these  cases  were 
found  to  be  associated  with  an  influenzal 
epidemic  and  related  to  encephalitis  lethar- 
gica  as  recorded  by  Gadham  during  1919, 
1922  and  1924  in  the  Winnipeg  epidemic. 
During  another  epidemic,  cases  were  seen 
by  Martinet  of  Paris  without  apparent  or- 
ganic symptoms  and  were  brought  into 
being  through  the  clamors  of  the  alarmist 
and  termed  hysterical. 

CASE  REPORT. 

The  case  presented  today  comes  under 
the  type  termed  neurotic  and  unknown 
cause : 

A single  white  female  patient,  aged  18  years 
v/as  admitted  with  the  diagnosis  of  psychoneurosis 
hysteria.  Family  History;  Father  living  and  well, 
age  52  years.  Mother  living  and  well,  age  49 
years.  Five  sisters  living  and  well.  Three  brothers 
living  and  well.  No  mental  or  nervous  disorder, 
tuberculosis  or  malignancy  in  family  history.  Per- 
sonal History:  Pertussis  when  a child.  Schooling 
to  third  grade.  Menses  at  16  years.  Always 
regular.  Never  employed.  Remained  at  home 
helping  with  household  duties.  Good  mixer.  Went 
about  socially.  Had  similar  attacks  of  present 
complaint  for  past  three  years  and  only  when 
nervous  as  she  terms  the  provocative  cause.  These 
upsets  usually  occur  following  altercations  or  dis- 
putes with  father,  whom  she  thinks  is  severe  in 
his  discipline.  No  data  of  sexual  experience.  No 
history  of  operation,  fractures  or  other  illness  as 


such.  Present  Illness:  Began  July  6,  1924,  fol- 
lowing a dispute  with  her  father  regarding  going 
out  with  boys,  as  she  terms  it.  She  later  walked 
to  the  village  and  had  a coca  cola,  thinking  this 
might  stop  tl'.e  hiccough  which  continued.  While 
at  home  all  remedies  were  trieu,  to  quote  her, 
even  to  the  extent  of  being  chloroformed  for 
periods  at  a time.  Was  finally  brought  to  the  city 
and  admitted  to  hospital  and  placed  in  neuro- 
psychiatric ward.  Date  of  Hospital  Residence: 
She  was  directly  put  to  bed,  isolated  and  all  ener- 
gies directed  to  stopping  hiccoughs.  Various 
remedies,  narcosis  excepted,  were  tried  without 
avail.  All  medication  as  such  was  discontinued. 
Suggestive  thera.  eutics  were  then  employed.  This, 
as  explained  to  the  patient,  was  a method  of 
procedure  to  aid  in  her  recovery.  The  epigas- 
trium was  painted  with  chloroform  at  various 
times  daily.  To  the  nares  and  throat  was  applied 
a 10  per  cent  argyrol  solution.  This  treatment 
was  augmented  by  interviews  at  various  times 
as  to  the  feasibility  of  her  recovery,  when  on 
July  21,  1921,  the  hiccoughs  disappeared.  While 
there  was  a marked  weakness  during  the  attacx. 
there  was  never  any  prostration  as  such.  She  was 
somewhat  anxious  as  to  the  outcome  of  her  spell 
as  she  termed  it. 

Following  cessation  of  hiccoughs  routine  ex- 
aminations were  begun  with  the  result  of  a basal 
metabolism  reading  of  plus  22,  and  the  findings 
of  ova,  uncinariasis  americania  and  ascaris  lum- 
bricoides.  These  conditions  were  treated  by  rou- 
tine measures. 

Physical  examination:  Fairly  well  developed 

and  fairly  well  nourished  white  female,  slightly 
pale.  No  atrophies  or  assymetries.  Adolescent 
thyroid.  Heart  and  lungs  negative  for  pathology. 
Thyroid  fairly  palpable.  Neurological  Examina- 
tion: Revealed  Kjs,  Ajs  and  other  reflexes  equal 

and  active.  No  Romberg,  clonus  or  Babinski. 
Pupils  equal,  react  to  daylight  and  accommoda- 
tion. No  ptosis,  exopthalmos  or  nystagmus.  Sen- 
sations, gait  and  station  normal.  No  anesthesia 
or  paresthesis.  No  vaso  motor  instability  as  such. 
Tremors  extended  fingers.  FFT,  FNT,  KHT  per- 
formed with  precision.  Psychiatric  Examination: 
Showed  highly  sensitized  nervous  female.  Men- 
tal defective  fundamentality.  Marked  emotional, 
volatile  reaction  content  without  psychosis.  There 
was  no  evidence  of  hallucinations,  delusions,  illu- 
sions or  ideas  of  reference  or  persecution.  Pro- 
gress Note:  Her  general  morale  continued  to 

improve,  and  as  a matter  of  precaution,  and  in  an 
endeavor  to  observe  whether  a recurrence  would 
take  place,  she  remained  in  the  hospital,  was. 
given  systemic  tonics  with  regular  diet  until 
10/8/24  when  she  was  discharged  as  recovered 
for  the  attack.  Subsequent  correspondence  from 
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lier,  at  various  times  since  then,  states  there  has 
been  no  recurrence. 

CONCLUSION. 

Within  the  realm  of  hysteria  all  condi- 
tions may  be  simulated.  Continued  solici- 
tation with  excessive  medication  in  this 
type  of  case  projects  further  the  conver- 
sion, thereby  obstructing  possible  recovery 
within  a short  time  following  onset  of  at- 
tack. 

DISCUSSION. 

Dr.  C.  S.  Holbrook  (New  Orleans)  : The  mat- 

ter of  differentiating  an  organic  disturbance  from 
hysteria  is  frequently  a very  serious  problem,  and 
there  is  no  place  where  it  is  more  difficult  than 
it  is  in  diagnosis  of  hysterical  hiccough  from  hic- 
cough due  to  some  other  disturbance;  and  one  of 
the  frequent  cases  of  hiccough  that  we  see  today 
is  that  produced  by  encephalitis.  This  disease  has 
many  of  the  earmarks  of  hysteria,  because  there 
may  be  no  other  disturbances  besides  the  pro- 
tracted hiccoughs. 

We  are  all,  of  course,  familiar  with  the  hic- 
coughs due  to  upper  abdominal  and  thoracic  dis- 
turbances. I am  inclined  to  think  that  Dr.  Otis  is 
correct  in  the  interpretation  of  this  case  because 
of  one  particular  thing,  and  that  is  that  this  girl 
had  found  a way  of  escape  from  treatment  that 
was  very  disagreeable  to  her,  and  she  had,  on  two 
or  three  previous  occasions,  had  similar  attacks 
of  hiccoughs  when  the  home  environment  was 
not  pleasant. 

I further  believe  that  this  girl  was  probably 
defective  as  she  went  only  to  the  third  grade,  the 
people  at  home  were  probably  placing  too  much 
responsibility  upon  her.  This  girl  had  the  intelli- 
gence of  an  eight  or  nine-year-old  child,  and  she 
was  expected  to  assume  the  responsibility  of  an 
adult.  She  further  had  a hook  worm  infection 
with  some  other  parasite;  the  removing  of  that 
and  the  building  up  of  her  general  body  tone, 
probably  also  played  an  important  part  and  was 
very  much  in  line  with  the  papers  previously  read. 

These  cases  of  hysteria,  unless  they  do  clear 
up  quite  readily  at  home,  under  comparatively 
simple  treatment,  should  not  be  handled  with  the 
family  around.  Little  progress  can  be  made  in 
curing  hysteria  at  home,  unless  it  is  of  the  milder 
type,  the  more  severe  type  should  always  be  han- 
dled in  an  institution. 

Dr.  D.  0.  Willis  (Leesville)  : I had  a case  of 

what  I called  hysterical  hiccough,  about  two  years 
ago,  a bright,  intelligent,  vigorous  young  lady, 
about  twenty  years  old.  I searched  her  system 
in  every  way  with  all  my  ability,  for  some  cause 


for  this,  and  I could  find  nothing  except  home 
environment. 

Her  mother  was  dead  and  her  father  married 
again,  and  there  would  come  up  home  disturb- 
ances, and,  as  a result  of  this,  she  visited  quite 
a good  deal.  They  did  not  live  in  our  town,  but 
she  visited  there  very  frequently,  and  she  had 
several  of  those  attacks  that  I had  known  of 
through  my  daughter,  and  had  been  treated  by 
other  physicians. 

She  had  one  of  these  attacks  while  visiting  with 
my  daughter,  after  one  of  these  home  disturb- 
ances, and  while  in  my  home,  the  night  she  came, 
she  took  a very  violent  attack  of  hiccoughs.  After 
my  investigation,  I decided  that  it  was  purely  neu- 
rotic and  I did  a very  harsh  thing,  I gave  her  a 
very  strong  hypodermic  of  apomorphin,  so  much 
that  it  caused  her  not  only  to  empty  her  stomach 
contents  entirely,  but  to  be  very  sick;  it  made 
her  very  limp,  limber,  almost  lifeless  for  hours, 
however,  it  cured  the  attack  completely. 

She  had  an  uncle  who  was  a physician,  whom 
she  spent  a good  deal  of  her  time  with  in  Texas. 
She  left  my  house  soon  after  recovering  from  this 
attack,  and  I wrote  her  uncle  and  told  him  what  I 
had  done,  and  he  used  this  on  her  several  times, 
himself.  He  wrote  me,  later,  and  she  never  had 
another  attack  as  bad  as  the  one  she  had  at  my 
home,  after  having,  I think,  perhaps  four  hypo- 
dermics of  apomorphin  she  was  cured,  I think, 
with  some  other  treatment  suggestive  and  a little 
management  in  a general  way. 

Dr.  L-  L.  Cazenavette  (New  Orleans)  : Attacks 
of  hiccough,  especially  of  the  hysterical  type,  are 
at  times  very  severe,  and  those  of  us  who  have 
seen  patients  under  such  conditions,  especially 
when  the  hiccough  has  lasted  not  only  hours  but 
days  can  not  but  realize  that  those  unfortunate 
patients  have  something  serious  affecting  them. 

While  I have  in  the  past  controlled  such  cases 
by  the  use  of  suggestion  enforced  by  electro-thera- 
peutic measures,  I think  that  our  present  views  of 
hysterical  manifestations  demand  a thorough 
analysis  of  the  psychic  and  real  cause  of  such 
troubles. 

Dr.  M.  M.  Collins  (Hosston)  : I just  want  to 

mention  a case  which  I had  in  France.  An  en- 
listed man  had  hiccoughs,  I made  two  visits  to  see 
him  and  no  results.  Finally,  I sent  my  sergeant 
down,  a bright  chap,  to  see  how  he  was  getting 
along.  He  came  back,  I said,  “How  is  he?”  He 
said,  “He  was  pretty  bad  when  I got  there,  but 
he  is  all  right  now.”  I said,  “What  did  you  give 
him?”  He  said,  “I  gave  him  two  pins,  I made 
him  put  the  two  points  together  and  he  is  all 
right  now.” 
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Dr.  E.  McC.  Connelly  (New  Orleans)  : I think 
in  justice  to  hysteria,  I would  like  to  point  out 
that  while  hysterical  hiccoughs  do  become  and 
are  quite  serious  at  times,  that  these  cases  that 
have  been  cited,  as  Dr.  Holbrook  mentioned,  are 
probably  the  simplest  reaction  we  have  of  hys- 
teria, they  were  simply  the  patient’s  method  of  es- 
caping from  an  intolerable  situation,  or  what  to 
them  was  an  intolerable  situation. 

All  hysterical  phenomena  and  all  hysterical 
mechanisms,  however,  are  not  quite  so  gimple  as 
that,  and  I should  hate  to  have  anyone  feel  that 
the  curing  of  hysteria  was  always  depending  upon 
the  suggestion  of  apomorphin  or  electricity  or 
anything  of  that  sort.  Of  course,  those  meas- 
ures are  to  be  used  and  they  are  frequently  effec- 
tive, but,  as  Dr.  Cazenavette  pointed  out,  it  is 
always  well  to  follow  up  our  suggestions  with 
some  form  of  analysis,  and  endeavor  in  some 
w'ay,  not  only  to  find  out,  yourself,  what  is  the 
underlying  factor,  but  get  the  patient  to  see  it. 

Dr.  L.  R.  De  Buys  (New  Orleans) : I rise  to 

call  attention  to  the  fact  that  infants  oftentimes 
have  hiccup  and  without  any  evidence  of  a ner- 
vous disturbance.  I first  wish  to  remark  that  some 
of  you  are  using  the  term  hiccough  and  others 
hiccup.  Recently  I had  occasion  to  investigate 
the  term  and  found  that  hiccup  is  in  all  the  latest 
dictionaries.  Hiccup  is  a symptom  and  in  early 
life  at  least  is  usually  indicative  of  some  digestive 
conditions.  Recently  an  investigator  demon- 
strated in  infants  that  when  hiccup  existed  that 
there  was  a regurgitation  of  food  into  the  oesa- 
phagus  through  the  cardia.  This  explains  how  the 
taking  of  several  swallows  of  water  would  over- 
come the  hiccup — the  water  acting  by  gravity 
pushing  the  food  back  into  the  stomach  especially 
when  the  breath  was  held  so  that  the  diaphrag- 
matic message  would  not  interfere  with  the  water 
pressure. 

Dr.  C.  S.  Miller  (Jackson)  : I did  not  hear  all 

of  Dr.  Otis’  paper,  but  I am  very  much  interested 
in  the  subject  of  hysterical  hiccough.  I have 
net  seen  many  cases,  because  usually  they  get 
over  their  condition  before  they  go  to  the  hospi- 
tal, but  I had  one  case  admitted  to  my  service 
in  the  case  of  a young  girl  who  was  feeble  minded; 
she  was  a member  of  a large  family,  being  the 
oldest  child.  It  fell  to  her  lot  to  look  after  the 
other  children,  as  her  mother  was  dead,  and  take 
care  of  the  house  work  and  do  the  cooking  and 
everything  else  about  the  home. 

She  came  to  the  hospital  with  a history  of  hav- 
ing had  hiccoughs,  lasting  anywhere  from  two 
days  to  a week,  at  irregular  intervals.  They 
thought  by  this  hiccough  continuing  to  be  present 
coupled  with  a condition  of  feeble  mindedness, 
that  she  was  a psychiatric  patient  and  she  was 
sent  to  the  hospital.  Nothing  could  be  found  to 
account  for  it  and  as  soon  as  she  was  placed  in 


hospitalization,  all  symptoms  of  hiccoughs  would 
disappear.  So,  in  that  particular  case,  her  hic- 
cough was  simply  hysterical  reaction  to  avoid 
the  enormous  amount  of  duty  and  responsibility 
placed  upon  her,  so  that  is  the  only  case  of  hys- 
terical hiccough  that  I have  seen.  I was  very 
much  interested  in  this  subject. 

Dr.  W.  J.  Otis  (New  Orleans,  closing) : I wish 

to  extend  my  appreciation  to  all  for  their  general 
discussion  of  my  paper.  By  mentioning  the  terms 
“hiccough”  and  “hiccup,”  I was  conforming  to 
local  usages.  While  “hiccup”  is  the  symptom  of 
many  disturbances  of  the  metabolic  economy,  the 
type  referred  to  was  purely  functional.  Though 
psychotherapy  plays  a part  in  the  treatment  of 
these  cases,  in  this  particular  case  it  is  evident 
that  it  was  the  means  of  recovery.  Never  treat 
the  nervous  conditions  of  your  patients  lightly, 
or  attempt  to  be  facetious,  otherwise,  both  the 
patient  and  the  family  will  lose  confidence  in  your 
ability.  The  question  of  the  indiscriminate  use  of 
Apomorphia  is  to  be  condemned  and  I would  cau- 
tion against  the  use  of  same,  unless  one  under- 
stands their  pharmacology.  Its  action  is  central, 
the  vagus  will  not  be  abused,  and  in  cases  where 
there  is  idiosyncrasy  there  have  been  unfavor- 
able results- — that  is,  there  are  cases  on  record 
where  the  patient  has  collapsed,  lapsed  into  un- 
consciousness and  passed  into  an  early  death.  To 
sum  up — reach  in,  be  sympathetic  and  help  by 
intelligent  analysis. 


THE  OBSERVATION  OR  DISREGARD  OF 
TRAFFIC  REGULATIONS. — The  public  tolerates 
the  speeding  ambulance  on  humanitarian  grounds, 
little  realizing  that  the  occasions  on  which  speed 
is  necessary  are  really  very  few.  It  is  very  hard 
to  conceive  of  the  necessity  for  speed  in  going  to 
receive  a patient  ill  with  scarlet  fever  or  any  simi- 
lar illness.  In  the  delivery  of  any  patient  to  a 
hospital  the  greatest  needs  are  safety  and  com- 
fort. The  sole  exception  is  in  case  of  hemorrhage, 
and  even  in  cases  of  hemorrhage  the  instances  in 
which  speed  is  required  are  very  few.  If  hemor- 
rhage cannot  be  controlled  at  the  place  of  injury 
the  chance  of  benefit  by  a reckless  dash  to  a hos- 
pital is  very  slight  indeed. 

As  our  cities  come  of  age  the  public  begins  to 
realize  that  certain  spectacular  practices  of  the 
past  are  little  more  than  gestures.  The  time  has 
come  for  our  hospitals  to  take  their  part  in  the 
campaign  for  safety  in  our  streets.  Taking 
chances  may  be  justified  in  those  exceedingly  rare 
instances  in  which  speed  is  essential,  but  it  is 
never  justified  under  other  conditions.  Patients 
going  to  hospitals  have  the  right  to  a safe,  com- 
fortable and  quiet  journey.  Nothing  else  should 
be  tolerated  if  the  good  of  the  patient  is  to  be 
considered, — N.  E.  J.  Med.,  199:1278,  1928. 
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A BACTERIOLOGICAL  STUDY  OF  THE 
GRAM  NEGATIVE  BACILLI  FOUND 

IN  FIFTY  CASES  OF  INFECTION 
OF  THE  URINARY  TRACT.* * 

H.  J.  GONDOLF,  M.  D., 

M.  S.  STRINGER,  M.  D.,f 
New  Orleans. 

It  has  long  been  the  custom  in  the  in- 
fections of  the  urinary  tract  to  make  a 
diagnosis  of  B.  coli  infection  upon  the 
finding  of  pus  cells  and  gram  negative 
bacilli  with  the  general  morphology  of 
B.  coli  in  a properly  collected  specimen  of 
urine.  This,  of  course,  we  usually  consider 
to  mean  that  the  organism  is  either  B.  coli 
communis  or  B.  coli  communior.  Appre- 
ciating the  many  different  organisms  be- 
longing to  this  great  colon-typhoid  group 
and  realizing  that  they  are  all  practically 
identical  in  their  morphology,  it  was 
thought  that  a careful  bacteriological 
study  of  a series  of  these  cases  would  be 
of  some  interest. 

With  this  idea  in  mind  fifty  cases  from 
the  Cystoscopic  Service  of  Charity  Hospi- 
tal were  used  for  this  work.  It  was 
thought  that  specimens  from  this  service 
would  give  us  urines  from  the  kidney 
pelves  and  from  the  bladder,  obtained  by 
careful  catheterization  and  practically 
eliminating  the  possibility  of  external 
contamination. 

We  selected  those  cases  in  which  the 
urine  showed  pus  cells  and  a gram  nega- 
tive bacillus  only;  if  any  of  the  pyogenic 
cocci  were  also  present  the  case  was  re- 
jected. In  all  of  the  cases  more  or  less 
phagocytosis  of  the  bacilli  was  noted.  The 
cases  were  taken  consecutively  as  received 
from  the  cystoscopic  rooms. 

The  urines  were  first  cultured  in  broth 
and  then  plated  on  endo  media.  Colonies 
were  picked  from  these  plates  with  special 


(fFrom  the  Department  of  Pathology,  Charity 
Hospital.) 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 


attention  being  made  to  lactose  and  non- 
lactose fermenters  and  to  any  slight  dif- 
ference in  appearance  of  the  colonies 
present.  The  plants  were  then  made  on 
agar  slants  and  used  as  working  cultures. 
The  isolated  organisms  were  then  run 
through  the  following  sugar  broths:  dex- 
trose, maltose,  mannite,  xylose,  arabinose, 
rhamnose,  sorbit,  dulcite,  lactose,  salicin, 
saccharose,  raffinose,  inosite  dextrin,  adon- 
ite  and  inulin.  They  were  grown  in  litmus 
milk  and  on  gelatin;  all  were  tested  for 
indol  production  and  the  Voges-Proskauer 
reaction.  In  determining  motility  the 
organism  was  run  through  at  least  six 
generations  in  broth  unless  motility  was 
established  sooner. 

Shortly  before  the  war  a committee  of 
the  Society  of  American  Bacteriologists 
projected  a very  intensive  study  of  the 
colon-typhoid  group.  The  war  delayed  the 
completion  of  the  task,  but  very  important 
individual  contributions  were  published  by 
Krumwiede  and  Rogers;  Krumwiede,  Pratt 
and  Kohn,  1916a,  1916b,  1917 ; Krumwiede, 
Kohn  and  Valentine,  1918;  Rogers,  Clark 
and  Evans,  1914,  1915;  Rogers,  Clark  and 
Lubs,  1918. 

The  publication  of  the  work  of  Winslow, 
Kligler  and  Rothberg  in  1919  presented 
the  result  of  a very  detailed  study  of  the 
colon-typhoid  group  with  special  reference 
to  their  fermentative  reactions  and  a re- 
vision of  the  literature  up  to  1919.  They 
studied  160  cultures  of  colon-typhoid  bac- 
teria in  the  collection  of  the  American 
Museum  of  Natural  History.  Very  little 
can  be  added  to  or  taken  from  their  work 
up  to  this  time,  and  we  have  made  their 
masterful  article  a guide  in  the  classifi- 
cation of  the  bacilli  found  in  our  series  of 
cases. 

The  basis  for  our  classification  of  the 
different  species  found  in  this  series 
follows : 

B.  alcaligenes  were  actively  motile  Gram 
negative  bacilli  which  failed  to  ferment 
any  of  the  carbo-hydrates. 
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B.  morgani  were  actively  motile  Gram 
negative  bacilli  which  fermented  only  dex- 
trose, producing  acidity  and  gas,  also  pro- 
ducing indol.  It  was  differentiaed  from 
B.  shiga  which  also  ferments  dextrose 
alone,  but  produces  no  gas  and  is  indol 
negative. 

B.  typhosus  was  an  actively  motile  Gram 
negative  bacillus  which  fermented  mannite, 
maltose,  xylose  and  sorbit  without  the  pro- 
duction of  gas.  It  was  differentiated  from 
the  B.  para  typhosus  group  as  they  are  all 
gas  producers.  This  organism  was  strongly 
agglutinated  with  known  anti-typhoid 
serum. 

B.  para-typhosus  B.  and  B.  enteritidis 
were  identical  in  their  fermentative  reac- 
tions, both  fermenting  dextrose,  maltose, 
mannite,  xylose,  arabinose,  rhamnose  and 
sorbit  with  the  production  of  acidity  and 
gas.  We  classed  the  one  as  B.  para- 
typhosus  B.  because  we  obtained  strong 
agglutination  with  this  strain  and  a known 
anti-para-typhoid  B.  serum ; while  with  the 
other  we  failed  to  obtain  agglutination, 
and,  therefore,  classed  this  strain  as  B.  en- 
teritidis. Culturally  these  two  species  are 
identical. 

This  brings  us  to  the  lactose  fermenters 
of  the  group  which  includes  B.  coli  com- 
munis, B.  coli  communior,  B.  neapolitanus, 
B.  lactic  acid  and  B.  arogenes,  all  of  which 
ferment  dextrose,  maltose,  mannite,  xylose, 
arabinose,  rhamnose,  sorbit  and  lactose 
with  the  production  of  acidity  and  gas. 
The  fermentation  of  dulcite  was  not  con- 
stant for  any  of  these  species  so  that  it  was 
of  little  value  in  our  classification. 

B.  coli  communis  was  salicin  positive 
and  saccharose  negative.  B.  coli  com- 
munior was  salicin  negative  and  saccha- 
rose positive.  B.  neapolitanus  was  salicin 
positive  and  saccharose  positive  while 
B.  lactic  acid  was  salicin  negative  and 
saccharose  negative.  B.  arogenes  fer- 
mented salicin  and  saccharose  as  well  as 
inosite  and  adonite  and  was  the  only  specie 


of  the  lactose  fermenters  that  failed  to  pro- 
duce indol.  In  dextrose  broth  B.  arogenes 
produced  acetyl-methyl-carbinol  (Voges- 
Proskauer  positive)  while  the  other  species 
failed  to  do  so. 

B.  arogenes  was  differentiated  from 
B.  cloaca  by  its  failure  to  liquify  gela- 
tin. Aside  from  this  one  factor  they  are 
probably  identical  in  their  cultural 
characteristics. 

Incidence  of  the  different  species  of  the 
colon-typhoid  group  in  this  series; 

B.  coli  communis,  12  cases,  24  per  cent. 

B.  arogenes,  11  cases,  22  per  cent. 

B.  alcaligenes,  10  cases,  20  per  cent. 

B.  coli  communior,  9 cases,  18  per  cent. 

B.  lactic  acid,  7 cases,  14  per  cent. 

B.  morgani,  2 cases,  4 per  cent. 

B.  neapolitanus,  1 case,  2 per  cent. 

B.  typhosus,  1 case,  2 per  cent. 

B.  para-typhosus  B.,  1 case,  2 per  cent. 

B.  enteritidis,  1 case,  2 per  cent. 

There  were  double  infections  in  five 
cases  or  10  per  cent  of  the  group ; two  cases 
showed  B.  coli  communs  with  B.  alcali- 
genes, one  case  B.  arogenes  with  B.  mor- 
gani, one  case  B.  coli  communior  with 
B.  arogenes  and  one  case  B.  coli  communior 
with  B.  alcaligenes. 

CONCLUSIONS. 

In  a careful  bacteriological  study  of  the 
bacilli  in  fifty  cases  of  urinary  tract  infec- 
tion showing  gram  negative  bacilli,  mor- 
phologically B.  coli,  only  twenty-one  cases, 
or  42  per  cent,  showed  proved  B.  coli  com- 
munis or  B.  coli  communior.  Twenty-nine 
cases,  or  58  per  cent  of  the  series,  were 
proved  to  be  other  species  of  the  coTon- 
typhoid  group  of  bacteria. 

Stock  vaccines  of  B.  coli  in  all  these  cases 
would  certainly  have  proved  of  little  value 
other  than  that  of  producing  a non-specific 
protein  reaction  in  over  half  of  the  cases. 
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DISCUSSION. 

Dr.  Chaille  Jamison  (New  Orleans) ; If  you 
have  never  attempted  work  like  Dr.  Gondolf  has 
reported  today,  you  have  no  realization  of  the 
amount  of  effort  it  entails.  I undertook  a some- 
what similar  subject  when  I was  interested  in 
that  work,  and  it  gave  me  no  results  simply  be- 
cause I was  not  willing  to  put  forth  the  effort. 
Dr.  Gondolf  is  to  be  congratulated  and  com- 
mended on  a splendid  and  difficult  piece  of  work. 
I believe,  also,  that  this  kind  of  work  may  have  a 
bearing  on  clinical  medicine. 


We  see  constantly  cases  of  infection  of  the 
genital  tract  that  are  responsible  for  constitutional 
signs  and  symptoms  that  will  be  cleared  up  quite 
easily  by  one  maneuver,  when  gram  negative 
bacilli  are  found  in  the  urine  by  certain  anti- 
septics; others  will  require  other  action.  I think 
the  explanation  lies  in  the  different  strains  of 
colon  bacilli.  It  would  be  interesting  to  know 
something  about  the  pathogenesity  of  the  various 
strains,  because  many  of  us  feel  clinically  that 
positive  blood  cultures  that  show  such  organisms, 
gram  negative  bacilli,  may  have  little  significance. 
I have  seen  spinal  trouble  classed  as  belonging  to 
the  colon  group. 

I believe  if  this  study  were  pursued  with  the 
idea  of  the  pathogenestic,  and  the  various  forms 
of  treatment  to  be  employed  it  might  give  most 
valuable  clinical  results.  Those  o:^  us  who  are  at 
all  familiar  with  the  clinical  work  on  the  urinary 
tract  know  the  infections  due  to  one  of  this  group. 
I can  congratulate  Dr.  Gondolf  again. 

Dr.  Foster  Johns  (New  Orleans):  I would  like 

to  confirm  Dr.  Jamison’s  remarks  with  regard  to 
the  -vast  amount  of  work  that  this  summary  of 
Dr.  Gondolf’s  represents. 

I have  always  believed  that  an  accurate  bac- 
teriologic  classification  of  the  invading  bacteria 
in  pyslitis  was  most  essential  to  treatment  and 
prognosis.  With  more  or  less  specific  medicaments 
at  their  command,  the  urologists  are  beginning  to 
insist  more  and  more  on  a closer  investigation  of 
the  exact  varieties  of  bacteria  present.  From  a 
prognostic  viewpoint,  it  may  be  of  interest  to  note 
that  quite  recently  an  exhaustive  piece  of  work  on 
infections  of  the  kidney  with  bacillus  fecalis  alka- 
ligines  was  done  at  the  Mayo  Clinic  in  which  the 
evidence  pointed  toward  this  infection  being  re- 
sponsible for  most  kidney  stones.  Infection  with 
this  particular  organism  by  an  extremely  mild 
clinical  course  before  mechanical  effect  of  the 
stones  becomes  manifest.  These  clinical  symptoms 
are  easily  controlled  and  the  patient  is  allowed 
to  drift  along  until  calculi  form  when  only  opera- 
tive measures  or  a lucky  ability  to  pass  the  con- 
trations  makes  possible  a cure  of  the  condition. 
These  bacteria  look  like  and  are  usually  recorded 
as  colon  bacili  from  a direct  microscopic  examin- 
ation of  the  urine  sediment.  A careful  bacteri- 
ologic  identification  early  in  the  course  of  such  an 
infection,  with  prompt  and  energetic  treatment, 
would  certainly  be  invaluable  to  the  patient. 

Dr.  A.  Mattes  (New  Orleans)  : I am  quite  in- 

terested in  the  work  Dr.  Gondolf  has  presented 
in  regard  to  the  classification  of  the  bacteria 
found  in  urinary  analyses.  It  is  rather  interest- 
ing to  note  that  one  of  the  common  causes  of 
failure  from  therapy  can  probably  be  attributed  to 
our  faulty  conclusions  in  the  past.  We  have  been 
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taught  for  a number  of  years  that  practically  all 
gram  negative  bacilli  were  coli  or  coli-commu- 
nior  and  paid  very  little  attention  to  further 
classifications. 

Now,  with  the  use  of  various  sugar  waters,  and 
other  media,  as  Dr.  Gondolf  has  brought  out,  he 
has  been  definitely  able  to  demonstrate  not  only 
the  coli  and  other  types  of  organisms  in  that 
group,  but  he  is  able  to  demonstrate  the  fact  that 
in  a fair  per  cent  of  cases  we  are  dealing  with 
other  bacterial  infections  of  the  urinary  tract.  It 
is  possible,  in  the  majority  of  cases,  where  we  fail 
to  derive  any  benefit  from  therapy,  either  locally 
or  constitutionally,  it  is  due  to  the  fact  that  we 
are  dealing  with  an  organism  that  cannot  be 
benefitted  by  present-day  treatment.  If  these 
cases  were  subjected  to  the  extensive  study  that 
Dr.  Gondolf  has  made,  we  most  certainly  would 
prove  that  they  probably  will  fall  into  one  of  the 
groups  other  than  bacillus  coli  or  coli-communior. 

Chairman  W.  H.  Harris:  Any  further  discus- 

sion? I would  like  to  add  just  a word  to  what 
has  been  said.  I believe  this  paper  is  certainly 
worthy  of  every  commendation,  and  it  is  really  a 
very  suitable  paper  for  a bacteriological  meeting. 
I think  one  of  the  features  of  Dr.  Gondolf’s  obser- 
vations which  is  along  the  line  we  have  previously 
recognized,  is  the  realization  that  all  of  these 
organisms  are  inhabitants  of  the  intestinal  tract. 

We  know,  of  course,  that  there  has  been  a great 
bit  of  dissertation  as  to  the  method  of  invasion  of 
bacteria  into  the  pelvis  of  the  kidney,  the  direct 
ascending  route,  the  matter  of  the  bacteremia,  and 
so  on.  But  it  will  be  noted  that  his  enumeration 
comprises  entirely  intestinal  flora.  While  the 
portal  system  is  often  blamed,  why  is  it  that  it  is 
so  much  more  frequent  in  females  and  rare  in 
males? 

I think  that  there  is  a tendency  on  the  part  of 
bacteriologists  in  routine  laboratory  work  to  re- 
port right  along  “B”  coli,  and  usually  upon  in- 
sufficient basis.  I am  very  pleased  that  Dr.  Gon- 
dolf has  favored  us  with  this  admirable  paper, 
because  those  of  us  who  have  done  this  work  as 
Dr.  Jamison  and  Dr.  Johns  mentioned  can  appre- 
ciate most  fully  the  great  amount  of  work  carried 
out.  As  I said  in  the  beginning,  it  is  a rapid  fire 
presentation  of  a tremendous  amount  of  work.  Is 
there  further  discussion? 

Dr.  N.  F.  Thiberge  (New  Orleans)  : The  paper 
so  far  is  of  negative  value  in  showing  the  treat- 
ment which  has  been  ineffective,  and  I think  Dr. 
Gondolf  would  do  the  section  a favor  if  he  would 
give  us  some  positive  information,  some  indication 
in  the  future  as  to  what  treatment  in  those  cases 
would  be  available,  whether  he  thinks  a vaccine 
in  those  cases  would  yield  better  results  than  a 
stock  of  vaccine,  and  if  not,  what  other  line  of 
treatment  he  would  indicate. 


Dr.  H.  J.  Gondolf,  New  Orleans  (closing)  ; Of 
course,  this  was  purely  a bacteriological  study  and 
quite  a bit  of  work  would  have  to  be  done  to  prove 
the  pathogenicity  of  these  organisms;  but,  I feel 
that  we  have  quite  a bit  of  reason  to  believe  they 
are  pothogenic. 

More  or  less  recent  literature  has  shown  us  that 
even  B.  alkaligines  has  produced  septicemia  with 
prolonged  periods  of  fever.  We  know  that  B.  lac- 
tis  arogenes  and  B.  lactic  acid  have  produced 
meningitis  in  babies. 

All  these  organisms  are  inhabitants  of  the  in- 
testinal tract  and  if  B.  coli  is  an  inhabitant  of  the 
intestinal  tract  and  can  produce  an  inflammatory 
process  in  the  urinary  tract,  I see  no  reason  why 
these  other  organisms  cannot  do  such  a thing  also. 

We  know  that  the  portal  circulation  carries 
some  few  bacteria  into  the  liver  from  the  intes- 
tinal tract  and  I believe  it  was  Adami  who  for  a 
time  believed  that  B.  coli  was  the  causative  agent 
in  cirrhosis  of  the  liver,  because  he  found  this 
organism  constantly  in  the  liver.  Every  one  of  us 
are  picking  up  organisms  through  the  circulation 
at  all  times,  and  it  merely  means  whether  we  have 
sufficient  immunity  to  kill  out  the  bacteria  or 
whether  they  may  produce  some  inflammatory 
process.  , 

Now,  with  regard  to  treatment,  that  is  more 
than  I would  attempt,  but  I do  believe  that  the 
most  of  the  men  who  treat  these  conditions,  when 
they  do  not  get  results  with  their  irrigations  and 
their  use  of  antiseptics,  resort  to  vaccine  therapy. 
Now,  I think  if  they  use  stock  vaccine  that  cer- 
tainly in  the  majority  of  cases  they  are  not  going 
to  get  any  specific  reactions  and,  therefore,  poor 
results.  If  you  are  going  to  resort  to  vaccine 
therapy,  then  I think  autogenous  vaccine  should 
be  the  therapy  of  choice. 


VARICOSE  VEINS  AND  THEIR  SEQUELAE. 

— One  hundred  and  sixty  cases  of  varicose  veins 
and  their  sequelae  were  studied  by  Geza  de 
Takats,  Chicago,  as  to  age  and  sex  incidence. 
More  than  1,000  injections  with  50  per  cent  dex- 
trose were  made.  An  individualizing  manage- 
ment, consisting  of  supportive,  injection  and  sur- 
gical treatment  or  their  combination  is  described. 
The  histological  reaction  of  the  vein  following  in- 
jection has  been  studied.  Immediate  results  of 
the  various  forms  of  treatment  are  tabulated. 
The  possibility  of  pulmonary  embolism  following 
injection  treatment  and  surgical  treatment  is  dis- 
cussed. The  end-results  of  the  surgical  and  in- 
jection treatment  can  be  estimated  only  after  five 
years.  Recurrences  are  well  known  to  occur  after 
radical  excisions  and  may  be  expected  following 
the  injection  treatment. — Jour.  Am.  Med.  Assn., 
92:775-783,  1929. 
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ANTIGENS  AND  THE  PRECIPITA- 
TION TEST.* 

H.  W.  BUTLER,  M.  D.,f 
New  Orleans. 

The  value  of  the  precipitation  test  for 
the  diagnosis  of  syphilis  is  everywhere 
recognized.  There  are  three  methods  now 
in  use  for  reading  the  reaction  of  this 
test:  First,  reading  by  transmitted  light 

the  presence  or  absence  of  small  particles 
suspended  throughout  the  liquid,  for  ex- 
ample the  Sigma  or  Kahn  tests ; second,  the 
reading  of  a cracked  emulsion  in  which 
the  particles  have  settled  to  the  bottom  of 
the  tube,  leaving  a clear  or  semi-clear 
liquid  above,  for  example  the  Meinicke 
test;  third,  reading  made  directly  from  the 
precipitation  on  a slide. 

The  principles  governing  the  reactions 
are  the  same  in  all  precipitation  tests,  so 
that  when  a technic  is  decided  upon  the 
antigen  is  modified  in  such  a way  as  to  be 
adapted  to  that  particular  method,  or  else 
the  method  is  changed  so  as  to  be  suitable 
to  the  antigen. 

By  the  use  of  the  Meinicke  technic  on  a 
series  of  500  cases,  the  percentage  of  agree- 
ment was  found  to  be  97.5  per  cent.  The 
close  agreement  with  the  Wassermann,  the 
simplicity  of  the  performance  of  the  test, 
and  the  sharp  demarcation  between  the 
negative  and  positive  reactions  make  the 
test  valuable  by  this  method.  The  use  of 
an  acidulated  or  alkalinized  antigen  con- 
taining a gum  resin  flocculation  indicator, 
as  proposed  by  Meinicke,  possesses  distinct 
advantages  over  other  methods  of  perform- 
ing the  precipitation  test.  As  the  horse 
heart  extract  used  by  Meinicke  is  difficult 
to  obtain  in  America,  I wish  to  present  in 
this  paper  methods  of  adapting  our  stand- 
ard antigens  for  use  with  this  test. 


*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 

t(From  the  Department  of  Medicine,  Tulane 
University  School  of  Medicine.) 


MEINICKE  TECHNIC. 

One  cubic  centimeter  of  the  horse  heart 
antigen  is  measured  into  a 20  cc.  test  tube. 
Ten  cc.  of  a 3 per  cent  saline  solution  is 
measured  into  a second  similar  tube.  Both 
tubes  are  placed  in  the  water  bath  at 
45°  C.  for  5 to  10  minutes,  after  which  the 
contents  of  the  tubes  are  poured  together 
twice.  One  cc.  of  this  suspension,  while 
warm,  is  pipetted  into  a test  tube  into 
which  has  been  previously  placed  0.2  cc.  of 
blood  serum,  not  inactivated.  The  tubes 
are  shaken  and  allowed  to  stand  at  room 
temperature  over  night.  Reading:  The 

strong  positive  sera  appear  crystal  clear 
with  the  sediment  at  the  bottom  of  the  tube. 
The  moderately  positive  sera  appear  hazy 
with  a considerable  amount  of  sediment  at 
the  bottom.  The  weakly  positive  sera  are 
slightly  cleared  with  a small  amount  of 
sediment  at  bottom  of  tube.  The  negatives 
appear  as  when  first  set  up,  “milky,”  with 
no  sediment. 

TECHNIC  FOR  SPINAL  FLUIDS  USING  THE  HORSE 
HEART  ANTIGEN  OF  MEINICKE. 

One-half  cc.  of  the  emulsion,  prepared  as 
for  blood  sera,  is  pipetted  into  a tube  con- 
taining 0.5  cc.  of  spinal  fluid  and  allowed 
to  stand  over  night.  Strongly  positive 
spinal  fluids  will  settle  out  in  the  same  way 
as  the  blood  sera,  but  the  microscope  is 
necessary  in  most  cases.  A characteristic 
clumped  precipitate  appears  in  the  posi- 
tives, but  the  negatives  show  no  such 
precipitate.  Comparative  results  on  blood 
sera  using  the  Kolmer  Wassermann  anti- 
gen and  the  original  Meinicke  antigen 
showed  an  agreement  of  97.5  per  cent. 
Comparative  results  on  spinal  fluids  using 
Kolmer  Wassermann  and  original  Meinicke 
showed  97.6  per  cent  agreement. 

KOLMER  ANTIGEN. 

Kolmer’s  Wassermann  antigen  can  be 
changed  into  a precipitation  antigen  by 
diluting  and  adding  a 5 per  cent  tincture 
of  tolu  (made  from  the  balsam)  as  an 
indicator. 
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Antigen : 5 cc.  Kolmer  antigen 

25  cc.  Alcohol,  95  per  cent. 
10  cc.  Tincture  of  tolu,  5 
per  cent. 

Diluting  saline : 100  cc.  distilled  water 
3 gms.  sodium  chlo- 
ride 

0.15  cc.  of  10  per  cent 
sodium  hydroxide 

Seme  antigens  require  more  alkali  than 
others,  depending  upon  the  concentration 
of  lipoidal  substance.  Enough  antigen 
should  be  added  to  this  formula  to  reach 
the  point  of  saturation  for  that  particular 
antigen,  the  object  being  to  make  the  sus- 
pension as  unstable  as  possible  without 
producing  a precipitate  in  the  negative 
sera.  It  should  be  added  to  the  point  just 
shoi^  of  this  amount.  The  more  antigen 
that  can  be  added,  the  more  sensitive  the 
reaction ; and  the  more  alkali  that  is  added, 
the  less  sensitive  it  is.  The  correct  amount 
of  antigen  is  obtained  by  testing  against 
negative  sera.  The  amount  ranges  from 
2 to  5 cc.  if  the  Kolmer  method  of  extrac- 
tion is  used.  The  alkali  is  necessary  to 
render  the  ether  extract  portion  of  the 
antigen  suitable  for  emulsification. 

One  cc.  of  the  antigen  is  measured  into 
a 20  cc.  test  tube,  and  10  cc.  of  the  alkaline 
saline  measured  into  a second  20  cc.  test 
tube.  These  are  placed  into  the  water  bath 
at  56°  for  five  minutes.  They  are  then 
poured  together  twice.  One  cc.  of  this  sus- 
pension is  measured  immediately,  while 
still  warm,  into  a test  tube  containing  0.2 
cc.  of  blood  serum  which  has  not  been  in- 
activated. The  suspension  precipitates 
when  it  becomes  cold,  unless  serum  is 
added. 

Spinal  fluids:  A Purdy  tube  is  filled  to 
the  3 cc.  mark  with  spinal  fluid.  Two  cc. 
of  a saturated  solution  of  ammonium  sul- 
phate are  added  and  well  mixed.  It  is 
allowed  to  stand  at  room  temperature  for 
15  minutes  and  then  centrifuged.  The 
supernatant  fluid  is  pipetted  off,  and  the 
globulin  is  taken  up  in  0.2  cc.  of  negative 
serum.  One-half  cc.  of  the  suspension  as 


used  for  blood  sera  is  added.  Strong 
positive  spinal  fluids  do  not  require  con- 
centration of  the  globulin.  Results  obtained 
with  blood  sera  were  97  per  cent  agreement 
using  the  Kolmer  antigen  both  in  the 
Wassermann  and  precipitation  reactions. 

Veal  heart  extraction:  Fresh  veal  hearts, 
the  size  of  a small  fist,  are  selected  and  the 
auricles  and  superficial  fat  removed.  The 
muscle  is  ground  in  a sausage  grinder  and 
spread  on  paper  and  dried  by  an  electric 
fan.  After  it  is  completely  dried,  it  is  re- 
ground and  extracted  with  ether,  as  fol- 
lows: Four  hundred  cc.  of  ether  are  used 

to  each  100  gms.  of  dry  ground  heart  and 
allowed  to  act  for  ten  minutes,  shaking 
frequently.  The  ether  is  filtered  off  and 
300  cc.  are  added  three  different  times  to 
the  heart  muscle  and  treated  in  the  same 
manner.  The  heart  muscle  is  now  dried 
completely  free  from  either,  and  for  each 
gram  a muscle,  5 cc.  of  95  per  cent  alcohol 
are  added  and  masceration  is  allowed  to  con- 
tinue for  three  days  at  room  temperature, 
after  which  the  alcohol  is  filtered  off  and 
made  up  to  the  original  volume  with  95 
per  cent  alcohol. 

Some  of  this  extract  is  saturated  with 
cholesterin  (to  100  cc.  add  0.6  gms.  of 
cholestrin) . 

Veal  heart  extract  15  cc. 

Veal  heart  extract,  cho- 
lesterinized  15  cc. 

Alcohol,  95  per  cent 15  cc. 

Tincture  of  tolu,  5 per 
cent  15  cc.  to  20  cc. 

Alcohol  containing  1 per 
cent  benzoic  acid 1 cc. 

Tolu  varies.  Add  enough  to  the  antigen 
to  produce  opacity  to  the  test.  One  cc. 
should  require  0.5  cc.  of  N/10  NaOH  for 
neutralization.  Phenolphthalein  is  used  as 
an  indicator.  The  pH  is  4.8. 

Diluent:  3 per  cent  saline. 

One  cc.  of  antigen  is  measured  into  a 
20  cc.  test  tube  and  10  cc.  of  3 per  cent 
saline  into  a second  20  cc.  test  tube,  heat- 
ing in  a water  bath  as  before  at  56°  two  to 
five  minutes.  Heating  at  56°  for  more 
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than  five  minutes  decreases  rapidly  the 
sensitiveness  of  the  test.  Mix  by  pouring 
back  and  forth  several  times.  One  cc.  is 
measure  into  a test  tube  containing  0.2 
cc.  of  blood  serum  (not  inactivated). 
Reading  is  made  after  standing  over  night 
at  room  temperature. 

Slide  test:  If  the  slide  method  is  desired, 
the  antigen  is  diluted  only  three  times; 
i.  e.,  0 3 cc.  antigen  and  0.9  cc.  of  3 per  cent 
saline.  A 1 cc.  pipette,  as  short  as  can  be 
obtained,  is  fitted  with  a Wright’s  rubber 
bulb.  The  antigen  is  measured  into  a test 
tube  with  the  dry  pipette,  and  then,  with 
the  same  pipette,  0.9  of  3 per  cent  saline 
is  taken  up  and  forced  into  the  test  tube 
containing  the  antigen.  The  mixture  is 
sucked  back  and  forth  several  times.  No 
heating  is  required.  Three  drops  of  clear 
serum,  using  a capillary  pipette,  are  placed 
upon  a slide  and  three  drops  of  the  antigen 
mixture  are  placed  alongside  of  the  serum. 
It  is  mixed  with  a toothpick,  and  the  slide 
rocked  several  times  to  insure  thorough 
mixing.  It  is  then  laid  aside  for  five  or 
ten  minutes,  depending  upon  the  amount 
of  drying  that  takes  place.  As  the  prepar- 
ation dries,  it  passes  through  different 
degrees  of  concentration,  so  that  at  some 
stage  the  zone  of  inhibition  will  be  missed 
and  precipitation  allowed  to  take  place. 
The  positive  bloods  will  show  the  charac- 
teristic precipitation,  but  the  negatives  will 
remain  granular.  The  slide  method  should 
be  performed  at  room  temperature.  It  is 
slightly  more  sensitive  than  the  tube 
method,  and  the  reading  is  more  striking. 

Spinal  Fluids:  The  globulin  is  concen- 

trated, using  the  Kahn  technic  as  for  the 
Kolmer  antigen.  It  is  dissolved  in  0.2  cc. 
of  normal  saline  or  negative  serum  and  one- 
half  cc.  of  suspension  is  added.  Strong 
positive  spinal  fluids  can  be  read  on  a slide 
in  the  same  way  as  in  blood  serums.  Con- 
centration is  necessary  in  most  cases. 


RESULTS  WITH  THE  VEAL,  HEART,  ANTIGEN  AND 
THE  KOLMER  WASSERMANN  SYSTEM. 


Wassermann 

186  Strongly  positive 
1 Strongly  positive 
1 Weakly  positive 
1 Negative 

4 Anticomplementary 

1 Negative 

9 Moderately  positive 
10  Weakly  positive 
10  Negative 
3 Weakly  positive 
3 Strongly  positive 

5 Moderately  positive 

2 Strongly  positive 
1776  Negative 


Prescription 

Strongy  positive 
Negative 
Negative 
Strongly  positive 
Strongly  positive 
Moderately  positive 
Strongly  positive 
Strongly  positive 
Weakly  positive 
Weakly  positive 
Moderately  positive 
Moderately  positive 
Weakly  positive 
Negative 


2012 

Comments:  The  Meinicke  reaction,  in 

its  present  form,  is  the  nearest  approach 
to  the  Wassermann  in  specificity  of  any 
of  the  precipitation  tests,  in  my  opinion. 
It  is  easy  to  perform.  Two-tenths  cc.  of 
raw  serum  is  measured  into  a test  tube 
and  1 cc.  of  the  warm  antigen  suspension 
added.  The  tube  is  shaken  and  allowed  to 
remain  at  room  temperature  over  night. 
It  offers  no  difficulty  in  reading.  If  there 
is  any  criticism  to  make,  it  is  that  the 
horse  heart  extraction  may  be  a little  too 
sensitive.  One  case  in  a routine  examin- 
ation gave  a moderately  positive  Meinicke 
and  negative  Wasserman,  with  no  history 
and  no  clinical  manifestations  of  syphilis. 
Another  case,  in  which  the  spinal  fluid  was 
examined,  the  Wassermann  and  globulin 
were  negative,  the  cell  count  1,  showed  a 
moderately  positive  Meinicke.  These  re- 
actions were  not  considered  in  the  diag- 
nosis. There  is  frequently  a quantitative 
disagreement  between  the  Wassermann 
and  the  precipitation  ractions.  A weakly 
positive  Wassermann  may  give  a strongly 
positive  precipitation,  and  a strongly  posi- 
tive Wassermann  may  give  a weakly  posi- 
tive precipitation.  Occasionally,  one  reac- 
tion will  be  strongly  positive  and  the  other 
negative.  Two  Wassermann  systems  were 
used  in  checking  the  precipitation  tests  in 
many  cases. 
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Conclusions : The  Meinicke  precipitation 
technic,  with  some  variation,  can  be  ap- 
plied to  any  of  the  standard  antigens.  It 
is  easy  to  perform  and  requires  the  min- 
imum amount  of  time  and  laboratory 
facilities.  Inactivation  of  the  serum  is  un- 
necessary. There  is  no  difficulty  encoun- 
tered in  the  interpretation  of  the  results, 
which  show  a high  degree  of  accuracy  as 
compared  with  the  Wassermann  reaction. 

I wish  to  express  my  deep  appreciation 
to  Dr.  G.  H.  Hauser  and  the  entire  staff 
of  the  Pathological  Department  of  Charity 
Hospital  for  their  excellent  co-operation 
in  furnishing  the  bloods  and  for  their 
Wassermann  interpretations. 
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DISCUSSION. 

Dr.  Foster  Johns  (New  Orleans)  : The  precipi- 

tation test  for  syphilis  has  come  to  stay,  either 
as  a check  on  the  Wassermann  or  in  many  offices 
to  supplant  it.  Dr.  Butler  has  .given  us  this  after- 
noon a bare  resume  of  three  years  of  constant 
work,  and  much  of  it  original  in  idea,  in  trying 
to  adapt  our  well  standardized  antigens  to  use 
in  this  test  with  the  idea  of  closer  correlation  in 
the  diagnoses  thus  made  by  different  methods. 

While  he  has  been  able  to  reach  a fair  degree 
of  agreement  in  the  readings  of  the  two  tests 
for  syphilis,  I doubt  if  we  will  ever  be  able  to 
get  a complete  agreement  for  the  following  reason. 
Syphilis  is  a disease  of  the  intercellular  bridges 
between  the  cells  of  the  vascular  system.  The 
intercellular  substance  is  dissolved  or  liberated,  is 


absorbed  into  the  general  circulation  and  there 
acting  as  a foreign  body,  or  “antigen,”  stimulates 
several  different  types  of  antibodies.  One  of  these 
substances  is  the  so-called  specific  amboceptor,  or 
complement  binding  antibody,  that  we  test  for 
the  presence  of  with  the  Wassermann.  Another 
is  an  agglutinin  which  conglomerates  or  agglu- 
tinates the  particles  of  a finely  divided  suspension 
of  the  antigen  and  which  gives  us  the  precipitin 
test.  These  different  antibodies  are  produced  in 
variable  amounts  and  with  different  degrees  of 
rapidity  in  diffrent  individuals. 

As  a rule  the  Wassermann  reaction  is  some- 
what more  delicate  and  in  my  experience  is  often 
positive  long  before  the  precipitin  reaction  can  be 
demonstrated  in  early  syphilis.  In  quiescent  and 
late  syphilis,  on  the  other  hand,  the  precipitin 
test  is  often  superior,  and  its  findings  corrobor- 
ated with  the  spinal  fluid  evidence. 

Of  the  three  methods  of  performing  the  pre- 
cipitin test,  I can  heartily  agree  with  Dr.  Butler 
that  the  Meinicke  method  is  best.  It  is  certainly 
far  superior  to  the  Kahn  in  my  opinion  in  both 
simplicity,  accuracy  and  workability  in  the  every- 
day routine  of  laboratory  work. 

Dr.  Butler’s  slide  test  and  using  his  modifica- 
tion of  the  standard  Kolmer  Wassermann  antigen, 
in  my  experience,  is  slightly  less  delicate  than 
the  Meinicke  tube  test,  but  as  a rapidly  performed 
check  on  Wassermann  reactions  is  almost  ideal. 

Altogether,  we  owe  Dr.  Butler  an  expression  of 
thanks  for  the  persistence  with  which  he  has 
brought  the  precipitin  test  to  our  attention  and 
foi.  the  great  amount  of  thankless  work  that  he 
has  cheerfully  performed  in  perfecting  his  method 
of  performing  the  precipitin  test. 

Dr.  W.  H.  Harris  (New  Orleans) : We  know 

in  the  instance  of  the  precipitation  test  that  the 
question  of  the  particular  artigen  employed  is  of 
umost  importance.  If  we  will  consider  its  medico- 
legal application  in  the  question  of  determining 
whether  or  not  a specimen  is  human  blood,  its 
authenticity  and  value,  from  a legal  standpoint, 
we  realize  the  great  degree  of  accuracy  of  such 
a test. 

In  the  instance  of  syphilis,  however,  the  ques- 
tion of  the  antigen  is,  of  course,  a great  connun- 
drum  to  the  laboratory  worker.  The  antigen  for 
any  specific  disease  or  any  specific  substance  is 
either  the  organism  or  the  substance.  We  know 
that  Wassermann  is  the  preparation  of  his  anti- 
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gen  originally  aimed  at  obtained  the  masses  of 
spirochetes  present  in  the  tissues  of  the  congenital 
lues  case.  It  was  later  learned  that  a non- 
syphilitic organ  would  serve  the  same  purpose. 
This  phenomena  renders  it  extremely  hard  to  un- 
derstand from  a specific  precipitation  standpoint. 
I think  Dr.  Butler  is  to  be  commended  on  per- 
sisting in  his  valuable  work  in  attempting  to 
simplify  and  standardize,  if  possible,  the  Kahn 
test. 

I would  like  to  ask  Dr.  Butler  if  he  is  familiar 
with  any  work  that  has  been  carried  out  on  the 
employment  of  a culture  as  a precipitinogen  in 
this  test. 


Chairman  J.  H.  Musser  (New  Orleans)  : Any 

further  discussion?  I would  like  to  re-inforce  the 
statement  of  Dr.  Johns.  I know  this  work  of  Dr. 
Butler  represents  the  examination  of  not  ten  or 
hundreds  of  blood  serums,  but  represents  the  ex- 
amination of  thousands.  It  is  a tremendous  piece 
of  work,  and  while  the  applicability  of  it  may  not 
be  apparent  or  entirely  clear  at  the  present  time, 
there  is  no  question  that  it  represents  a very  great 
advance  in  the  diagnosis  of  this  interesting  and 
extremely  common  disease.  Dr.  Butler,  will  you 
close  the  discussion,  please? 

Dr.  H.  W.  Butler  (closing)  ; To  answer  Dr. 
Harris’  question:  We  never  have  tried  to  make 

an  antigen  from  the  spirochetes  themselves. 
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WOUNDS.* 

ALTON  OCHSNER,  M.  D.f 
New  Orleans. 

“A  wound  may  be  considered  as  a trau- 
matic injury  resulting  in  a solution  of  the 
continuity  of  a free  or  potentially  free  sur- 
face.” (Frantzh)  As  the  definition  im- 
plies, a wound  may  occur  in  any  part  of 
the  body,  either  on  the  external  exposed 
surface  or  in  some  of  the  internal  organs. 
It  is  the  purpose  of  this  discussion  to  con- 
sider only  the  wounds  of  the  external  sur- 
faces. 

Wounds  may  be  classified  according  to 
the  type  of  injury  or  according  to  the  bac- 
terial content. 

A.  CLASSIFICATION  ACCORDING  TO  THE  TYPE 
OF  INJURY 

1.  Abrasion  (brush  burns):  An  abra- 
sion is  characterized  by  the  removal  of  the 
superficial  layers  of  the  skin,  including  part 
of  the  corium,  so  that  a bleeding  surface  is 
exposed.  Because  of  its  superficial  extent, 
however,  the  inter-papillary  pegs  of  the 
germinal  layer  are  left  intact,  as  well  as 
certain  of  the  hair  follicles,  sweat,  and  se- 
baceous glands.  Epithelium  may  grow 
from  these  inter-papillary  pegs  as  well  as 
from  the  edges  of  the  wound. 

*Presented  before  the  Surgical  Faculty,  Tulane 
University,  April  24,  1928. 

fFrom  the  Department  of  Surgery,  School  of 
Medicine,  Tulane  University. 


2.  Incised  wounds:  An  incised  wound 

is  usually  a linear  defect  produced  by  a 
sharp  object  passing  through  the  skin  and 
subcutaneous  tissue.  The  length  of  the 
wound  is  greater  than  its  breadth.  It  is 
characterized  by  sharp,  clean-cut  edges, 
there  also  being  relatively  little  devitaliza- 
tion of  the  surrounding  tissues.  The 
amount  of  gaping  of  the  wound  depends 
upon  its  location  and  the  amount  of  skin 
tension  at  that  point.  Because  of  the  gap- 
ing of  the  wound,  on  cross  section  the 
wound  is  usually  triangular  in  shape,  being 
wider  at  the  surface  than  at  the  bottom 
of  the  wound. 

3.  Puncture  wounds:  Puncture  wounds 
are  those  characterized  by  relatively  small 
openings  and  a relatively  great  depth. 
These  wounds  are  usually  produced  by 
nails,  knives,  and  bullets.  The  wounds  are 
of  especial  importance,  because  of  the  dan- 
ger of  injuring  important  structures  lo- 
cated deep  in  the  wounds,  such  as  vessels, 
nerves,  and  viscera,  as  well  as  the  liability 
to  develop  certain  deep  infections,  espe- 
cially those  of  the  anaerobic  variety. 

4.  Lacerated  ivounds:  A lacerated 

wound  is  one  which  is  characterized  by 
irregular  edges  and  which  is  usually  asso- 
ciated with  considerable  trauma  and  devi- 
talization of  the  tissues  surrounding  the 
wound.  These  wounds  are  usually  pro- 
duced by  blunt  objects,  broken  glass,  dull 
knives,  etc. 
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a.  Contused  wounds : A contused  wound 
is  a lacerated  wound,  the  edges  of  which 
are  irregular,  but  one  which  is  associated 
with  considerable  bruising  of  the  adjacent 
tissus.  It  is  caused,  almost  invariably,  by 
blunt  objects,  non-penetrating  in  character. 
The  skin  is  opened  virtually  by  rupture. 
The  tissues  adjacent  to  the  wound  are 
crushed  and  considerably  devitalized. 

b.  Gunshot  wounds : By  this  type  of 

wound  is  meant  the  one  in  which  there  is 
considerable  laceration,  due  to  the  explosive 
character  of  the  bullet.  There  is  a great 
deal  of  difference  among  the  various  types 
of  gunshot  wounds,  depending  upon  the 
physical  properties  of  the  bullets.  A steel- 
jacketed  bullet  produces  a small,  narrow 
channel  in  its  passage  through  the  body.  If 
the  bullet  is  of  softer  composition,  however, 
because  of  the  “mushrooming”  effect  pro- 
duced, considerable  more  trauma  and  con- 
tusion is  caused.  In  such  wounds  articles 
of  clothing  are  especially  apt  to  be  carried 
into  the  depth  of  the  wound.  Here  also, 
because  of  the  deep  wound,  and  the  trauma 
inflicted,  the  danger  of  anaerobic  infection 
is  relatively  great.  Gage^  has  demonstrated 
that  clothing  in  a wound  is  a possible  cause 
of  anaerobic  infection. 

B.  CLASSIFICATION  ACCORDING  TO  THE  BACTERIAL 
CONTENTS 

Wounds  may  also  be  classified  according 
to  their  bactrial  contents  in  the  following 
ways : 

1.  Sterile  wounds:  In  considering  ster- 
ile wounds  it  must  be  kept  in  mind  that  in 
all  probability  no  wound  is  ever  bacterio- 
logically  sterile,  so  it  is  necessary  to  differ- 
entiate between  bacteriologically  and  sur- 
gically sterile  wounds.  The  surgically  ster- 
ile wounds  are  referred  to  in  this  group. 
These  wounds  are  those  made  by  the  sur- 
geon with  sterile  instruments  under  asep- 
tic precautions.  They  are  incised  wounds. 
The  amount  of  trauma  is  minimal,  as  in 
the  incised  wounds  above  described. 

2,  Contaminated  wounds:  A contam- 

inated wound  is  one  which  is  made  under 
unsterile  conditions  and  one  which  contains 
micro-organisms,  but  one  in  which  the  or- 


ganisms are  present  only  as  foreign  bodies 
and  are  potential  causes  of  an  infected 
wound.  Meyer®  states  that  anaerobic  bac- 
teria begin  to  grow  in  the  tissues  between 
the  seventh  and  eleventh  hours  after  the 
production  of  the  wound,  whereas  aerobic 
organisms  may  not  become  established 
until  the  eighteenth  to  the  forty-eighth 
hour.  A contaminated  wound,  because  of 
the  presence  of  the  organisms  in  it,  may 
pass  into  the  next  type  of  wound,  the  in- 
fected wound. 

3.  Infected  wounds:  Infected  wounds 
are  those  which  contain  micro-organisms 
which  are  growing  and  developing  not  only 
in  the  wound  itself  but  also  in  the  surround- 
ing tissue.  Because  of  this  penetration  into 
and  the  growth  of  micro-organisms  in  the 
tissues,  there  is  a reaction  between  the  host 
and  the  invading  organisms.  It  may  be 
seen  that  the  difference  between  contamin- 
ated and  infected  wounds  is  principally  one 
of  time.  Clinically,  it  has  been  arbitrarily 
taken  that  after  8 hours  (Gaudier^)  a con- 
taminated wound  becomes  infected,  which 
is  an  agreement  with  Meyer’s  findings, 
i.  e.,  after  this  period  of  time  the  micro- 
organisms begin  to  invade  the  tissues  and 
are  not  present  merely  as  mechanical 
foreign  bodies. 

SIGNS  AND  SYMPTOMS  OP  WOUNDS 

All  wounds  have,  more  or  less,  the  same 
signs  and  symptoms  in  common,  which 
vary  usually  only  in  degree.  The  principal 
ones  are  pain,  bleeding,  and  gaping  of  the 
wound. 

As  a rule  pain  is  the  earliest  symptom 
and  the  one  most  frequently  encountered. 
The  degree  of  pain  varies  coilsiderably, 
according  to  the  type  of  wound.  The  pain 
is  minimal  in  the  incised  wound  and  max- 
imal in  the  contused  and  lacerated  wound. 
The  sensitivenesss  of  the  various  parts  of 
the  body  differ  considerably.  There  also 
is  a normal  variation  among  different 
individuals.  Wounds  in  inflamed  areas  are 
more  painful  than  those  in  non-inflamed 
areas. 

Hemorrhage:  Hemorrhage  is  found  in 

practically  all  wounds.  There  are,  how- 
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ever,  exceptions  to  this  rule,  as  in  a wound 
of  the  cornea,  where,  because  of  the 
relative  avascularity,  there  is  no  hemor- 
rhage. Hemorrhage  also  varies  according 
to  the  type  of  wound.  In  the  incised 
wound  the  hemorrhage  is  maximal,  whereas 
in  the  contused  and  lacerated  wound 
hemorrhage  is  relatively  slight.  In  the 
latter  wound  the  vessels  are  crushed  and 
are  apt  to  be  occluded.  The  amount  of 
hemorrhage  may  vary  considerably,  de- 
pending upon  the  size  and  type  of  the 
vessel  injured  and  also  the  general  condi- 
tion of  the  patient.  Arterial  hemorrhage, 
recognized  by  its  spurt-like  character  of 
bright  red  blood,  is  greater  than  venous. 
In  individuals  with  a hemorrhagic  ten- 
dency, as  in  hemophilia,  hemorrhage  is  a 
great  deal  more  severe  than  in  normal 
persons.  Wounds  in  those  parts  of  the  body 
richly  supplied  with  blood,  as  the  head  and 
face,  bleed  more  profusely  than  wounds 
elsewhere.  Hemorrhage  may  be,  and 
usually  is,  one  of  the  most  prominent 
signs  of  wounds,  and  is  probably  the  most 
important  immediate  factor. 

Gaping  of  the  wound  depends  largely 
upon  its  location,  the  amount  of  tension 
present  in  the  particular  part,  and  the 
character,  as  well  as  the  size,  of  the  wound. 

Shock:  In  cases  with  extensive  wounds, 
especially  those  of  the  contused  and  lacer- 
ated types  shock  is  apt  to  be  the  most 
important  part  of  the  clinical  picture.  The 
onset  is  abrupt;  the  patient  presents  all 
the  characteristics  of  clinical  shock;  such 
as  a rapid,  easily  compressible  pulse ; hypo- 
tension ; decrease  in  the  body  temperature ; 
cold  and  clammy  perspiration  and  apathy. 
The  exact  cause  of  this  type  of  shock  is 
not  known.  Whether  it  is  due  to  a hista- 
mine-like reaction,  as  the  result  of  absorp- 
tion of  toxic  products  produced  in  the  in- 
jured part  (Dale®)  or  due  to  the  vaso- 
dilator action  produced  by  injury  of  the 
erythrocytes,  as  suggested  recently  by 
Phemister  and  Handy,®>  is  not  known.  It 
has  been  shown,  both  clinically®’^  and  ex- 
perimentally,^®’that  this  type  of  shock 
may  be  prevented  by  placing  a constrictor 


on  the  injured  member  above  the  contused 
area.  Shock  may,  however,  be  caused  by 
hemorrhage.  Here,  however,  the  clinical 
picture  is  different  in  that  the  shock  comes 
on  relatively  late  and  always  follows  con- 
siderable loss  of  blood. 

SURGICAL  PATHOLOGY  OF  VARIOUS  WOUNDS 

Abrasions:  The  exudative  fluid  which  ac- 
cumulates on  the  surface  of  an  abrasion 
becomes  coagulated  very  early,  forming  a 
thin  covering  over  the  wound.  This  clot, 
according  to  Frantz^  is  attached  to  the 
wound  by  fibrin  stands  which  pass  down 
between  the  cells  of  the  underlying  corium, 
thus  keeping  the  clot  in  immediate  contact 
with  the  wound.  This  protective  covering 
is  called  a “pellicle,”  which  term  is  applied 
as  long  as  the  clot  is  attached  to  living  cells 
by  means  of  unbroken  fibrinous  strands. 
Dilatation  of  the  superficial  vessels  occurs 
as  well  as  the  migration  of  leukocytes  to 
the  part.  The  devitalized  cells  are  de- 
stroyed by  a process  of  autolysis  and  re- 
moved by  phagocytosis.  The  epithelium, 
in  the  meantime,  has  begun  to  grow  in 
from  the  edge  of  the  wound,  as  well  as 
from  the  deep  inter-papillary  projections 
of  the  germinal  layer.  As  the  epithelium 
grows,  granulation  tissue  takes  the  place 
of  the  connective  tissue  and  blood  vessels 
which  had  been  destroyed.  The  pellicle 
should  be  left  undisturbed  until  its  function 
has  been  served,  when  it  becomes  separ- 
ated from  the  underlying  structures  by  a 
process  of  autolysis,  after  which  it  is 
spoken  of  as  the  crust.  Frantz^  considers 
the  function  of  the  pellicle  as  protection 
from  bacterial  contamination,  protection 
from  drying  of  the  deeper  parts  where  re- 
pair is  in  progress,  and  a drawing  together 
by  contraction  of  the  surrounding  wound 
edges.  If  the  pellicle  is  removed  too  early 
bleeding  occurs  from  the  capillary  tufts. 
Frantz^  feels  that  a distinction  should  be 
made  clinically  between  the  pellicle  and  the 
crust,  the  former  being  connected  by  fibrin 
strands  to  the  living  cells,  whereas  the 
latter  is  only  adherent  to  the  wound  edges 
and  has  relatively  little  function. 
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Incised  wounds:  In  order  to  understand 
;he  surgical  pathology  of  incised  wounds, 
t is  probably  desirable  to  consider  the 
nanner  in  which  a clean  aseptic  incised 
vound  heals,  the  so-called  healing  by  first 
ntention.  Healing  by  first  intention  occurs 
n surgically  sterile,  incised  wounds  in 
jchich  the  edges  have  been  approximated, 
^s  a result  of  the  trauma  a necrosis  of  the 
idjacent  cells,  even  though  minimal,  takes 
jlace.i  This  can  be  seen  within  less  than 
in  hour  after  the  injury.  The  elastic  tissue 
ind  blood  vessels  retract  from  the  wound. 
Due  to  the  opening  of  the  blood  and  lymph 
/essels,  there  is  an  exudation  of  both  blood 
ind  lymph  into  the  cavity  of  the  wound. 
A.fter  about  eight  hours  repair  begins  to 
;ake  place  in  the  wound.  The  traumatic 
legeneration  of  the  cells  has  reached  its 
leight.  The  small  space  between  the  two 
idges  of  the  wound  is  filled  with  a clot 
composed  of  erythrocytes,  fibrin,  and  leuko- 
:ytes.^2  At  about  this  time  a swelling  of 
the  nuclei  of  the  connective  tissue  cells  can 
be  seen.  Within  the  next  24  hours  numer- 
ous mitotic  figures  are  seen  in  the  surface 
epithelium  and  connective  tissue.  Fibro- 
blasts, together  with  small  capillaries,  pass 
into  the  clot  from  the  wound  edges.  At 
about  the  end  of  four  days  the  wound 
becomes  covered  with  epithelium,  and  the 
clot  becomes  almost  completely  replaced  by 
granulation  tissue.  By  the  sixth  or  seventh 
day  the  wound  is  filled  with  a cellular  and 
vascular  tissue.  The  fibrin  becomes  re- 
moved by  the  phagocytic,  mononuclear 
leukocytes.  By  the  end  of  three  weeks  a 
dense,  non-vascular  scar  is  formed,  due  to 
the  deposition  of  collagen  fibers  by  fibro- 
blasts. 

In  wounds  in  which  the  edges  have  not 
been  coaptated  healing  occurs  by  secondary 
intention,  which  does  not  differ  materially 
from  that  of  first  intention.  The  differ- 
ence between  healing  by  first  and  second 
intention  is  largely  one  of  degree.  In  the 
latter  type  the  amount  of  exudate  is 
greater  and  depends  upon  the  size  of 
the  defect.  The  amount  of  granulation 
tissue,  and,  therefore,  the  amount  of 


fibrosis  is  greater  and  the  time  of  healing 
is  longer  than  in  wounds  which  heal  by 
primary  intention.  Wounds  in  which  the 
edges  are  widely  separated,  so  much  so 
that  there  is  no  possibility  of  connecting 
the  wound  edges,  heal  in  a more  extensive 
way  through  the  medium  of  granulation 
tissue.  If  such  a wound  be  protected  from 
drying,  after  24  hours  the  edges  of  the 
skin  are  red  and  swollen.  At  the  end  of 
48  hours  the  wound  presents  a jelly-like 
appearance,  and  small  reddish  elevations 
of  granulation  tissue  are  visible.  From 
such  a wound  exudes  a serous  or  purulent 
fluid,  which  is  rich  in  serum,  fibrin,  leuko- 
cytes, and  red  blood  cells.  By  the  sixth  or 
the  seventh  day  the  entire  wound  becomes 
filled  with  these  pinkish  elevations,  of 
capillary  loops,  and  fibroblasts,  which  have 
extended  up  to  attempt  to  fill  the  defect. 

During  the  first  24  hours  there  has  been 
an  increase  in  the  size  of  the  wound.  Then, 
varying  from  a few  hours  to  a day,  it 
remains  stationery,  following  which  the 
wound  rapidly  decreases  in  size.  It  increases 
in  size  more  rapidly  for  the  following  two 
or  three  days  than  subsequently.  By  the 
third  to  the  fourth  day  evidence  of  epithe- 
lial proliferation  can  be  seen.  As  the  wound 
heals  collagen  fibrils  become  deposited 
with  the  production  of  the  scar,  over  which 
epithelium  extends.  In  this  scar  there  are 
no  evidences  of  sweat  glands,  sebaceous 
glands,  or  hair  follicles.  The  scar,  which 
is  at  first  pinkish  red  later  becomes  white, 
probably  due  to  avascularity.  Carrell  and 
Hartmann^®  found  that  the  rate  of  cicatri- 
zation is  greater  at  the  beginning  than  at 
the  end  of  the  period  of  repair.  This  cicatri- 
zation depends  upon  the  size  of  the  wound 
and  the  rate  varies  directly  with  the  area. 
Du  Nouy,^^  working  under  Carrell’s  direc- 
tion, showed  that  the  rate  of  cicatrization 
of  sterile  wounds  could  be  determined  by 
means  of  a mathematical  equation.  He^®’ 
also  found  that  the  rate  of  cicatrization 
varied  with  the  age  of  the  patient  and  the 
size  of  the  wound.  Carrell  and  Du  Nouy^'^ 
found  that  a latent  period  of  cicatrization 
existed  in  sterile  wounds,  varying  from  five 
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to  seven  days,  after  which  time  contraction 
of  the  wound  occurred  rapidly.  Howes, 
Sooy,  and  Harvey^*  determined  the  tensile 
strength  of  wounds,  and  concluded  that  the 
healing  of  wounds  could  be  plotted  by  a 
‘cui^ve.  They  found  a lag  for  from  four  to 
six  days  followed  by  a phase  of  “fibro- 
plasia” which  rose  rapidly  at  first,  then 
more  slowly,  until  after  about  ten  to  four- 
teen days  the  maximum  strength  of  the 
wound  is  reached.  Working  with  experi- 
mentally produced  wounds  CarrelT®  found 
that  if  a wound  were  protected  by  a non- 
irritant dressing  no  granulation  tissue 
formed  nor  any  cicatrization  occurred  for 
twenty-five  days  at  least.  The  applications 
of  certain  irritants  locally  reduced  this 
period  to  two  days.  Carrell  concludes,  from 
these  experiments,  that  regeneration  is 
initiated  by  external  and  not  internal 
factors.  Brownlee^®  observed  the  rate  of 
healing  in  the  wounds  of  patients  and 
also  in  experimentally  produced  wounds.  He 
found  that  from  the  time  of  the  production 
of  the  wound  a certain  latent  period  is 
observed  in  human  beings  and  in  experi- 
mental animals.  This  latent  period  usually 
persists  for  six  days  before  the  reaction 
appears.  From  this  time  on  healing  occurs 
at  about  the  same  rate  until,  after  about 
twenty  days,  the  rate  of  healing  becomes 
very  much  more  rapid,  so  that  the  wound 
is  healed  within  a relatively  short  period 
of  time.  Brownlee^®  has  been  able  to  con- 
struct a formula  demonstrating  the  healing 
of  wounds.  Burrows^i  has  shown  that  the 
healing  of  the  wounds,  as  described  above 
under  the  healing  of  secondary  intention, 
may  not  always  occur  in  sterile  wounds  or 
relatively  non-infected  wounds.  He  found 
that  after  the  production  of  a wound  that 
the  wound  edges  would  gap  somewhat. 
After  from  six  to  twenty-four  hours  these 
edges  become  fixed,  and  then  begin  to  move, 
at  first  slowly  and  then  more  rapidly,  to- 
ward each  other.  The  structures  which 
tend  to  close  the  wound  are  the  dermis,  the 
epidermis,  and  a few  attached  fibers  of  the 
superficial  fascia.  This  forward  movement 
of  the  skin  leaves  a dead  space  between  the 


skin  above  and  the  deep  fascia  belo'^y.  At 
this  stage,  no  evidence  of  activity  in  the 
connective  tissue  cells  can  be  observed. 
The  epithelial  cells  are,  however,  very 
active.  Following  this  moving  forward  of 
the  skin,  the  connectiye  tissue  cells  become 
active  and  begin  to  proliferate.  They  fill  in 
the  gap  between  the  skin  above  and  the 
deep  fascia  below.  Burrows  believes  that 
this  is  the  type  of  healing  that  occurs  in 
those  parts  of  the  body  where  the  skin  is 
freely  movable. 

Girgoloff22. 23  divides  the  healing  of  the 
wounds  into  three  stages : the  first,  or 
preparatory  period,  is  that  in  which,  due 
to  the  injury,  the  solution  of  the  con- 
tinuity of  tissues  and  the  coagulation  of 
extravasated  blood  and  lymph  occurs.  In 
this  period  two  zones  can  be  demonstrated; 
the  one  of  passive  destruction  and  the  other 
of  active  regeneration.  The  second  period 
begins  a few  hours  after  the  first,  and  may 
be  called  the  first  stage  of  regeneration.  It 
is  characterized  by  an  increase  in  hydro- 
gen-ion concentration,  i.  e.,  a local  acidosis. 
This  acidosis  begins  very  suddenly,  in- 
creases for  48  hours,  and  then  gradually 
decreases.  To  this  stage  belongs  the  de- 
velopment of  granulation  tissue  and  the 
formation  of  precollagenous  and  collagen- 
ous fibers.  The  third  period  is  that  of  true 
scar  formation.  The  contraction  of  the 
scar  occurs,  and  the  wound  again  becomes 
alkaline.  The  collagenous  fibers,  as  well 
as  the  elastic  fibers,  reach  their  full 
development. 

PHYSIOLOGY  OF  WOUND  HEALING 

In  addition  to  the  above  mentioned  works 
of  Brownlee,  Burrows,  and  Girgoloff,  the 
following  comparatively  recent  studies  are 
important  in  regard  to  the  physiology  of 
wound  healing:  Schoenbauer  and  Whit- 

aker^^  demonstrated  that  the  removal  of 
the  adventia  of  the  vessels  supplying  a part 
fivvored  the  healing  of  experimentally  pro- 
duced wounds.  Rieder,25  on  the  other  hand, 
found  that  a periarterial  sympathectomy 
produced  very  little  change  in  the  rate  of 
blood  flow  through  an  extremity  and,  there- 
fore, exerted  little  influence  on  wound  heal- 
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ing.  Herrmannsdorfer,26  working  in  Sauer- 
bruch’s  clinic,  has  shown  that  wounds  heal 
better  when  the  patient  is  fed  an  “acid 
diet.”  The  foods  which  he  believes  are 
acid  are  meat,  eggs,  fish,  butter,  lard, 
cheese,  rice,  com,  bread,  nuts,  cocoa,  meat 
extracts,  and  beer.  Clark^"^  found  that  diet 
had  little  effect  on  the  contraction  and  epi- 
dermization  of  wounds.  The  latent  period 
was,  however,  altered  by  diet,  it  being 
prolonged  by  a fat  diet  and  practically 
abolished  by  a protein  diet.  Nather  and 
Jalcowitz,28  with  this  same  idea  in  mind, 
observed  a large  number  of  patients 
treated  with  ammonium  chloride  internally 
and  found  that  in  cases  of  surgical  infec- 
tion beneficial  effects  could  be  produced  by 
the  acidosis  so  obtained.  Gaza  and  Brandi, 
attacking  the  problem  in  a somewhat  dif- 
ferent manner,  irrigated  wounds  with 
alkaline  and  acid  solutions.  They  came  to 
the  conclusion  that  in  the  acute  processes, 
especially  infections,  that  acid  solutions 
were  more  beneficial,  whereas  in  the 
chronic  processes  alkaline  solutions  gave 
the  best  results. 

In  the  German  literature  there  has  been 
considerable  controversy  as  to  whether 
wounds,  especially  granulating  wounds, 
have  an  electrical  potentiality.  In  1918 
Melchior  and  Rahm®®  demonstrated  an 
electrical  current  in  granulating  wounds. 
Beck,®i  on  the  other  hand,  was  unable  to 
corroborate  Melchior’s  and  Rahm’s  work. 
Recently,  Harzen  and  Nissniewitch®^  have 
found  that  in  granulation  tissue  originat- 
ing only  from  the  skin  and  subcutaneous 
tissue  there  was  relatively  little  electrical 
potentiality.  On  the  other  hand,  that  com- 
ing from  muscle  has  a relatively  great 
potentiality. 

As  a stimulant  for  granulation  tissue 
weak  solutions  of  silver  nitrate  and  balsam 
of  Peru,  usually  in  castor  oil,  have  been 
used  clinically  with  very  good  results. 
Davis®®- recommends  the  following  as  a 
stimulant  to  granulation  tissue : “Clean 

and  dry  the  granulations  and  swab  the  en- 
tire surface  with  a saturated  solution  of 
nitrate  of  silver;  over  this  paint  one  or  two 


coats  of  tincture  of  iodine  and  expose  to 
the  air  and  light.  Finally,  dress  with  bal- 
sam, of  Peru,  1 part,  castor  oil,  3 parts,  on 
old  linen,  and  carry  out  this  procedure  each 
day.” 

In  1904  Fischer®®  found  that  ointments 
of  scarlet  red  and  Sudan  III  had  a specific 
stimulating  effect  on  epithelium,  when  in- 
jected subcutaneously  in  the  ears  of  rabbits. 
Schmieden,®®  in  1908,  first  introduced  an  8 
per  cent  ointment  of  scarlet  red  into  sur- 
gical use  as  an  epithelial  stimulant. 
Davis®®- ®^  has  used  this  dye  in  a large 
series  of  granulating  wounds  and  recom- 
mends its  use.  The  stimulating  action  is 
due  to  the  staining  of  the  fat  in  the  basal 
layer  of  the  skin  (Cone®'^).  Gurbski®®  ob- 
served intoxication  following  the  use  of 
scarlet  red  in  large  wound  infections.  For 
this  reason  he  warns  against  its  use. 
Strauch,®®  on  the  other  hand,  believes  that 
unless  scarlet  red  is  used  in  fresh  wounds 
in  which  there  is  relatively  little  granula- 
tion tissue,  where  it  is  rapidly  absorbed, 
and  in  large  surfaces,  the  danger  of  absorp- 
tion is  relatively  little.  Frantz^  states  that 
there  is  no  experimental  proof  showing 
that  scarlet  red  is  an  epithelial  stimulant, 
but  the  clinical  results  would  seem  to 
justify  its  use.  If  the  dye  is  used  it  is 
best  used  according  to  the  technic  of  Davis. 
The  ointment  is  not  applied  over  the  entire 
wound,  but  is  limited  to  the  edge  of  the 
epithelium.  After  48  hours  this  ointment 
is  replaced  by  a bland  ointment  for  48 
hours  following  which  time  the  scarlet  red 
is  again  applied  to  the  epithelial  edge. 

TREATMENT  OF  WOUNDS 

The  treatment  of  wound  depends  pri- 
marily upon  the  stage,  or  the  time  at  which 
the  wound  is  seen,  and  also  upon  the  type 
of  wound,  classified  according  to  its  bac- 
teriological content.  It  is  important,  be- 
fore undertaking  the  treatment  of  any 
wound,  to  ascertain  the  general  condition 
of  the  patient,  whether  he  is  in  shock,  and 
to  determine  the  amount  of  hemorrhage. 
The  wound  is  immediately  covered  with  a 
sterile  dressing,  and  if  considerable  hemor- 
rhage is  present  a compression  bandage  is 
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applied.  If  the  patient  is  in  shock,  he 
should  be  treated  for  his  shock  after  the 
hemorrhage  has  been  arrested  temporarily, 
before  anything  further  is  done  to  the 
wound.  Following  this,  a careful  examina- 
tion of  the  part,  not  the  wound,  should  be 
performed  in  order  to  determine  whether 
there  is  any  injury  to  either  nerves  or  ten- 
dons. Examination  of  the  part  and  not 
the  wound  is  emphasized,  because  very  fre- 
quently the  possibility  of  a tendon,  nerve, 
or  vessel  injury  is  not  considered,  and  one’s 
attention  is  directed  only  to  the  wound.  An 
injury  to  the  above  mentioned  structures 
may  be  completely  overlooked.  In  contam- 
inated wounds  the  possibility  of  the  mechan- 
ical cleansing  of  the  wound  by  a mechani- 
cal removal  of  the  devitalized  tissues,  as 
well  as  the  microscopic  and  macroscopic 
foreign  bodies,  including  micro-organisms, 
is  possible.  This  is  the  procedure  of  choice  in 
all  cases  in  which  there  is  considerable  devi- 
talization of  the  part,  as  the  devitalized  tis- 
sue favors  the  development  of  organisms 
and  the  development  of  an  infection.  Mar- 
tin^® states  that  in  the  presence  of  a foreign 
body  an  infection  is  apt  to  persist.  Certain 
organisms,  especially  the  anaerobes,  are  vir- 
tually saprophytes  in  that  they  grow  best 
in  devitalized  or  necrotic  tissue.  It  is  abso- 
lutely imperative  in  all  cases  of  contamin- 
ated wounds  with  injury  to  nerves  and  ten- 
dons to  perform  a debridement  at  the  time 
of  the  primary  nerve  or  tendon  suture.  It 
is  also  desirable  in  the  incised  wounds  to  do 
a debridement,  even  though  the  danger  of 
an  infection  developing  is  relatively  little, 
especially  in  those  parts  which  are  well 
supplied  with  the  blood.  The  possibility  or 
the  danger  of  a resulting  infection  or  scar 
is  thus  greatly  minimized. 

Laary,'*!  in  1914,?  suggested  that  a de- 
bridement be  done.  Debridement,  how- 
ever, was  not  practiced  very  widely  until 
the  World  War,  when  Gray,^^  1914,  in 
the  British  Army,  and  LeMaitre^®  in  the 
French  Army,  began  this  method  of  treat- 
ment. Experience  in  the  late  World  War 
demonstrated  that  in  wounds  which  were 
properly  excised,  primary  healing  was  ob- 


tained in  80  per  cent,  whereas  in  those  in 
which  the  debridement  was  incomplete 
there  were  100  per  cent  failures  (Maes'*"*). 
That  better  resu’ts  might  be  obtained  in 
civil  surgery  is  self-evident.  The  desir- 
ability of  mechanical  sterilization  has  been 
emphasized  by  Dehelly,^®  Depage,'*®  Pool,*'^ 
and  others.  Of  523  wounds  of  the  head, 
face,  feet,  and  hands  reported  by  Depage 
in  which  a debridement  had  been  followed 
by  primary  suture  there  was  complete  suc- 
cess in  473  cases,  or  9G.3  per  cent,  partial 
success  in  8 (1.6  per  cent),  and  failure  in 
10  (2.1  per  cent).  Of  99  cases  of  primary 
suture  reported  by  Pool,  there  were  93  suc- 
cesses and  6 failures.  It  is  now  generally 
agreed  that  a contaminated  wound  (one 
seen  within  8 hours  after  injury)  is  best 
treated  by  debridement.  Among  war  sur- 
geons there  was  some  controversy  whether 
such  a wound  after  debridement  should  be 
closed  immediately  or  after  a period  of 
days,  at  which  time  it  could  be  determined 
whether  the  wound  was  going  to  be  infected 
or  not.  Duval,"**  in  order  to  avoid  some  of 
the  undersirable  results  obtained  following 
primary  suture,  advocated  covering  the 
wound  with  sterile  dressings  following  de- 
bridement and  delaying  suture  until  the 
bacterial  content  of  the  wound  had  been 
determined.  He  found  77  per  cent  of 
wounds  debrided  within  the  first  six  or 
seven  hours  after  injury  remained  sterile 
under  aseptic  dressings.  Pool*'^  states  that 
wounds  of  the  scalp,  face  and  hands  can 
be  closed  by  primary  suture,  whereas 
wounds  involving  the  musculature  of  the 
thigh,  buttocks,  and  calf  are  best  treated 
by  delayed  primary  suture.  That  better 
results  are  obtained  by  delayed  primary 
suture  in  war  wounds  of  the  soft  tissues  is 
shown  by  Depage’s  statistics.  Of  1,447 
such  wounds,  all  treated  by  debridement, 
380  were  sutured  immediately,  resulting  in 
complete  success  in  83.9  per  cent,  partial 
success  in  6.3  per  cent,  and  failure  in  29.8 
per  cent.  Of  222  treated  by  late  primary 
suture  there  was  complete  success  in  93.2 
per  cent,  partial  success  in  3.6  per  cent,  and 
failure  in  3.2  per  cent.  Depage  states  that 
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primary  suture  should  not  be  the  rule, 
1.  When  the  lesion  dates  back  more  than 
8 hours;  2.  When  the  patient  has  been 
already  subjected  to  previous  surgical  ex- 
amination; 3.  When  the  lesions  involve 
deeply  the  muscular  masses  and  when  the 
tissues  are  much  soiled  and  lacerated.” 

Pool  believes  that  a primary  suture  is 
contraindicated  unless  the  patient  can  be 
observed. 

Debridement  and  early  suture  is  espe- 
cially indicated  in  compound  fractures  and 
when  there  is  an  associated  tendon  or  nerve 
injury.  Open  fractures  and  injuries  to 
joints  should  be  closed  as  soon  as  possisble. 
Following  thorough  debridement  Depage 
believes  that  unless  there  is  a minimum 
amount  of  soft  parts,  as  in  the  arm  and 
forearm,  a primary  suture  should  be  done 
in  compound  fractures.  In  tendon  and 
nerve  injury  debridement,  combined  with 
immediate  suture  of  the  divided  structures, 
gives  by  far  the  best  results. 

The  technic  of  debridement  consists  of 
excision  of  the  wound  edges  and  all  the  de- 
vitalized tissues  down  to  healthy  bleeding 
non-devitalized  areas,  under  sterile  precau- 
tions. The  extent  of  the  debridement  should 
be  such  that  active  bleeding  is  encountered. 
Following  the  removal  of  the  devitalized 
tissues,  together  with  all  foreign  bodies,  the 
instruments  used  to  remove  them  are  dis- 
carded and  fresh,  sterile  ones  taken.  Any 
injury  to  tendons  or  nerves  are  sutured  at 
the  time.  Debridement  must  be  thorough 
and  complete.  Following  this,  the  wound 
is  closed  in  layers.  All  dead  spaces  are 
obliterated.  A dry  dressing  is  applied.  De- 
helly^^  emphasizes  the  following  points : 
(1)  “The  closure  must  be  as  complete  as 
possible;  (2)  The  stitches  should  be  with- 
out exaggerated  traction;  (3)  Under  the 
cutaneous  suture  no  cavity  must  be  left  in 
which  secretions  can  accumulate.  The  se- 
cretions accumulated  in  the  cavity  consti- 
tute a very  good  medium  for  the  culture  of 
the  bacteria.”  In  those  cases  in  which  there 
has  been  tendon  injury  Harmer^®  advises 
early  institution  of  function.  He  urges  im- 
mediate active  motion  in  cases  of  sutured 


tendons  in  which  there  is  no  coincident 
nerve  injury.  If  no  nerve  suture  has  been 
done,  he  employs  no  splint.  If,  however,  a 
nerve  has  been  sutured,  an  appropriate 
splint  is  applied,  which  relieves  the  nerve 
of  any  tension,  but  still  allows  function  of 
the  fingers.  If  the  functional  post-opera- 
tive treatment  as  advocated  by  Harmer,  is 
to  be  practiced,  it  is  essential  that  a satis- 
factory tendonorrhaphy  be  performed.  Har- 
mer®® employs  the  following  technic : “The 
sutures  are  silk  and  consist  of  overcasting 
the  lateral  margins  of  both  ends  of  the  di- 
vided tendon.  The  overcasting  starts  about 
the  width  of  the  tendon,  or  a little  more, 
back  from  the  point  of  division  and  com- 
prises several  whippings  about  the  side  of 
the  tendon  down  to  the  line  of  division,  each 
including  somewhat  less  than  one-fourth  of 
the  circumference  of  the  tendon.  When  the 
tendon  is  ready  to  be  brought  together  each 
end  then  carries  two  stitches  and  each  edge 
two  ends.  The  two  parts  of  the  tendon  are 
now  brought  together  and  the  two  suture 
ends  nearest  the  line  of  adhesion  on  one 
side  are  tied.  The  two  pairs  of  such  ends 
on  the  other  side  are  then  similarly  tied. 
The  long  ends  tied  along  the  side  of  the 
tendon  serve  as  a lateral  splint.” 

In  employing  motion  immediately  after  a 
tendon  suture  it  is  essential  that  only  active 
motion  should  be  allowed,  and  then  exe- 
cuted only  to  the  point  of  pain.  Any  move- 
ment in  excess  of  this  is  apt  to  cause  a 
tearing  of  the  suture.  Stokes  and  Tytler®i 
have  demonstrated  that  in  gunshot  wounds 
the  narrow  track  which  has  been  produced 
by  the  bullet  passing  through  an  extremity 
without  striking  the  bone  is  usually  sterile. 
If  an  infection  does  occur,  it  is  apt  to  in- 
volve the  exit  opening. 

(To  be  continued) 

BIBLIOGRAPHY 

1.  Frantz,  V.  K. : Surgical  Pathology.  Nelson’s  Loose 

Leaf  Living  Surgery,  New  York,  Vol.  1,  Thos.  Nelson  & 
Sons,  1928. 

2.  Gage,  I.  M.:  Gas  bacillus  infection.  A frequently 

unnoticed  source  in  civil  life.  With  Report  of  4 cases. 
Am.  Jour.  Surg.,  N.  S.  1:177;  1926, 

3.  Meyer,  K,  F. : Prophylaxis  and  treatment  of  wound 

infection  by  modern  methods.  California  and  West.  Med., 
24:177,  1926. 


754 


Reviews 


4.  Gaudier:  Cited  by  Dehelly. 

5.  Dale,  H.  H.,  Laidlaw,  P.  P.,  & Richards,  A.  M. : Trau- 
matic toxemia  as  a factor  in  shock.  Med.  Res.  Comm.,  Spec. 
Rep.  Ser.,  26:8,  London,  1919. 

6.  Phemister,  D.  B.  and  Handy,  J. : Vascular  prop- 

erties of  traumatized  and  caked  bloods.  Jour.  Physiol., 
64:155,  1927-28. 

7.  Phemister,  D.  B. : The  vascular  properties  of  traum- 

atized and  caked  bloods  from  traumatized  limbs.  Tr.  Am. 
Surg.  Assn.,  45:383,  1927. 

8.  Quenu : Incomplete  reference — Revue  de  Chirur., 
56:204,  1918. 

9.  Cannon,  W.  B.;  Traumatic  shock;  New  York,  D.  Ap- 
pleton & Co.,  1923. 

10.  Bayliss : Further  observations  on  the  results  of 

muscle  injury  and  their  treatment.  Report  of  special  com- 
mittee on  surgical  shock.  English  Med.  Reseach  Com.  23 ; 
March  14,  1919. 

11.  Cannon,  W.  B.  Incomplete  reference.  Mil.  Sur- 
geon. 44:494,  1919. 

12.  Boyd,  Wm. : Surgical  Pathology.  Philadelphia,  W. 

B.  Saunders  Co.,  1925. 

13.  Carrell,  A.  and  Hartmann,  A.:  Cicatrization  of 

wounds.  I.  The  relation  between  the  size  of  a wound  and 
the  rate  of  the  cicatrization.  Jour.  Exper.  Med.,  24:429, 
1916. 

14.  Du  Nouy,  P.  L. : Cicatrization  oi  wounds  II. 

Mathematical  expression  of  the  curve  representing  cicatriza- 
tion. Jour.  Exper.  Med.,  24:451,  1926. 

15.  Du  Nouy,  P.  L. : Cicatrization  of  wounds  III.  The 

relation  between  the  age  of  the  patient,  the  area  of  the 
wound,  and  the  index  of  cicatrization.  Jour.  Exper.  Med., 
24:461,  1916. 

16.  Du  Nouy,  P.  L. : Cicatrization  of  wounds  X.  A 

general  equation  for  the  law  of  cicatrization  of  surface 
wounds.  Jour.  Exper.  Med.,  29:329,  1919. 

17.  Carrell,  A.  and  Du  Nouy,  P.  L. : Cicatrization  of 

wounds  XI.  Latent  period.  Jour.  Exper.  Med.,  34:339,  1921. 

18.  Howes,  E.  L.,  Sooy,  J.  W.,  and  Harvey,  S.  C. : The 

healing  of  wounds  as  determind  by  their  tensile  strength. 
Journ.  Am.  Med.  Assn.,  92:42,  1929. 

19.  Carrell,  A.:  Cicatrization  of  wounds  XII.  Factors 

initiating  regeneration.  Jour.  Exper.  Med.,  34:425,  1921. 

20.  Brownlee,  John:  The  rate  of  healing  of  wounds. 

Jour.  Exper.  Med.,  39:603,  1924. 

21.  Burrows,  M.  T. : Studies  on  wound  healing  I. 

“First  Intention”  healing  of  open  wounds  and  the  nature 
of  growth  stimulus  in  the  wound  and  cancer.  Jour.  Med. 
Research,  44:613,  1924. 

22.  Girgoloff,  S.  S. : Neuere  Ergebnisse  ueber  Wund- 

heilung.  Verhandl.  d.  16  russ.  Chir.  Kong.  Moscow.,  p. 
118,  1925. 

23.  Girgoloff,  S.  S. : Ueber  lokale  Azidose  der  per  pri- 

man  heilenden  Wunden.  Zentralbl.  f.  Chir.,  61  :2297,  1924. 

24.  Schoenbauer.  L.  and  Whitaker,  L.  R. : Experimen- 

telle  Untersuchungen  ueber  den  Einfluss  des  vegetativen 
Ncrvensystems  auf  die  Wundheilung,  unter  besonderer 
Beruecksichtigung  traumatischer  Magenlaesionen.  Mitt,  a.d. 
Grenzgeb.  d.  Med.  u.  Chir.,  38:600,  1925. 


25.  Rieder,  Wilhelm:  Gefaessmechanik  und  Wund- 

heilung. Arch.  f.  klin.  Chir.,  130:360,  1924. 

26.  Hermannsdorfer,  A.:  Weitere  Beitraege  zur  Frage 

des  Einflusses  der  Emaehrung  auf  Wundinfektion  und 
Wundheilung.  49  Tagung  d.  Deutsch.  Gesell.  f.  Chir.,  Arch, 
f.  klin.  Chir.  Chir.,  138:396,  1925. 

27.  Clark,  A.  A.:  Effect  of  diet  on  healing  of  wounds. 

Bull.  Johns  Hopkins  Hosp.,  30:117,  1919. 

28.  Nather,  K.  and  Jalcowitz,  A.:  Wundheilung  und 

Wasserstoffionen-konzentration.  Archiv.  f.  klin.  Chir., 
140:9,  1926. 

29.  Gaza,  W.  and  Brandi,  B.:  Grundlagen  und  Erfolge 

der  alkalisierung  und  Saeuerung  bei  chirurgischentzuend- 
lichlen  Erkrankungen  51  Tag.  d.  deutsch.  Genell.  f.  Chir. 
Arch.  f.  klin.  Chir.,  148:636,  1927. 

30.  Melchior,,  E.  and  Rahm:  Nachweis  elektrischer 

Stroeme  in  der  granulierenden  Wunde.  Zentralbl.  f.  Chri., 
48:816,  1921. 

31.  Beck,  O. : Electric  Current  from  skin  and  muscle 

tissue.  Zentralbl.  f.  Chir.,  49:1166,  1922. 

32.  Herzen,  P.  und  Nissniewitsch,  L. : Zur  Frage  ueber 

den  Wundstrom.  Zentralbl.  f.  Chir.,  52:1420,  1925. 

33.  Davis,  John  S. : The  effect  of  Scarlet  Bed,  in 

various  combinations,  upon  epitheliation  of  granulation 
surfaces.  Bull.  Johns  Hopkins  Hosp.,  219:176,  1909. 

34.  Davis,  John  S. : The  transplantation  of  free  flaps 

of  fascia.  Ann.  Surg.,  54:734,  1911. 

35.  Fischer:  Cited  by  Davis. 

36.  Schmieden,  V.:  Epithelwachstun  unter  Einwirkung 

von  Scharlach  R.  Zentralbl.  f.  Chir.,  35:153,  1908. 

37.  Cone:  Cited  by  Davis. 

38.  Gurzski,  S. : Beitrag  zur  giftigen  Wirkung  der 

Scharlachsalbe.  Zentralbl.  f.  Chir.,  37 :1550,  1910. 

39.  Strausch,  C.  B.:  Ueber  die  klinischen  grundlan- 

gen  einer  lokalen  chemischen  Reiztherapie.  Arch.  f.  klin. 
Chir.,  45:42,  1927. 

40.  Martin,  Walton:  The  physical  factors  influencing 

infection.  Ann.  Surg.,  68:436,  1918. 

41:  Larry:  Cited  by  Fioroer. 

42.  Gray,  H.  M.  W. : General  treatment  of  infected 

gunshot  wounds  from  a clinical  point  of  view.  Brit.  Med. 
Jour.,  1:12,  1916. 

43.  LeMaitre:  Suture  War  Wound.  Med.  bull.  Paris, 

1:292,  1918. 

44.  Maes,  Urban:  Personal  communication. 

45.  Dehelly,  Georges : Surgical  closure  of  wounds. 

Ann.  Surg.,  68:430,  1918. 

46.  Defage,  Antoine:  General  considerations  as  to  the 

treatment  of  war  wounds.  Ann.  Surg.,  69:576,  1919. 

47.  Pool.  E.  H. : War  wounds  primary  and  secondary 

suture.  Jour.  Am.  Med.  Assn..  73:383,  1919. 

48:  Duval:  Cited  Dehelly. 

49.  Harmer,  T.  W.:  Tendon  suture.  Boston  Med.  & 

Surg.  Jour.,  177:808,  1917. 

60.  Idem:  Cases  of  tendon  and  nerve  repair.  Boston 

Med.  & Surg.  Jour.,  194:739,  1926. 

61.  Stokes,  Adrian  and  Tytler,  W.  H. : Primary  and  de- 

layed primary  suture  of  gunshot  wounds.  Brit.  Jour.  Surg., 
6:264,  1918. 


Editimdls. 


755 


NEW  ORLEANS 

Medical  and  Surgical  Journal 

Established  18UU 


Published  by  the  Louisiana  State  Medical  So- 
ciety under  the  jurisdiction  of  the  following  named 
Journal  Committee: 


L.  J.  Menville,  Ex-Officio 
For  three  years,  H.  W.  Kostmayer,  M.  D., 
Secretary,  S.  M.  Bladcshear,  M.  D. 

For  two  years,  H.  B.  Gessner,  M.  D.,  Chairman 
For  one  year,  Paul  J.  Gelpi,  M.  D.,  Lucien 
Ledoux,  M.  D. 

EDITORIAL  STAFF 


John  H.  Musser,  M.  D Editor 

H.  Theodore  Simon,  M.  D Associate  Editor 

J.  S.  Ullman,  M.  D ^.Associate  Editor 

Willard  R.  Wirth,  M.  D Associate  Editor 

Frank  L.  Loria,  M.  D Associate  Editor 


COLLABORATORS— COUNCILLORS 
For  Louisiana  For  Mississippi 


H.  E.  Bernadas,  M.  D. 
Urban  Maes,  M.  D. 

C.  C.  DeGravelles,  M.  D. 
S.  C.  Barrow,  M.  D. 

U.  I.  Hirsch,  M.  D. 

A.  G.  Maylie,  M.  D. 

D.  C.  lies,  M.  D. 

G.  M.  G.  Stafford,  M.  D. 


J.  W.  Lucas,  M.  D. 

J.  S.  Donaldson,  M.  D. 
M.  W.  Robertson,  M.D. 
T.  W.  Holmes,  M.  D. 

D.  W.  Jones,  M.  D. 

W.  G.  Gill,  M.  D. 

E.  M.  Gavin,  M.  D. 

J.  W.  D.  Dicks,  M.  D. 
D.  J.  Williams,  M.  D. 


Paul  T.  Talbot,  M.  D General  Manager 

1551  Canal  St. 

SUBSCRIPTION  TERMS:  $3.00  per  year  in 

advance,  postage  paid,  for  the  United  States;  $3.50 
per  year  for  all  foreign  countries  belonging  to  the 
Postal  Union. 

News  material  for  publication  should  be  received 
not  later  than  the  twentieth  of  the  month  preced- 
ing publication.  Orders  for  reprints  must  be  sent 
in  duplicate  when  returning  galley  proof. 

The  Journal  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor. 

Manuscripts  should  be  addressed  to  the  Editor, 
1551  Canal  St.,  New  Orleans,  La. 


COME  TO  NEW  ORLEANS. 


The  Annual  Meeting  of  the  Louisiana 
State  Medical  Society  will  start  in  a few 
days.  We  earnestly  urge  that  you  make 
every  effort  possible  to  get  to  this  very 
important  convocation.  The  Fiftieth  An- 
niversary of  the  organization  is  to  be  cele- 
brated, and  it  will  be  celebrated  in  a man- 
ner which  will  be  most  eventful.  The  meet- 
ng  will  be  historical ; it  will  go  down  in  the 
records  of  the  State  Society  as  one  of  the 
greatest  that  has  ever  been  held.  The 
special  efforts  that  are  being  made  by  the 
Committee  of  Arrangements  under  the 
able  Chairmanship  of  Dr.  Paul  J.  Gelpi  are 
being  made  for  the  express  purpose  of 
making  this,  the  Semicentennial  of  the 


birth  of  the  organization,  a birthday  cele- 
bration which  will  always  live  in  the  mem- 
ory of  the  celebrants.  So  put  aside  your 
work  for  a few  days ; disregard  the  impor- 
tunities of  the  patient;  come  down  to  New 
Orleans;  help  to  make  this  meeting  what 
the  New  Orleans  doctors  are  determined  to 
make  it : the  most  successful  yearly  gather- 
ing in  the  history  of  the  Society. 


A REGISTRY  FOR  TECHNICIANS. 

As  the  number  of  medical  men  propor- 
tionate to  the  general  population  has  de- 
creased the  demands  for  certain  services  of 
medical  nature  have  increased.  The  natural 
sequence  of  events  is  that  many  individuals 
not  trained  as  physicians  have  been  called 
to  take  part  in  medical  practice.  The 
demand  is  particularly  in  those  branches  of 
medicine  where  work  of  a more  or  less  rou- 
tine standardized  nature  is  necessary,  such 
as  the  setting  up  of  Wassermann  tubes,  the 
making  of  culture-media,  the  developing  of 
Roentgen  films,  and  similar  laboratory  pro- 
cedures. As  a result  of  the  information 
that  has  been  acquired  by  a certain  amount 
of  technical  training,  in  laboratories  of 
clinical  pathology  and  roentgenology,  many 
men  and  a few  women  without  the  degree 
of  doctor  of  medicine  have  set  themselves 
up  as  qualified  to  conduct  these  types  of 
laboratories.  The  abuse  has  grown  to  such 
an  alarming  extent  that  many  measures 
have  been  taken  and  are  being  put  into 
effect  by  organized  medicine  to  control  these 
non-medical  laboratories,  whose  bare  exist- 
ence is  utter  absurdity.  The  American 
Society  of  Clinical  Pathologists  has  taken, 
steps  not  only  to  combat  this  evil,  but  also 
to  elevate  the  status  of  the  laboratory  tech- 
nicians to  that  of  a respectable  and  useful 
calling.  Their  method  of  approach  of  this 
problem  has  been  to  organize  a registry  of 
technicians,  with  rules  under  which  those 
qualified  by  education,  technical  instruction 
and  moral  character  will  receive  a certifi- 
cate. These  technicians  agree  to  work  at 
all  times  under  the  supervision  of  a quali- 
fied physician,  and  shall  under  no  circum- 
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stances  on  their  own  initiative  render  writ- 
ten or  oral  diagnosis.  They  shall  not  advise 
physicians  in  the  treatment  of  disease  or 
operate  a laboratory  without  the  support  of 
a qualified  physician. 

The  headquarters  of  the  Registry  of 
Technicians,  the  American  Society  of  Clini- 
cal Pathologists,  are  located  in  the  Metro- 
politan Building,  Denver,  Colorado.  Physi- 
cians requiring  technical  assistance  would 
do  well  to  get  in  touch  with  these  head- 
quarters and  to  employ  whenever  possible 
an  individual  whose  qualifications  have 
been  certified  by  this  Society. 


CHILD  WELFARE  EXTENSION 
SERVICE 

The  Sheppard-Towner  Bill  recently  re- 
pealed, now  recreated  and  brought  before 
the  House  of  Congress  for  reconsideration, 
has  so  many  features  objectionable  to  the 
physicians  that  it  is  difficult  to  understand 
just  why  there  are  any  doctors  at  all  who 
are  willing  to  encourage  this  piece  of  per- 
nicious legislation.  The  original  act  has 
been  in  effect  for  seven  years,  during  which 
period  of  time  $12,000,000  was  spent  by  the 
United  States  Government.  The  propo- 
nents of  this  new  bill  can  offer  no  evidence 
of  anything  accomplished  by  this  expendi- 
ture, except  possibly  the  payment  of  the 
salaries  of  a few  public  health  nurses  and 


THE  PROMOTION  OF  THE  COMMON  WEL- 
FARE; THE  AIM  OF  MODERN  MEDICINE. 

But  it  is  not  enough  that  medical  science  should 
discover,  declare,  and  then  let  go.  If  it  would 
fulfill  its  destiny  and  carry  out  its  high  purposes 
and  resolves  it  must  participate  actively  in  the 
co-ordination  of  its  own  with  the  best  offerings 
in  religion,  law,  politics,  ethics,  and  all  sciences. 
This  carries  the  physical  beyond  tbe  confines  of 
a strictly  professional  life,  and  he  must  assume 
and  perform  extra-professional  duties  of  the  most 
far-reaching  importance.  These  duties  are  no 
less  than  those  of  the  citizen,  and  it  is  at  this 
point  that  medicine  broadens  its  opportunities  for 
public  service.  Every  major  interest  of  medicine 
bas  a merging  point  with  the  common  interest. 


bureau  employees  who  have  lived  happily 
on  the  federal  salary.  This  piece  of  legisla- 
tion is  against  the  interest  of  physicians. 
There  is  absolutely  no  reason  for  furnish- 
ing free  medical  services  by  the  Federal 
Government  any  more  than  it  should  fur- 
nish a house  for  nothing  or  free  fuel.  Child 
hygiene  is  an  integral  part  of  general 
hygiene.  To  establish  a bureau  in  a center 
like  Washington,  remote  from  many  sec- 
tions of  the  country,  which  will  endeavor 
and  which  will  attempt  to  control  child 
hygiene  throughout  the  country,  is  ridicu- 
lous and  wanton  extravagance.  Govern- 
ment of  the  States  and  by  the  States  should 
be  insisted  upon  in  matters  which  pertain 
to  purely  local  affairs,  from  the  standpoint 
of  economy  and  freedom  from  centralized 
bureaucracy. 

The  whole  question  is  essentially  medical. 
It  should  not  be  made  an  economic  nor  a 
political  question.  The  management  of  the 
bureau  should  not  be  in  the  hands  of  a lay 
individual,  as  it  has  been  in  the  past,  who 
has  seen  to  it  that  the  control  of  obstetrical 
facilities,  of  midwives,  of  prenatal  centers 
is  almost  entirely  through  lay  agencies.  It 
is  the  height  of  folly  to  attempt,  through 
prying  and  questioning  busybodies,  to  con- 
trol local  medical  matters  from  the  national 
capital  and  to  put  in  the  hands  of  the  laity 
important  problems  which  have  to  do  en- 
tirely with  medical  practice. 


and  the  physician  who  does  not  see  that  the  mor- 
tise is  accurately  fashioned  and  the  tenon  well 
set  must  be  responsible  for  the  failure  of  the 
jointure.  It  should  not  be  inferred,  however,  that 
the  physician  must  devote  all  of  his  time,  con- 
secrate all  of  his  energies  and  exercise  his  hard- 
bought  skill  exclusively  for  the  public  good. 
There  is  a secondary  duty  of  self-interest  and 
economic  necessity  which  allows  him  to  make  and 
to  store  for  his  household,  and  the  physician  who 
fails  in  this  is  at  a disadvantage  in  rendering 
the  largest  service  to  the  public.  It  is  less  likely 
that  the  physician  will  fail  in  this  instance  than 
that  all  will  voluntarily  deprovincialize  themselves 
and  assume  the  habiliments  of  the  public  citizen. 
— Bathurst,  W.  R.:  South.  Med.  Jour.,  22:1,  1929. 
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CHARITY  HOSPITAL  SURGICAL  STAFF. 

A moving  picture  showing  the  movements  of 
he  gastro-intest’nal  tract  was  found  to  be  of 
iterest.  The  picture  showed  the  peristaltic 
lovements  as  observed  in  the  dog,  cat,  and  rab- 
it^  under  ether  anesthesia,  and  following  stimu- 
ition  of  certain  nerves. 

Dr.  E.  L.  King  presented  two  very  interest- 
ig  specimens.  The  first  was  that  of  a ruptured 
terus,  removed  from  a patient  who  had,  at  a 
revious  pregnancy,  been  subjected  to  a caeserian 
;ction.  In  this  instance  an  early  diagnosis  was 
tade  and  the  patient  operated  on  immediately. 

; was  found  that  the  uterus  was  adherent  to  the 
Jdominal  wall  on  each  side  of  the  ruptured  scar, 
r.  King  explained  that  this  probably  saved  the 
itient’s  life.  It  is  interesting  to  note  that  the 
lesarian  operation,  mentioned  above,  had  been 
me  for  the  patient’s  ninth  pregnancy — and  for  a 
;ad  fetus.  At  the  present  time  Dr.  King  did 
supravaginal  hysterectomy  and  the  patient  made 
1 uneventful  recovery.  Unfortunately,  the  baby 
id  been  dead,  apparently,  for  several  hours. 

The  second  specimen  shown  by  Dr.  King  was 
caesarian  section  scar.  The  patient  had  a con- 
aced  (rachitic)  pelvis,  and  she  was  not  per- 
iled to  go  into  labor.  This  was  quite  a for- 
nate  procedure,  as  at  the  operation  the  scar 
is  removed  and  found  to  be  nothing  but  endo- 
itrium  and  peritoneum.  Dr.  King  ventured  the 
inion  that  one  good  contraction  would  have 
used  the  scar  to  rupture. 

The  first  case  of  the  evening  was  discussed  by 
. J.  A.  Danna.  It  was  that  of  a young  colored 
nale  who  had  been  shot  in  the  abdomen  at  the 
ver  border  of  the  ribs  on  the  right  side,  and 
out  on  the  nipple  line.  Operation  revealed  a 
rforation  of  the  right  lobe  of  the  liver  and 
deration  of  the  neck  of  the  gall-bladder  with  a 
g'ht  contusion  of  the  second  portion  of  the 
odenum.  The  gall-bladder  was  repaired  and 
lined.  However,  the  patient  died  two  day? 
er  of  general  peritonitis. 

Dr.  Danna  pointed  out  the  great  difficulty  en- 
intered  in  dealing  with  this  type  of  case.  Dr. 
affagnino  recalled,  in  his  discussion,  that  a 
!cial  committee  had  done  much  to  clear  up 
ne  of  the  difficulties  met  in  these  cases.  He 
fiained  that  blood  pressure  readings,  transfu- 
ns, etc.,  were  all  necessary  parts  of  treatment 
these  cases,  and  may  often  mean  the  difference 
ween  life  and  death. 

:ase  number  two  was  one  of  pernicious  vom- 
of  pregnancy.  The  patient  was  a white 
lale,  27  years  of  age.  Usual  care  was  given; 

' in  spite  of  this  she  aborted  and  developed  a 
•'involution  of  the  uterus.  The  next  day  she 
d.  Autopsy  revealed  a right  pyonephrosis. 


acute  cystitis,  post-abortal  sub-involution,  re- 
tained products  of  pregnancy,  toxic  myocarditis, 
hepatitis,  and  splenitis;  and  edema  and  congestion 
of  the  lungs. 

Dr.  R.  L.  Gordon  pointed  out  the  great  neces- 
sity for  the  genito-urinary  consultations  in  these 
cases,  and  expressed  an  opinion  that  cystoscopy 
might  have  helped  in  this  case.  To  the  writer 
it  appeared  that,  in  the  later  stages,  this  might 
have  been  a case  of  uremia;  and  that  the  vomit- 
ing persisted  because  of  her  acute  genito-urinary 
condition.  However,  Dr.  Hilliard  Miller  felt  that 
the  case  was  particularly  one  of  pernicious  vomit- 
ing with  the  genito-urinary  condition  a simple 
complication. 

A white  female,  37  years  of  age,  who  died  fol- 
lowing an  apparently  normal  and  easy  delivery, 
was  the  basis  for  the  next  discussion.  Dr.  W.  P. 
Gardiner  pointed  out  that  this  was  one  of  a small 
percentage  of  cases  which  are  bound  to  die.  He 
added  that  unseen  and  unsuspected  lacerations 
through  the  cervix  and  into  the  uterine  muscu- 
lature may  be  easily  overlooked.  In  this  par- 
ticular case,  it  must  be  added,  the  placenta  did 
not  separate;  and  had  to  be  removed  later 
manually.  Dr.  Kostmayer  expressed  his  opinion 
that  this  was  just  a pure  case  of  post-partal 
hemorrhage,  as  she  bled  quite  profusely  after  de- 
livery, and  that  it  was  imperative  that  the  placenta 
be  removed  manually  if  any  definite  knowledge  of 
the  bleeding  was  to  be  obtained. 

FRANK  L.  LORIA,  M.  D. 


PROCEEDINGS  OF  THE  HOTEL  DIEU 
STAFF. 

The  regular  monthly  meeting  was  held  Febru- 
ary 18,  1924,  Dr.  J.  T,  Nix  presiding.  Dr.  Lucien 
A.  LeDoux,  Secretary,  at  the  desk. 

Case  presentations:  1.  By  Dr.  P.  Leonce 

Thibaut:  Open  reduction  of  complete  dislocation 

of  outer  end  of  right  clavicle.  C.  S.,  a white  male, 
was  injured  December,  1927,  while  riding  on  lad- 
der of  freight  car  was  struck  by  car  going  in 
opposite  direction. 

The  patient  was  operated  upon  April  10,  1928, 
and  ordered  to  light  work  June  21.  Returned  to 
regular  work,  switchman,  January  2,  1929. 

Patient  was  exhibited  to  the  Staff,  showing  com- 
plete function  re-established. 

This  case  was  discussed  by  Drs.  M.  Gelpi, 
J.  Danna  and  Lucien  A.  Fortier. 

2.  Dr.  Homer  Dupuy  and  Dr.  Jules  Dupuy  pre- 
sented two  cases  of  laryngeal  stenosis,  one  case 
intubated,  the  other  tracheotomized,  and  admitted 
to  the  Hotel  Dieu  within  twenty-four  hours. 

Both  young  patients  were  exhibited  before  the 
Staff,  and  these  interesting  cases  were  discussed 
by  Drs.  J.  Dupuy,  Val  Fuchs,  J.  Danna  and 
M.  Meyer. 
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Discussions  of  the  deaths  occurring  in  the 
hospital  during  the  preceding  month  completed 
the  scientific  part  of  the  meeting. 

LUCIEN  A.  LeDOUX,  M.  D.,  Secretary. 


FRENCH  HOSPITAL. 

The  regular  meeting  of  the  French  Hospital 
Staff  was  held  on  Friday,  February  8,  1929, 
Dr.  T.  A.  Jung  presiding.  Those  present  were: 
Drs.  T.  A.  Jung,  E.  L.  Zander,  Ed.  McCormac, 
M.  Lescale,  D.  N.  Silvermann,  H.  Meyer,  J.  N. 
Ane,  E.  N.  Haller,  P.  Graffagnino,  J.  J.  Baron, 
M.  J.  Lyons,  W.  H.  Harris,  R.  J.  Gordon,  G.  D. 
Sagrera,  A.  M.  Powe,  L.  L.  Cazenavette,  F.  J. 
Beyt,  E.  J.  Tucker,  L.  J.  Menville,  F.  A.  Blanche, 
G.  C.  Anderson,  S.  C.  Lyons. 

A symposium  on  appendicitis  was  held.  Dr.  S.  C. 
Lyons  spoke  on  the  Surgical  Aspects  of  Appen- 
dicitis, stressing  the  following  points:  1.  The 

necessity  of  instructing  the  general  public  in  re- 
gards to  appendicitis.  2.  In  acute  appendicitis, 
immediate  operation  giv^s  excellent  results;  de- 
layed operation  disastrous  results. 

Dr.  E.  McCormac  talked  on  Differential  Diag- 
nosis of  Appendicitis  in  Relation  to  Urology.  He 
advised  the  following  procedure  when  a patient 
had  pain:  1.  That  roentgen-ray  pictures  be  made 
of  the  patient  in  erect  and  lying  positions.  2.  That 
a urinalysis  be  made  with  examination  for  or- 
ganisms. 3.  That  a phthalein  test  be  made. 

Dr.  D.  N.  Silvermann  spoke  on  the  Medical 
Aspect  of  Appendicitis.  1.  The  difficulty  of  diag- 
nosing chronic  appendicitis.  2.  The  continuation 
of  gastro-intestinal  symptoms  following  append- 
ectomy. 3.  The  necessity  of  surgically  removing 
the  appendix  when  diseased. 

Dr.  L.  J.  Menville  spoke  of  the  Value  to  the 
Roentgen-ray  in  Diagnosing  Appendicitis.  1.  In 
locating  the  appendix  and  in  determining  its  posi- 
tion. 2.  In  determining  the  aspect  of  the  region 
in  which  the  appendix  is  located. 

Dr.  W.  H.  Harris  spoke  on  the  Pathology  of 
Appendicitis.  He  outlined  the  possible  causes  of 
appendicitis  and  the  resistance  of  tissues,  and  ad- 
vocated the  removal  of  the  appendix  before  there 
was  an  involvement  of  the  serosa. 

Dr.  P.  Graffagnino  opened  the  discussion.  He 
stressed  the  importance  of  diagosis  in  appendicitis. 

The  floor  was  opened  to  general  discussion ; 
those  taking  part  were:  Drs.  L.  J.  Menville,  E.  L. 

Zander,  G.  C.  Anderson,  W.  H.  Harris. 

There  being  no  further  business  the  meeting 
adjourned. 


VICKSBURG  SANITARIUM  AND  CRAW- 
FORD .STREET  HOSPITAL  STAFF 
MEETING. 

The  regular  monthly  meeting  was  held  March 
11,  1929.  Dr.  A.  Street  presented  the  first  case, 
one  of  gastro- jejunal  ulcer.  This  patient,  a white 


female,  54  years  of  age,  had  a gastro-enterostomy 
for  a large  duodenal  ulcer  two  and  one-half  years 
previously.  Six  weeks  prior  to  her  admission  to 
the  hospital  she  began  to  have  continuous  ab- 
dominal pain  in  the  right  upper  quadrant  and 
lower  abdomen,  associated  with  persistent  nausea, 
occasional  vomiting,  and  hunger  pain. 

After  preliminary  treatment  she  was  operated 
on  with  resection  of  the  gastro-enterostomy  open- 
ing, and  at  the  time  of  the  report  was  convalescing 
comfortably. 

The  second  case  was  one  of  post-partum  eclamp- 
sia, presented  by  Dr.  G.  M.  Street.  Because  of 
marked  general  edema,  hypertension  and  albu- 
minuria labor  was  induced  at  eight  and  one-half 
months  and  a normal  eight-pound  female  child 
delivered  in  nine  hours.  The  following  morning 
she  had  the  first  convulsion  and  one  hour  later  a 
second  convulsion.  She  was  given  20  per  cent 
magnesium  sulphate  solution  intravenously  and 
morphin,  and  then  10  per  cent  glucose  solution 
intravenously.  The  patient  made  an  uneventful 
recovery. 

Dr.  J.  A.  K.  Buirchett,  Jr.,  showed  a case  of 
compound  fracture  of  the  forearm  caused  by  a 
crushing  blow.  The  muscles  of  the  right  forearm 
were  ruptured  transversely,  the  skin  being  pulled 
away  from  the  subcutaneous  tissue  for  two-thirds 
of  the  circumference  of  the  forearm.  The  wound 
was  cleaned  of  crushed  tissue  and  treated  with 
Dakin  solution  and  iodin.  Sutures  were  placed  in 
the  skin  and  the  arm  placed  in  a plaster  splint 
in  slight  flexion.  A slight  infection  has  cleared 
up,  spongy  union  is  beginning,  and  a 50  per  cent 
result  is  expected. 

Dr.  L.  J.  Clark  presented  a case  of  paroxysmal 
tachycardia  in  a white  female,  51  years  of  age. 
The  irregularity  was  said  to  have  been  present 
at  intervals  since  16  years  of  age.  The  case  was 
seen  in  an  attack  on  the  third  day  following  a 
cholecystectomy.  She  had  been  taking  digitalis. 
This  was  discontinued  and  sparteine  sulphate, 
grains  two,  was  given  every  three  hours.  In 
forty-eight  hours  the  normal  rhythm  was  resumed. 

The  effect  of  the  sparteine  is  problematic. 

A case  of  septic  meningitis  following  a chronic 
mastoiditis  was  offered  by  Dr.  H.  H.  Johnston. 
The  spinal  fluid  showed  1456  leukocytes  with  96 
per  cent  neutrophiles.  Anti-meningococcic  serum 
was  used  intra-spinally  and  intravenously.  The 
cultures  from  the  spinal  fluid  and  blood  stream 
showed  a streptococcus  of  the  non-hemolytic  type. 
A left  mastoidectomy  was  done  and  a large  ab- 
scess drained;  the  pus  containing  the  same  non- 
hemolytic streptococcus.  The  patient  died  ten 
hours  later.  Autopsy  showed  a cerebral  hepto- 
meningitis  with  a sub-dural  collection  of  pus  over 
the  left  frontal  region.  The  left  lateral  sinus  was 
thrombosed. 
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TRANSACTIONS  OF  ORLEANS  PARISfl 
MEDICAL  SOCIETY 

During  the  month  of  March  besides  the  regu- 
lar meeting  of  the  Board  the  Society  held  one 
scientific  meeting  and  one  joint  clinical  meet- 
ing with  the  Charity  Hospital  Staff. 

At  the  scientific  meeting  the  program  was  as 
follows : 

“The  Prevention  and  Control  of  Tuberculosis 
in  Children,”  by  Dr.  E.  A.  Bertucci.  Discussed 
by  Drs.  Wallace  J.  Durel  and  E.  D.  Fenner. 

“Gastric  Analysis  in  Congestive  Heart  Failure,” 
by  Dr.  I.  L.  Robbins.  Discussed  by  Dr.  Smith. 

“The  Chronic  Appendix  from  the  Roentgeno- 
logical Standpoint,”  by  Dr.  Adolph  Henriques. 
Discussed  by  Drs.  J.  H.  Musser,  S.  K.  Simon,  John 
A.  Lanford,  Monroe  Wolf,  A.  Mattes  and  closed 
by  Dr.  Henriques. 

Dr.  Monroe  Wolf  presented  a case  of  “Diverti- 
culum of  the  Urethra.” 

At  the  Clinical  Meeting  held  March  25  inter- 
esting cases  were  presented  by  the  members.  Dr. 
Rucker,  the  guest  of  the  evening,  presented  “A 
Report  of  the  First  Case  of  Typhus  Fever  in 
Louisiana.” 

Both  meetings  were  very  well  attended. 

At  the  scientific  meeting  the  final  vote  on  the 
amendment  to  the  By-Laws  was  favorably  acted 
upon  and  will  read  as  follows: 

ARTICLE  I. 

MEMBERSHIP 

Section  2.  ACTIVE  MEMBERS:  Eligibility— 
Every  white  physician  residing  in  the  Parishes  of 
the  First  and  Second  Congressional  Districts  and 
a graduate  of  a regular  school  of  medicine  or 
those  so  registered  by  the  Louisiana  State  Board 
of  Medical  Examiners,  is  eligible  to  active  mem- 
bership, also  any  white  physicican  connected  with 
any  hospital  staff  or  teaching  staff  of  any  recog- 
nized Medical  School  and  not  actively  engaged 
in  the  practice  of  medicine. 

The  second  quarterly  premium  on  group  in- 
surance will  be  due  on  April  5th  and  our  check 
must  be  in  the  home  office  at  that  time.  The 
members  are  urged  to  get  their  checks  in  the 
secretary’s  office  not  later  than  April  3rd. 

The  Committee  on  Arrangements  has  been 
working  very  hard  for  the  coming  meeting  of  the 
Louisiana  State  Medical  Society.  All  sub-com- 
mittees are  working  to  make  the  meeting  a 
most  successful  one. 

During  this  past  month  the  following  doctors 
were  elected  to  membership: 

ACTIVE  MEMBERS:  Drs.  J.  Henry  Bayon, 

Jr.,  John  B.  Gooch,  Philip  J.  Saleeby  and  Rob- 
ert F.  Sharp. 

INTERNE  MEMBER:  Dr.  Ernest  B.  Weinfield. 


REPORT  OF  TREASURER 


Actual  Book  Balance,  1/30/29 $2,825.42 

Receipts  during  February 1,372.75 

Receipts  for  insurance 1,111.95 


$5,310.12 

Expenditures  819.98 


ACTUAL  BOOK  BALANCE $4,490.14 


REPORT  OF  LIBRARIAN 

One  bibliography  has  been  added  to  our  files 
during  February — on  Diverticulum  of  the  Eso- 
phagus. The  daily  reference  calls  by  telephone 
and  in  person  have  been  constant. 

Two  hundred  and  seven  books  have  been  added 
to  the  Library.  Of  these  16  were  received  by 
purchase,  105  by  gift,  46  by  binding,  24  by  ex- 
change, and  16  from  the  New  Orleans  Medical 
and  Surgical  Journal. 

The  donors  for  the  month  are: 

St.  Luke's  Hospital,  Nebraska  University  Col- 
lege of  Medicine  Library,  Dr.  P.  T.  Talbot,  Dr. 
E.  L.  King,  Cincinnati  General  Hospital  Library, 
Creighton  School  of  Medicine  Library,  Dr.  D.  F. 
Montague,  Grosvenor  Library,  Buffalo,  Dr.  C. 
Jeff  Miller  and  Dr.  J.  H.  Musser. 

A list  of  new  accessions  of  recent  date  is  ap- 
pended. 

NEW  BOOKS 

Lawrence — Diabetic  Life.  1928. 

Emerson — Physician  and  Patient.  1929. 

McClung — Microscopic  Technique.  1929. 

McKittrick — Diabetic  Surgery.  1928. 

Marriott — Recent  Advances  in  Chemistry.  1928. 

Chandler — Lipiodol  in  the  Diagnosis  of  Thoracic 
Disease.  1928. 

Michigan  University — -Physical  Education  Ac- 
tivities. 1928. 

Kaye — Roentgenology.  1928. 

Chesser — Child  Health  and  Character.  1927. 

Ogilvie — Recent  Advances  in  Surgery.  1928. 

Rutherford — The  Eye.  1928. 

Kendall — Bacteriology.  1928. 

Chapin— Diseases  of  Infants  and  Children.  1928. 

Billings — General  Medicine.  1928. 

Blum — Practical  Diatetics.  1928. 

Schamberg — Compend  of  Diseases  of  the  Skin. 
1928. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 
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H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


TO  THE  MEMBERSHIP; 

Our  plans  for  the  gala  meeting  of  the  Louisi- 
ana State  Medical  Society  in  New  Orleans,  April 
9,  10  and  11,  are  now  completed.  From  indica- 
tions we  will  have  a 
banner  attendance,  and 
with  good  reason  be- 
cause the  Committee 
on  Arrangements  has 
an  unusual  program 
for  your  delectation. 

We  desire  to  call  your 
special  attention  to  the 
extraordinary  program 
on  Monday  night, 

April  8,  the  day  that 
the  House  of  Delegates 
meets.  Dr.  Rudolph 
Matas  will  present  the 
world  renowned  Canti 
films,  and  all  who  are 
able  should  take  ad- 
vantage of  this  unusual 
opportunity. 

The  semi-centennial 
celebration  will  be  at- 
tractive in  many  re- 
spects. The  public  has 
been  invited  to  this 
function  and  a very 
enjoyable  evening  is 
promised  as  orators  of 
note  will  speak  and  an 
unusual  artistic  pro- 
gram will  be  presented. 

Our  stag  affair  on  Wednesday  night  will  be 
made  attractive  as  usual,  and  no  doubt  a large 
number  will  congregate  to  recall  memories  of  the 
past  and  discuss  affairs  of  the  day  at  the  splendid 
lepast  that  will  be  served. 

The  Chairman  of  the  Ladies’  Entertainment 
Committee  has  likewise  prepared  an  elaborate  pro- 
gram, and  we  hope  that  the  wives,  sisters  and 
sweethearts  of  our  members  will  join  us  in  great 
numbers. 

All  is  ready  for  the  Golf  Tournament.  Our 
Chairman  has  made  extensive  preparations  and 
hopes  that  there  will  be  many  contestants.  Your 
attention  is  particularly  directd  to  the  fact  that  a 
cup  now  in  the  possession  of  Dr.  Larry  DeBuys, 
who  won  the  contest  in  Baton  Rouge  last  year, 
will  again  be  contested  for;  final  possession  of  the 
cup  depending  on  three  successful  winnings. 

Come  one,  come  all.  There  will  be  lots  of 


science,  lots  of  art,  lots  of  pleasure,  lots  of  play 
and  lots  of  entertainment. 

PAUL  J.  GELPI,  M.  D., 
Chairman,  Committee  on  Arrangements, 


SPECIAL  AN- 
NOUNCEMENT. 

As  the  result  of  ar- 
rangement with  Sta- 
tion WWL,  Loyola 
University,  New  Or- 
leans, the  Tuesday 
evening  jubilee  pro- 
gram will  be  broadcast 
by  remote  control  from 
the  Tip  Top  Inn  at 
the  Roosevelt  Hotel 
over  this  station. 

This  is  the  first 
time  that  any  part  of 
the  state  meeting  ha; 
been  broadcast  by  ra- 
dio, and  it  is  hoped 
that  this  medium  will 
be  the  means  of  en- 
abling many  of  the 
members  who  are  not 
able  to  attend  this 
meeting  to  listen  in 
on  the  splendid  pro- 
gram arranged  for 
that  evening. 

LUCIEN  A.  Le- 
pOUX,  M.  D., 
Chairman  Publicity 
Committee. 


NOTICE  TO  PARISH  SECRETARIES 
The  following  parish  medical  societies  have  not 
sent  in  their  officers  for  1929,  and  they  are  re- 
spectfully asked  to  give  this  their  prompt  atten- 
tion : 

Acadia,  Bossier,  Jefferson  Davis,  Livingston,  Ra- 
pides, St.  Martin,  Union,  Vermilion  and  Wash- 
ington. 


President  Edwin  A.  Alderman,  University  of 
Virginia,  will  deliver  the  principal  address  at  the 
ninety-first  commencement  of  the  Medical  College 
of  Virginia,  Richmond,  on  Tuesday,  May  28,  1929. 


TULANE  UNIVERSITY’S  BEHAVIOR  CLINIC 
A behavior  (child-guidance)  clinic  has  been  es- 
tablished in  connection  with  the  school  of  social 
work  of  Tulane  University,  New  Orleans.  A be- 
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[lavior  clinic  examines  a child  to  discover  the 
causes  of  his  misbehavior  or  mental  difficulties 
and  advises  the  parent  or  teacher  as  to  how  best 
;o  help  the  child  to  overcome  them.  In  other  words, 
;t  does  for  the  mind  of  a child  the  same  sort  of 
service  that  a child-health  clinic  does  for  his 
body. 


Assistant  Surgeon  F.  M.  Evans  is  relieved  from 
luty  at  Quarantine  Station,  New  Orleans,  La., 
and  assigned  to  duty  at  Quarantine  Station,  Rose- 
aank,  N.  Y. 


SPECIAL  NOTICE 

It  was  found  necessary  to  publish  some  of  the 
surgical  papers  read  before  the  last  meeting  of 
:he  Louisiana  State  Medical  Society  without  dis- 
mssions.  This  was  due  to  our  failure  to  secure 
from  the  medical  reporter  a full  copy  of  the  dis- 
mssions  made.  To  withhold  these  papers  from 
publication  any  longer  was  deemed  inadvisable 
by  the  Executive  Committee. 

P.  T.  TALBOT, 

Secretary. 


AN  ACKNOWLEDGMENT 
The  paragraph  entitled  “The  Promotion  of  the 
Common  Welfare;  The  Aim  of  Modern  Medicine,” 
which  appeared  on  page  665  of  the  March  number 
was  written  by  Dr.  William  R.  Bathurst,  and  was 
in  excerpt  from  the  President’s  Address  delivered 
it  Asheville  and  printed  in  the  Southern  Medical 
Association  Journal  of  January,  1929. 


PARISH  MEDICAL  SOCIETY  OFFICERS 
FOR  1929 

The  following  Parish  Medical  Societies  have 
elected  officers  for  1929  as  follows: 

ST.  MARY  PARISH 

President,  Dr.  A.  C.  Kappel,  Franklin,  La. 

Sec. -Treasurer,  Dr.  T.  H.  Gueymard,  Morgan 
City,  La. 

Delegate,  Dr.  C.  M.  Horton,  Franklin,  La. 

Alternate,  Dr.  Louis  Crawford,  Patterson,  La. 

CADDO  PARISH 

President,  Dr.  J.  L.  Scales,  Medical  Arts  Bldg., 
Shreveport. 

1st  Vice  President,  Dr.  W.  S.  Harmon,  Medical 
Arts  Bldg.,  Shreveport. 

2nd  Vice  President,  Dr.  D.  H.  Alverson,  Gid- 
dens-Line  Bldg.,  Shreveport. 

Treasurer,  Dr.  J.  R.  Stamper,  Medical  Arts 
Bldg„  Shreveport. 


Secretary,  Dr.  P.  R.  Gilmer,  Medical  Arts  Bldg., 
Shreveport. 

Delegates:  W.  P.  Butler,  M.  S.  Picard,  J.  M. 

Gorton,  J.  E.  Knighton,  E.  L.  Sanderson,  Guy  A. 
Caldwell. 

Alternates:  T.  J.  Fleming,  Louis  Abramson, 

Franke  Walke,  Edgar  Galloway,  R.  G.  Douglas,, 
W.  S.  Kerlin. 

MOREHOUSE  PARISH 
President,  Dr.  S.  I.  Sims,  Bastrop,  La. 
Vice-President,  Dr.  E.  L.  Miller,  Bonita,  La. 
Sec. -Treasurer,  Dr.  L.  E.  Larche,  Bastrop,  La, 
Delegate,  Dr.  W.  A.  Rodgers,  Bastrop,  La. 
Alternate,  Dr.  R.  B.  Leavell,  Bastrop,  La. 
IBERVILLE  PARISH 

President,  Dr.  R.  R.  Grant,  Plaquemine,  La. 

Vice-President,  Dr.  R.  D.  Martinez,  Plaque- 
mine,  La. 

Sec. -Treasurer,  Dr.  W.  E.  Barker,  Jr.,  Plaque- 
mine,  La. 

Delegate,  Dr.  W.  G.  Owen,  White  Castle,  La. 
Alternate,  Dr.  G.  A.  Darcantel,  White  Castle,  La. 


MEETING  OF  ST.  TAMMANY  PARISH 
MEDICAL  SOCIETY 

The  regular  monthly  meeting  was  held  at  the 
Southern  Hotel,  Friday  night,  March  8,  at  8 
o’clock.  Members  present  were  L.  Roland  Young, 
H.  E.  Gautreaux,  W.  L.  Stevenson,  H.  D.  Bulloch 
and  J.  F.  Buquoi.  Lawrence  R.  Young  was  a 
guest  and  A.  L.  Magruder  an  invited  essayist  of 
the  evening. 

In  addition  to  regular  order  of  business,  etc., 
H.  E.  Gautreaux,  M.  D.,  and  A.  L.  Magruder, 
dentist,  entertained  with  papers,  the  former  hav- 
ing as  his  subject,  “Obstretrics,”  the  latter,  “Py- 
orrhea.” These  were  very  much  enjoyed  and  there 
was  much  said  on  both.  The  Doctor  stressed  the 
seriousness  of  child  bearing  and  the  skill  that 
should  attend  it.  The  dentist  ably  detailed  pyor- 
rhea and  brought  forward  the  pitiful  data  that 
only  twenty-five  per  cent  was  seen  early  enough 
to  entirely  eradicate  and  layed  stress  on  its  pre- 
vention stating  that  it  should  be  handled  by  both 
the  doctor  and  the  dentist  as  it  was  both  a con- 
stitutional and  local  disease. 

L.  ROLAND  YOUNG,  M.  D., 
President  and  Acting  Secretary, 

St.  Tammany  Parish  Medical  Society 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 

J.  S.  Ullman,  M.  D.,  Associate  Editor. 


TO  THE  MEMBERS  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY 
The  Mississippi  State  Medical  Association  is  in- 
deed glad  to  have  the  opportunity  and  the  privi- 
lege to  extend  to  its  neighbor  and  sister  associa- 
tion, the  Louisiana  State  Medical  Society,  its 
hearty  good  wishes  and  congratulations  on  its 
golden  anniversary.  We  sincerely  hope  that  its 
scientific  achievements  and  its  work  for  the  pub- 
lic good  will  continue  to  be  known  among  medi- 
cal men  for  years  and  years  to  come  and  that  the 
spirit  of  fraternalism  which  has  existed  between 
our  two  societies  may  be  maintained  throughout 
the  existence  of  both. 


Doctor  J.  W.  Barkley  who  had  two  months 
training  at  the  Public  Health  Training  School  at 
Indianola,  Mississippi,  last  year  has  been  elected 
full-time  director  of  the  Tishomingo  County 
Health  Department. 


Dr.  J.  W.  Dugger  succeeded  Dr.  R.  S.  Curry  as 
Factory  Inspector  on  March  1. 


Dr.  Mark  F.  Boyd  of  the  Rockefeller  Founda- 
tion has  been  employed  by  the  Mississippi  State 
Board  of  Health  as  Director  of  the  Division  of 
Malaria  Investigation  and  Control.  Doctor  Boyd 
has  had  experience  in  this  work  in  many  parts 
of  the  world. 


Mr.  George  Parker,  who  has  been  in  charge  of 
Malaria  Control  Work  for  the  Mississippi  State 
Board  of  Health,  has  tendered  his  resignation  ef- 
fective March  25  to  engage  in  local  industry  of 
a manufacturing  nature.  Mr.  Parker  has  given 
seven  years  faithful  service  to  the  Mississippi 
State  Board  of  Health  and  his  resignation  was  the 
cause  of  genuine  regret  to  all  those  with  whom  he 
had  been  associated  in  the  work. 


A forty  foot  extension  is  being  made  to  the 
brick  building  in  the  rear  of  the  Old  Capitol.  This 
building  is  used  by  the  Board  of  Health  for  the 
manufactm-e  of  biologies.  This  addition  to  the 
building  will  give  enlarged  and  improved  facili- 
ties for  the  manufacture  of  typhoid  vaccine,  anti- 
rabic  treatments,  silver  nitrate  solution,  and  other 
biologies  prepared  and  distributed  by  the  Missis- 
sippi State  Board  of  Health. 


TO  THE  MEMBERS  OF  THE  COUNCIL: 

Are  your  bearing  in  mind  your  responsibility 
in  maintaining  and  perfecting  the  organization 
of  the  Association? 

Have  you  made  your  official  visits  to  your  com- 
ponent societies?  Have  you  called  on  your  local 
secretaries  for  the  rosters  of  members,  and  checked 
up  last  year’s  membership?  Have  you  a list  of 
physicians  in  your  district  who  are  not  members 
of  the  Association?  An  extra  letter  from  you 
will  do  much  to  supplement  the  local  secretaries’ 
efforts  in  keeping  up  membership  and  in  bringing 
in  new  members. 

Gulfport  is  making  preparations  for  a great 
meeting,  and  we  want  a record  attendance.  Let 
nothing  prevent  your  attendance.  Bring  your 
“better  half.”  Tell  her  she  owes  it  to  herself  to 
make  at  least  one  visit  to  the  “Play-ground  of 
the  South.”  Elaborate  preparations  are  being 
made  to  make  this  a most  enjoyable  occasion  for 
the  ladies,  and  we  would  like  to  see  a large  at- 
tendance. 

Drop  me  a note  telling  me  how  things  are  going 
in  your  district,  and  assuring  me  that  we  shall 
have  the  pleasure  of  seeing  you  at  Gulfport,  May 
14-15-16. 

Cordially, 

D.  J.  WILLIAMS, 
Chairman  Council. 


Jackson,  Miss., 

March  11,  1929. 

To  the  Ex-Presidents, 

Mississippi  State  Medical  Association. 

Gentlemen : 

This  is  to  remind  you  that  the  next  State  Meet- 
ing is  almost  at  hand.  Gulfport  is  an  ideal  place 
to  spend  a few  days  vacation,  and  the  boys  down 
there  are  preparing  to  give  us  one  of  the  best 
meetings  in  the  history  of  the  Association.  Make 
your  plans  to  attend,  and  let  nothing  prevent 
you. 

The  Ex-Presidents’  Club  is  the  “aristocracy”  of 
the  Association,  and  the  annual  reunion  is  one  of 
its  best  features.  Tbe  Club  dinner  last  year  was 
the  most  interesting  event  of  the  meeting  for  me. 

You  remember  Dr.  Rowland’s  challenge  to  meet 
each  of  you  each  year  for  the  next  ten  years. 
The  record  had  just  been  read  showing  that  he 
had  missed  only  two  meetings  of  the  Association 
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in  forty-live  years.  That  is  the  spirit  of  loyalty 
that  should  illumine  the  path  of  the  younger  mem- 
bers and  exalt  the  office  of  president  of  the  As- 
sociation. 

Let  us  show  the  boys  that  we  are  still  very 
much  alive  by  attending  the  meetings  and  taking 
an  active  part  in  the  affairs  of  the  Association. 

A later  letter  and  program  will  be  sent  you. 
This  is  just  to  remind  you  that  we  are  counting 
on  you  and  want  you  to  make  your  plans  to  be 
present  at  Gulport  on  May  14-15-16. 

Cordially, 

(Signed)  D.  W.  JONES,  Secty., 

Ex-Presidents’  Club. 


The  Fifth  Councillors  District  has  been  having 
District  Meetings.  The  first  was  held  at  Jackson 
with  the  Central  Medical  Society  as  host  and  the 
Warren  County  Doctors  as  essayists. 

The  next  meeting  was  held  at  Vicksburg,  the 
Warren  County  Society  acting  as  host  and  the 
Central  furnished  the  program. 

These  meetings  were  characterized  by  the  high 
quality  of  the  papers  presented,  the  spirited  dis- 
cussions, and  the  cordial  spirit  of  fraternalism  that 
prevailed.  The  several  members  of  the  two  soci- 
eties became  more  intimately  acquainted,  and  both 
local  societies  were  doubtless  helped.  The  plan 
is  recommended  to  other  societies. 

(Signed)  D.  W.  JONES, 

Councillor. 


INTERSTATE  POST-GRADUATE  MEDICAL 
ASSOCIATION  OF  NORTH  AMERICA 

This  organization  announces  its  American 
Spring  Assemblies  from  April  15  to  May  9,  1929, 
and  European  Assemblies  from  May  18  to  July 
11,  1929.  The  officers  of  the  Assemblies  are: 

President:  Dr.  John  B.  Deaver,  Philadelphia, 

Pennsylvania. 

President  of  Clinics:  Dr.  Charles  H.  Mayo, 

Rochester,  Minn. 

Chairman  of  Program  Committee:  Dr.  Geo. 

W.  Crile,  Cleveland,  Ohio. 

Managing-Director:  Dr.  W.  B.  Peck,  Freeport, 

Illinois. 


This  year  clinics  will  be  visited  at  Rochester, 
Minnesota,  April  15-16;  at  Chicago,  April  17-19; 
at  Cleveland,  April  20-22;  Boston,  April  23-25; 
at  New  Haven,  April  26;  at  New  York,  April  27- 


May  1st;  at  Philadelphia,  May  2-3;  at  Baltimore,, 
May  4-6,  and  at  Washington,  May  7-8. 

The  European  Assemblies  will  visit  the  follow- 
ing clinics: 

May  18 — Sail  from  New  York. 

May  2 — Arrive  at  Southampton. 

May  27-29 — In  London. 

May  30 — Visit  English  Lakes  on  way  to  Glas- 
gow. 

May  31,  June  1 — Glasgow,  Scotland. 

June  2 — Visit  to  Trossachs  on  way  to  Edin- 
burgh. 

June  3-4 — Edinburgh,  Scotland. 

June  5 — By  boat  to  Bergen,  Norway. 

June  7-9 — Oslo,  Norway. 

June  11-13 — Stockholm  and  Upsala,  Sweden. 
June  14 — Lund,  Sweden. 

June  15 — To  Copenhagen,  Denmark. 

June  16-18 — Copenhagen,  Denmark. 

June  20-21 — Hamburg,  Germany. 

June  22-24 — Berlin,  Germany. 

June  26-27 — Frankfort,  Germany. 

June  29-July  2 — Paris,  France. 

July  3 — Sail  from  Cherbourg. 

July  11 — Arrive  in  New  York. 

Dr.  J.  S.  Moore  of  Magnolia  died  on  February 
17,  1929,  of  cardiac  disease.  His  sudden  death 
was  naturally  a shock  to  his  many  friends. 

The  Journal  extends  its  sympathies  to  the  be- 
reaved family. 

Dr.  E.  P.  Dempsey  of  Potts  Camp,  Mississippi, 
is  at  the  Oxford  Hospital  for  surgical  treatment. 


The  April  meeting  of  the  North  Mississippi  Six 
Counties  Medical  Society  will  be  held  in  Oxford. 

At  a recent  meeting  of  the  DeSoto  County 
Medical  Society  the  follovdng  officers  were  elected 
for  the  year: 

President,  J.  M.  Wright,  Hernando. 
Vice-President,  J.  A.  Rhodes,  Horn  Lake. 
Secretary- Treasurer,  L.  L.  Minor,  Memphis. 

Delegate  to  State  Association,  L.  L.  Minor, 
Memphis. 

Alternate  Delegate,  A.  J.  Weissinger,  Hernando. 

Censors:  A.  L.  Emerson,  A.  V.  Richmond,  W. 

S.  Weissinger. 
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The  regular  quarterly  meeting  of  the  North- 
East  Mississippi  Thirteen  Counties  Medical  Soci- 
ety, March  19,  was  held  in  Okolona,  Mississippi. 

Their  program  was  as  follows: 

1.  “Mediastinal  Abscess  Following  Injuries  to 
Neck” — E.  Q.  Withers,  Columbus. 

2.  “Pyosalpinx  Complicating  Labor” — D.  C. 
Spalding,  West  Point. 

3.  “Earache  in  Children” — Eugene  Rosamond, 
Memphis. 

4.  “Some  of  Our  Professional  and  Associa- 
tional  Needs” — W.  H.  Frizell,  President,  Missis- 
sippi State  Medical  Association. 

5.  “Report  of  Some  Unusual  Cases” — R.  D. 
Kirk,  Jr. 


The  East  Mississippi  Medical  Society  met  in 
Newton  February  21.  The  program  was  as  fol- 
lows: 

1.  “The  Management  of  Pneumonia  of  In- 
fants and  Children” — F.  G.  Riley,  Meridian. 

2.  “The  Indications  for  Operations  in  Acute 
Mastoiditis” — Robin  Harris,  Jackson. 

3.  “Dental  Infection  and  Diagnosis” — J.  M. 
Brown,  Newton. 

4.  “Epidermophytoses” — R.  W.  Hall,  Jackson. 

5.  “Angina  Pectoris  and  Coronary  Thrombo- 
sis”— T.  D.  Boudreaux,  Meridian. 


The  regular  monthly  meeting  of  the  Issaquena- 
Sharkey- Warren  Counties  Medical  Society  was 
held  in  Vicksburg  March  12. 

By  invitation  of  Drs.  Knox,  Parsons  and  San- 
derson, the  Society  visited  the  new  Vicksburg 
Hospital  and  enjoyed  a clinic  session. 

A paper  was  read  by  Dr.  M.  H.  Bell. 


The  Staff  Meeting  of  the  Vicksburg  Sanitarium 
was  held  March  11  with  the  following  program: 

1.  “Gastro-Jejunal  Ulcer — Dr.  A.  Street. 

2.  “Postpartum  Eclampsia” — Dr.  G.  M.  Street. 

3.  “Compound  Fracture  of  the  Forearm” — Dr. 
J.  A.  K.  Birchett,  Jr. 

4.  “Paroxysmal  Tachycardia”  — Dr.  L.  J. 
Clark. 

5.  “Septic  Meningitis  Following  Chronic  Mas- 
toiditis”— Dr.  H.  H.  Johnson. 

6.  “Coagulation  and  Bleeding  Time” — Dr.  E. 
H.  Jones. 

7.  “Generalized  Melanoblastomatosis” — Dr.  L. 
S.  Lippincott. 

8.  Demonstration  of  Selected  Radiographic 
Studies: 

(1)  Calcification  of  Abdominal  Aorta. 

(2)  Carcinoma  of  the  Stomach. 

(3)  Suppurative  Pleurisy. 

(4)  Pulmonary  Tuberculosis. 

(5)  Maxillary  Sinusitis. 


DIAGNOSIS  OF  EARLY  UTERINE  CANCER. 

— Emil  Novak,  Baltimore,  stresses  the  fact  that 
simple  pelvic  examination  is  not  sufficient  in 
making  the  diagnosis  in  many  cancer  cases.  The 
physician  should,  in  all  suspicious  cases,  see  that 
cancer  is  ruled  out.  This  will  mean  biopsy  in  sus- 
picious lesions  of  the  cervix,  diagnostic  curettage 
in  suspicious  bleeding  from  the  uterus.  If  early 
cancer  of  the  cervix  is  found,  the  patient  has  at 
least  a fifty-fifty  chance  for  cure.  If  early  adeno- 
carcinoma of  the  uterus  is  found,  her  chances  of 
cure  should  be  about  two  out  of  three.  Any 
physician  can  diagnose  late  cancer,  but  physicians 
should  familiarize  themselves  with  the  clinical 
appearance  of  early  cancer  and  of  cervical  lesions 
that  are  to  be  regarded  with  suspicion.  Even  if 
proved  benign,  such  lesions  are  important  predis- 
posing causes  of  cervical  cancer,  and  their  cor- 
rection, usually  very  easy,  does  much  to  protect 


the  patient  from  cancer.  The  danger  of  biopsy, 
if  any  exists,  is  far  more  than  counterbalanced 
by  the  life-saving  information  it  often  yields. 
There  is  no  other  way  of  making  the  diagnosis 
in  the  early  stages  of  the  disease.  The  same 
statement  may  be  made  with  regard  to  diagnostic 
curettage  in  suspicious  bleeding  of  intra-uterine 
origin.  Neither  biopsy  nor  diagnostic  curettage 
is  of  unqualified  value,  however,  unless  combined 
with  competent  pathologic  examination.  The  ideal 
is,  of  course,  that  the  surgeon  himself  should  be 
a good  pathologist.  Although  there  is  much  dis- 
cussion of  the  bearing  on  cancer  mortality  of  such 
factors  as  the  method  of  treatment  and  the  his- 
tologic classification  of  the  tumor,  the  fact  still 
remains  that  the  most  important  single  factor  is 
the  duration  of  the  disease.  Hence  the  basic  im- 
portance of  biopsy  and  diagnostic  curettage  which 
are  essential  in  the  recognition  of  the  really  early 
stage. — J.  A.  M.  A.,  March  16,  1929. 


BOOK  REVIEWS 


Extra  Ocular  Muscles:  By  Luther  C.  Peter,  A.  M., 
M.  D.,  Sc.  D.  Philadelphia,  Lea  & Febiger. 
1927.  pp.  294. 

This  volume  is  a worthy  successor  to  the 
author’s  excellent  book  on  Perimetry.  A difficult 
subject  is  discussed  in  a complete  yet  simple 
manner  by  one  of  our  foremost  teachers  in  opthal- 
mology.  No  book  has  been  written  on  this  subject 
in  recent  years  which  from  the  viewpoint  of  the 
American  ophthalmologist  is  its  equal. 

The  anatomy  and  physiology  of  the  extra 
ocular  muscles  one  must  learn  and  forget  at 
least  six  times  to  properly  understand.  The  ex- 
cellent illustrations  and  the  lucid  text  make  this 
as  painless  as  possible. 

Until  recently,  our  treatment  of  the  phorias 
reminds  one  of  Mark  Twain’s  comment  on  the 
weather,  that  everyone  talked  a lot,  but  no  one 
seemed  to  do  much  about  it.  Dr.  Peter  has 
helped  take  the  hit  and  miss  from  a subject, 
which  has  been  more  missed  than  hit  and  whose 
treatment  has  been  guided  largely  by  the  fads 
and  fancies  of  various  exponents,  rather  than  by 
conimoh  sense  and  intelligent  understanding. 

From  the  patient’s  standpoint,  routine  post 
cycloplegic  testing  prior  to  prescribing  glasses 
hardly  seems  entirely  justified,  even  in  exophoria. 
Generally  speaking,  the  first  step  in  restoring 
ocular  comfort  to  patients  with  slight  phorias 
consists  in  making  the  eyes  practically  emme- 
tropic. This  in  the  vast  majority  can  be  accom- 
plished only  by  the  intelligent  use  of  cycloplegia, 
especially  where  astigmia  is  present.  The  change 
of  a cylinder,  axis  or  amount  known  to  be  correct 
under  cycloplegia  because  it  does  not  exactly  meet 
a patient’s  fancy,  hardly  seems  good  judgment, 
often  prolongs  incapacity  and  delays  recovery. 

The  subjective  symptoms  caused  by  the  various 
phorias  are  in  reality  only  fatigue  reactions.  This 
fundamental  fact  and  deep  truth  could  have  been 
emphasized  in  greater  detail.  We  must  not  lose 
sight  of  the  fact  that  a person’s  general  fatigue, 
which  is  largely  dependent  upon  well  being  and 
living  habits,  often  influences  the  restoration  of 
ocular  comfort  as  much  as  our  local  treatment 
with  appropriate  glasses  or  medicine. 

'ITie  author’s  discussion  of  the  tropias  and 
paralytic  squint  is  one  of  the  sanest  contributions 
on  this  subject  that  I have  ever  read.  The  ab- 
sence of  “hobbies”  has  a strong  appeal.  Endorse- 
ment of  sight  re-education  and  fusion  training 
especially  after  operations  should  encourage  our 
intelligent  continuance  of  this  treatment,  which 
most  of  us  have  from  time  to  time  neglected. 


The  complete  table  of  contents  and  index  facili- 
tate on’e  knowing  what  one  knows,  which  after 
all  is  one  of  the  most  difficult  problems  of  the 
physician  twenty  years  after  graduation. 

Dr.  Peter  is  to  be  congratulated  upon  this  ex- 
cellent volume  and  encouraged  in  contributing 
ophthalmic  publications  because  ophthalmology 
needs  more  books  of  the  quality  he  has  written. 

Chas.  a.  Bahn,  M.  D. 


Angina  Pectoris:  The  Anatomy,  Physiology  and 
Surgical  Treatment:  By  Walter  B.  Coifery, 

Philip  King  Brown  and  John  Davis  Humber. 
New  Orleans,  A.  J.  Dickerson.  1927.  p.  393. 

This  monograph,  produced  in  excellent  style  by 
the  Tulane  University  Press,  contains  an  out- 
standing feature  extensive  anatomical  studies, 
great  numbers  of  the  most  careful  and  pains- 
taking dissections  of  the  cervical  sympathetic 
nervous  system  by  Humber.  The  fine  photographs 
and  line  drawings  of  these  specimens  are  beauti- 
fully reproduced  in  half-tone  profusely  illustrating 
the  section  and  constitute  an  unusual  atlas  of  this 
surgically  important  system.  This  contribution  is 
distinctly  valuable.  The  book  is  made  up  in  its 
first  half  from  what  appear  to  be  separate  essays 
on,  for  tbe  most  part,  the  surgical  aspects  of  this 
interesting  and  important  condition.  Though  the 
section  are  related,  they  are  not  intimately  welded 
together  and  one  gets  the  impression  of  a series 
of  reprintings  of  articles  on  the  same  subject 
rather  than  of  a single  effort  carefully  blended. 
There  is  discussion  of  the  physiology,  the  diag- 
nosis of  the  condition,  the  medical  treatment  and 
the  surgical  treatment  with  especial  emphasis  on 
the  method  of  Coffery  and  Brown.  Case  reports 
are  given  in  great  numbers  and  at  great  and 
apparently  too  great  length  at  times,  with  the 
inclusion  of  many  unimportant  facts  which  sug- 
gest careless  editing  and  unfortunately  give  the 
impression  of  padding.  From  the  surgical  stand- 
point the  work  reflects  the  opinions  and  convic- 
tions of  the  authors  in  extenso  somewhat  at  the 
expense  of  those  of  other  neurosympathetic 
surgeons.  This  is  of  course  authors’  license  in  a 
monograph.  The  medical  treatment  seems  to  the 
internist  to  be  unfairly  discriminated  against  for 
medical  methods  were  apparently  rarely  given 
thorough  trial  in  the  authors’  cases  before  surgi- 
cal intervention  was  undertaken.  The  electro- 
cardiographic discussion  is  inadequate.  The  elec- 
trocardiographs on  page  126  are  upside  down. 
The  sequence  of  case-grouping  is  difficult  to  fol- 
low and  understand  in  rapid  survey  of  a reviewer. 
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The  directions  for  the  surreal  procedure  are 
extensive  and  will  no  doubt  appeal  to  the  surgeon 
who  has  only  an  infrequent  opportunity  to  under- 
take sympathectomy.  The  excellent  illustrations 
of  the  anatomy  of  the  region  will  be  invaluable 
to  the  seasoned  as  well  as  the  occasional  operator 
in  this  important  field. 

George  R.  Hermann,  M.  D. 


Roentgenology:  Its  Early  History,  Some  Basic 

Physical  Principles  and  the  Protective  Meas- 
ures: By  G.  W.  Kaye,  O.  B.  E.,  M.  A.  D.  Sc. 
New  York,  Paul  B.  Hoeber,  Inc.  1928.  pp. 
157. 

Every  roentgenologist  in  this  country  know  of 
Dr.  Kaye  and  the  great  work  he  has  done  for 
radiology.  His  latest  book.  Roentgenology,  will 
be  in  great  demand.  In  this  book  consideration 
is  given  to  the  history  and  physics  of  roent- 
genology as  well  as  the  various  protective  meas- 
ures employed  in  the  best  roentgen  laboratories. 
Several  very  interesting  historical  illustrations 
and  a number  of  charts  appertaining  to  the 
physics  of  the  roentgen-ray  are  to  be  found  in 
this  book.  All  users  of  the  roentgen-ray  will  find 
this  little  book  both  interesting  and  educational. 

Leon  J.  Menville,  M.  D. 


A Compend  of  Diseases  of  the  Skin:  By  Jay 

Frank  Schamberg,  A.  B.,  M.  M.  Philadelphia, 
P.  Blakiston’s  Son  & Co.  1928.  pp.  324. 

The  eighth  edition  of  this  very  fine  little  volume, 
contains  all  the  good  of  previous  editions  and  has 
added  quite  a review  of  syphilis,  especially  of 
the  nervous  system. 

This  is  the  book  I like  to  recommend  for  the 
class  room  and  ready  reference  in  the  practi- 
tioner’s office.  It  is  complete  yet  compact. 

M.  T.  Van  Studdiford,  M.  D. 


The  Diabetic  Life:  Its  Control  by  Diet  and  In- 
sulin. A Concise  Practical  Manual  for  Prac- 
titioners and  Patients.  By  R.  D.  Lawrence, 
M.  A.,  M.  D.,  M.  R.  C.  P.  (London).  4th  ed. 
Philadelphia,  P.  Blakiston’s  Son  & Co.  1928. 

pp.  188. 

There  are  many  things  of  very  great  interest 
suggested  in  this  little  book  and  a doctor  who 
wishes  a brief,  accurate  and  authentic  review 
and  guide  will  find  it  here.  The  book,  however, 
is  much  too  technical  for  the  average  run  of 
patients.  The  Line-ration  scheme  is  ingenious  but 
in  the  opinion  of  the  reviewer  no  easier  to  teach 
patients  than  the  straight  calculation  of  the  diet. 

I.  I.  Lemann,  M.  D. 


Recent  Advances  in  Surgery:  By  W.  Heneage 

Ogilvie,  M.  A.,  M.  D.,  M.Ch.,  Oxon.,  F.  R. 
C.  S.  Eng.  Philadelphia,  P.  Blakiston’s  Sons 
& Co.  1928.  pp.  461. 

A good  resume  of  recent  progress  in  surgical 
fields.  The  volume  compares  favorably  with  a 
similar  work  edited  by  Graham,  entitled  Year- 
Book  of  Surgery.  It  is  a good  and  convenient 
reference  book. 

Shirley  C.  Lyons,  M.  D. 


The  Kahn  Test:  By  R.  L.  Kahn,  M.  S.,  Sc.D. 

Baltimore,  The  Williams  and  Wilkins  Co. 

1928.  pp.  201. 

This  work  consists  of  an  explanation  of  the 
phenomena  of  precipitation  in  syphilis  with  refer- 
ence to  the  Kahn  reaction,  with  remarks  concern- 
ing the  choice  of  apparatus,  reagents,  and  stand- 
ardization of  antigen.  The  author  also  discusses 
the  various  reactions  obtained  with  the  Kahn  test 
and  their  clinical  interpretation.  The  technique 
for  procedures  with  spinal  fluid  and  the  micro 
and  special  procedures  are  also  given. 

The  volume  deals  entirely  with  the  technique 
and  interpretation  of  the  Kahn  test  and  is  an  ex- 
cellent reference  for  anyone  choosing  to  use  this 
test. 

Edwin  H.  Lawson,  M.  D. 


Syphilis:  By  Charles  C.  Dennie,  B.  iS.,  M.  D., 

New  York,  Harper  & Brothers.  1928. 
pp.  304. 

This  little  book  cites  the  personal  views  of  the 
Author  as  expressed  in  the  “Foreword.”  It  is 
a very  nice  compends  on  syphilis  but  is  lacking 
in  details  and  illustrations.  The  table  of  contents 
is  fairly  complete  but  there  is  no  index  in  the 
back  of  the  book  which  adds  to  its  inconvenience 
as  a reference. 

Monroe  Wolf,  M.  D. 


Medical  Department  of  the  United  States  Army 
in  the  World  War:  By  Maj.  Albert  S.  Bow- 

en, M.  C.  Vol.  IV.  Washington,  U.  S.  Gov- 
ernment Printing  Office.  1928.  pp.  494. 

The  fourth  volume  of  this  enormous  history 
of  the  Medical  Department  of  the  World  War  has 
to  deal  with  the  mobilization  camps  and  ports  of 
embarkation,  and  of  the  activities  in  these  several 
important  departments  under  the  control  of  the 
medical  corps.  This  volume  has  been  compiled 
with  the  same  careful  attention  to  details  and 
to  minutiae  as  the  other  volumes  that  have  al- 
ready appeared. 


J.  H.  Musser,  M.  D. 
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Clinical  Examination  of  the  Nervous  System. 
By  G.  H.  Monrad-Krohn,  M.  D.,  F.  R.  C.  P.; 
with  a foreword  by  T.  Grainger  Stewart, 
M.  D.,  F.  R.  C.  P.  4th  ed.  New  York,  Paul 
B.  Hoeber,  1928.  pp  209. 

This  book  is  just  what  it  purports  to  be,  a 
manual  for  the  clinical  examination  of  neurol- 
ogical patients.  The  author  has  undoubtedly 
achieved  his  purpose,  and  presents  a work  which 
will  be  of  great  value  to  neurological  beginners 
and  to  students.  It  will  enable  them  to  system- 
atize their  neurological  examinations  and  make 
them  more  complete  and  thorough.  The  material 
that  he  gives  can,  of  course,  be  obtained  from 
other  works,  but  here  it  is  condensed  and  in  such 
a form  as  to  be  instantly  available  for  use. 
Furthermore  he  describes  many  details  as  to  the 
technique  of  eliciting  signs  and  making  tests, 
which  should  be  extremely  useful  and  of  great 
assistance  to  anyone  taking  up  neurology. 

E.  McC.  CONNELY,  M.  D. 


A Handbook  for  the  Diabetic:  By  Albert  H. 

Rowe,  B.  S.,  M.  S.,  M.  D.  New  York,  Ox- 
ford University  Press,  1928.  pp.  129. 

Another  of  the  numerous  guides  for  the  diabetic 
patient  and  his  physician.  This  one  is  very  plain- 
ly written  though  it  contains,  as  do  most  of  the 
primers  in  the  opinion  of  the  reviewer,  too  many 
details  for  the  average  patient.  On  the  other 
hand,  any  physician  who  will  take  this  little  book 
and  digest  its  contents  should  be  able  to  handle 
adequately  the  diabetic  patients  who  come  to  him. 
There  are  a number  of  pieces  of  detailed  advice 
as  to  arrangement  of  the  diet  and  the  administra- 
tion of  the  insulin  which  will  prove  of  value  to  the 
doctor.  This  book  is  recommended  to  him  as  one 
of  the  dependable  and  easily  understood  primers. 

I.  I.  Lemann,  M.  D. 


A Handbook  of  Clinical  Chemical  Pathology : By 

Frank  Scott  Fowweather,  M.  D.,  M.Sc.,  D. 
P.  H.  (Liverpool),  F.  I.  C.,  with  foreword  by 
Sir  Berkeley  Moynihan,  Philadelphia.  P. 
Blakiston’s  Son  & Co.  1929.  pp.  216. 

This  little  book  fills  a great  need  in  medicine 
as  there  is  nothing  quite  like  it  in  medical  liter- 
ature, despite  the  fact  that  the  information  it  con- 
tains is  continually  sought  for.  Here  it  is 
gathered  up  and  discussed,  rather  superficially, 
it  is  true,  but  with  sufficient  detail  for  the  man 
who  seeks  such  facts  as  it  contains.  A brief  and 
succint  chapter  is  devoted  to  such  phases  of 
chemical  pathology  as  acid-base  balance  of  the 
blood,  renal  function  tests,  liver  function  tests, 
examination  of  the  cerebro-spinal  fluid,  basal 


metabolism,  anoxemia,  together  with  vitamins  and 
deficiency  diseases,  as  well  as  some  nine  other 
chapters  devoted  to  somewhat  less  important  and 
less  frequently  sought  after  subjects.  The  book 
should  prove  of  great  value  to  the  clinican  or  any 
medical  man  is  not  actively  carrying  out  labora- 
tory procedures,  but  who  is  anxious  to  know  the 
why  and  the  wherefore  and  the  results. 

J.  H.  Musser,  M.  D. 


The  Adrenals:  Their  Physiology,  Pathology  and 

Diseases;  By  Max  A.  Goldzieher,  M.  D. 

New  York.  The  Macmillan  Co.  1929.  pp. 

426. 

A monographic  description  of  the  adrenal  glands 
including  their  nonnal  and  pathological  morph- 
ology and  function,  the  interpretation  of  morph- 
ological changes  and  functional  disturbances  and 
their  relation  to  clinical  medicine.  In  clinical 
medicine  today  very  little  attention  is  paid  to 
adrenal  disturbances.  Practically  speaking,  the 
only  item  of  adrenal  pathology  which  is  taken  into 
consideration  by  the  average  physician  is  that  of 
complete  adrenal  insufficiency,  leading  to  Addi- 
son’s disease.  This  volume  is  an  attempt  to 
demonstrate  that  quite  definite  conclusions  can  be 
drawn  in  order  to  establish  several  other  syn- 
dromes, besides  Addison’s  disease,  which  are  by 
no  means  as  rare  and  unimportant  as  generally 
considered.  Furthermore,  in  various  syndromes 
which  are  brought  about  by  the  impairment  of 
other  organs  than  the  adrenals,  the  latter  also 
play  a secondary  role,  which  deserves  attention 
both  from  a diagnostic  and  thereapeutic  point  of 
view. 

The  book  opens  with  a chapter  on  the  develop- 
ment of  the  adenals.  There  is  a striking  parallel- 
ism between  the  ontogenesis  and  phylogenesis  of 
cortex  and  medulla.  At  first  there  is  complete 
separation  of  the  two  systems;  fish  stage;  next, 
close  contact  of  the  two  tissues;  amphibia  stage; 
then  the  intermingling  of  the  two  components: 
bird  stage;  and  eventually  the  complete  inclusion 
of  the  phaeochrome  tissue  by  the  interrenal 
element  and  formation  of  a unified  organ:  mam- 
mal stage. 

The  third  chapter  of  something  over  a hun- 
dred pages,  deals  with  the  physiology  of  the 
adrenals.  The  effects  of  adrenalectomy  are  re- 
viewed, attention  being  called  to  such  things  as 
the  striking  loss  of  weight,  pulmonary  over-ven- 
tilation, the  decrease  of  alveolar  CO2,  decrease  in 
blood  alkali  reserve,  rise  in  temperature,  nitrogen 
and  sulphate  metabolism,  etc.  The  specific  effect 
of  adrenalin  on  the  heart,  the  intestines,  uterus, 
the  eye,  the  bronchus,  muscular  fatigue,  glandular 
organs,  the  blood,  metabolism  (gaseous,  salt. 
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carbohydrate),  are  discussed  as  well  as  the  effects 
of  drugs,  the  influence  of  the  pancrease  and  of 
other  endocrine  correlations. 

Although  the  demonstration  of  cholin  in  ex- 
tracts of  the  adrenal  cortex  and  in  its  efferent 
veins  might  suggest  the  possibility  of  this  sub- 
stance being  the  sole  and  only  active  principle,  a 
survey  of  its  properties  shows  that  it  can  not  ac- 
count for  all  of  the  manifold  effects  of  the  phy- 
siological function  of  the  cortex  or  for  those  of 
its  pathological  dysfunction.  Some  preliminary 
work  by  the  author,  attempting  to  demonstrate  the 
presence  of  another  active  substance  (interrenin) 
is  here  referred  to. 

Chapters  4 and  5 deal  with  the  pathological 
anatomy  and  the  patho-physiology  of  the  glands. 
The  last  chapter,  refreshingly  short,  discusses  the 
general  principles  of  adrenal  organotherapy. 

The  book  is  well  illustrated,  there  being  72 
microphotographs  most  of  which  illustrate  the 
chapter  on  pathological  anatomy.  The  bibli- 
ography occupies  97  pages.  A perusal  of  the 
book  will  repay  the  clinician  as  well  as  the  more 
physiologically  inclined  and  one  closes  it  with  the 
feeling  that  the  adrenals  have  many  quite  im- 
portant functions  and  correlations. 

Henry  Laurens,  Ph.D. 


National  Health  Series:  What  Every  One  Should 

Know  About  Eyes:  By  F.  Park  Lewis,  M. 

D.  Care  of  the  Mouth  and  Teeth,  by  Harvey 
J.  Burkhart,  D.  D.  S.  Diabetes  and  Its  Treat- 
ment, by  Frederick  M.  Allen,  M.  D.  New 
York,  Funk  & Wagnalls  Company.  1928. 

Three  little  booklets  written  by  well  known 
authorities  on  their  subjects,  carefully  prepared 
for  the  laity.  They  are  desirable  and  well  worth 
while  for  the  person  interested  in  personal  hy- 
giene. 

J.  H.  Musser,  M.  D. 


Practical  Medicine  Series — General  Medicine — 
Series  1928:  Ed.  by  George  H.  Weaver, 

M.  D.,  and  others.  Chicago,  Year  Book  pub- 
lishers. 1928.  pp.  832. 

The  practical  medicine  series  has  been  in  ex- 
istence too  long  to  require  any  introduction  to  the 
medical  public.  The  reviewer  has  watched,  with 
particular  interest,  the  development  of  the  volume 
on  general  medicine  during  the  past  thirteen 
years.  Much  credit  is  due  to  its  editors  for  its 
present  high  standard.  While  it  is  manifestly 
impossible  to  review  and  abstract  all  the  valuable 
articles  that  have  appeared  in  internal  medicine 
during  the  past  year  in  a comparatively  small 
volume,  much  good  judgment  in  selection  has  been 
shown  throughout  the  book.  Papers  of  outstand- 
ing merit  are  reproduced,  at  times,  in  toto.  Here 
and  there  editor’s  notes  are  inscribed  endorsing 


or  disagreeing  with  conclusions  reached  by  authors 
of  papers.  This  adds  a personal  touch  to  the 
book  which  enhances  its  value  and  interest.  The 
reviewer  can  highly  recommend  this  volume  to  the 
busy  practitioner  who  is  desirous  of  keeping  up 
with  the  recent  literature  in  general  medicine. 

Randolph  Lyons,  M.  D. 
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THE  NEW  ERA  IN  GENERAL 
SURGERY.* 

W.  H.  ANDERSON,  M.  D., 
Booneville,  Miss. 

For  the  last  decade  general  surgery  has 
been  on  the  mat  before  the  multiplied 
specialists,  and  the  battle  has  been  keen  for 
the  survival  of  the  fittest.  Surgery  became 
so  highly  specialized  that  the  specialist  had 
plenty  of  time  to  sell  his  one  article  to  the 
consumer  and  he  depended  upon  making  a 
long  profit  on  a few  sales,  rather  than  on 
volume  of  business.  The  specialist  special- 
ized in  doing  the  simplest  thing  in  the 
hardest  way  at  the  greatest  possible  cost, 
and  in  fact  measured  his  success  by  the 
enormity  of  the  fee  he  was  able  to  collect. 
Enticed  by  the  real  success  and  service  of 
the  true  specialist,  and  lured  by  the  artistic 
salesmanship  of  the  near  fake,  specialists 
sprang  up  over  week-ends,  and  they  became 
very  numerous  and  very  highly  specialized. 
The  story  goes : a man  who  had  a limited 
acquaintance  in  the  city,  called  the  only 
orthopedic  surgeon  he  knew  when  his  car 
was  wrecked  and  his  wife  got  a leg  broken, 
to  come  at  once^ — and  the  specialist  asked 
“which  leg,”  and  he  replied  “the  right,” 
whereupon  the  specialist  said,  “I  am  sorry, 
but  you  will  have  to  call  another  doctor,” 
“I  specialize  on  the  left.”  And  at  a social 
function  of  some  formality,  an  infatuated 
young  lady  suavely  asked  a young  man  “and 
what  is  your  profession?”  “I  am  a Naval 
surgeon.”  “My,  it  is  remarkable  the  extent 


*Read  before  the  Mississippi  State  Medical 
Association,  Meridian,  Miss.,  May  8-10,  1928. 


you  surgeons  carry  your  specialty  now- 
adays.” 

The  smoke  of  battle  is  clearing  away. 
The  real  specialists  have  won  by  making 
general  surgery  a specialty.  The  confines 
of  general  surgery  have  become  more 
definitely  defined,  and  the  general  surgeon 
is  striving  to  become  more  efficient  within 
his  confines.  General  surgery  becoming  a 
specialty,  marks  a new  era  in  this  field,  but 
there  is  even  more  than  this  taking  place. 
For  a while  it  was  very  discouraging  and 
looked  like  the  general  man  would  be  en- 
tirely rejected  by  the  specialists,  but  now 
he  is  becoming  the  corner  stone  for  all  sur- 
gery. This  should  be  encouraging  to  us,  as 
our  own  Mississippi  of  farms  and  small 
towns  is  especially  adapted  to  general  sur- 
gery. We  now  have  within  our  confines 
some  of  the  most  brilliant  general  surgeons 
in  the  nation,  only  their  work  has  not  been 
done  on  the  stage  under  the  high-powered 
spotlight. 

In  general  surgery  it  is  much  harder  for 
a man  to  qualify.  He  is  like  an  assembly 
man  for  a new  car.  It  is  easy  enough  to 
find  a man  who  can  put  on  a wheel  or  a 
windshield,  or  tighten  the  brakes,  but  when 
it  comes  to  getting  all  the  parts  in  the  right 
relation,  so  the  machine  will  last  and  won’t 
rattle,  it  is  different.  The  general  surgeon 
must  needs  be  a man  of  broad  mind,  versa- 
tile, and  thoroughly  educated.  He  must 
know  when  special  surgery  is  indicated,  and 
must  be  fair  enough  with  the  patient  and 
his  client  to  recommend  the  specialist  when 
his  invaluable  services  are  needed. 
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General  surgery  in  the  new  era  will  be 
constructive,  conservative  and  preventive. 
The  patient’s  life  is  and  will  always  be  the 
greatest  consideration  of  the  general  sur- 
geon, but  saving  the  life  and  adding  years 
to  it  is  not  enough  now,  volume  of  life  must 
be  added  also.  There  was  a time  when  two 
to  four  days  was  considered  ample  time  to 
operate  on  a case  of  appendicitis,  and  in 
many  instances  even  if  the  patient  lived  he 
was  handicapped  with  adhesions,  or  rup- 
ture or  maybe  a weakened  heart  muscle 
from  the  toxins.  But  in  this  the  new  era 
the  average  case  can  be  diagnosed  in  five  to 
ten  minutes,  and  constructive  surgery  looks 
down  the  line  of  efficiency  and  the  case  is 
operated  within  six  hours  of  the  onset. 
Instead  of  waiting  to  cure  a bad  case  of 
gonorrhea  or  soft  chancre  fortified  behind 
a prepuce  a yard  long  to  do  a circumcision, 
it  will  be  done  when  the  baby  is  from  five 
to  seven  days  old.  Instead  of  waiting  ten  to 
twenty  years  for  the  nerve  lines  to  be  burnt 
out  and  the  entire  human  organisms  brought 
down  below  par  from  a bad  laceration  of 
the  perineum,  the  general  surgeon  must 
take  an  active  part  in  obstetrics,  at  least 
to  the  exent  of  being  closely  affiliated  in  a 
cooperative  way  with  the  general  practi- 
ioner,  and  all  lacerations  will  be  repaired  at 
the  time  of  child  birth.  Under  surgical  con- 
ditions the  healing  results  are  practically  as 
good,  the  post-operative  pain  is  much  less, 
the  scar  tissue  is  reduced,  and  hence  that 
patient  can  stand  another  pregnancy  with 
less  danger  of  injury,  and  many  aches  and 
much  nervous  energy  are  prevented  and 
conserved.  The  general  surgeon  should  take 
time  and  be  paid  for  it  to  inform  and  edu- 
cate the  people  to  have  surgery  done  when 
the  cure  is  more  certain  and  the  efficient 
results  are  greater.  An  operation  for 
hernia  is  simple  in  the  beginning  in  the 
average  case,  the  cure  is  complete,  and  the 
percentage  of  recurrence  is  low ; but  the 
possibilities  of  the  neglected  case  are  not 
pleasant  to  think  upon.  The  wearer  of  a 
truss  has  his  physical  efficiency  reduced,  his 
mental  morale  is  not  always  up  to  par,  and 
as  he  goes  about  his  daily  work  he  is  sitting 


over  dire  and  dynamic  possibilities.  The 
rupture  becomes  larger,  scar  tissue  forms, 
the  pre-disposition  to  appendicitis  is  great, 
to  strangulation  and  intestinal  obstruction 
is  still  greater ; then  if  the  patient  is  saved 
the  physical  efficiency  in  a big  per  cent  of 
the  cases  is  lowered,  and  dangerous  possi- 
bilities still  exist,  and  an  added  aggriva- 
tion  in  the  form  of  adhesion  ever  remains 
as  a Job’s  comforter. 

In  the  new  era,  conservative  surgery  is 
and  will  be  in  vogue.  Conservative  sur- 
gery has  made  greater  strides  in  the  pelvis 
perhaps  than  in  any  other  field.  Up  until 
six  or  eight  years  ago  ovaries,  tubes  and 
uteri  were  sacrificed  at  the  least  provoca- 
tion. Gonorrheal  infection  gave  rise  to  a big 
part  of  pelvic  surgery.  Much  of  this  was  not 
constructive  surgery.  It  was  destructive, 
leaving  the  patient  less  fit  and  many  lives 
were  actually  lost.  In  this  field  of  surgery 
conservatism  and  education  has  been  a great 
step  forward.  Only  a few  years  ago  the 
gall  bladder  in  the  higher  circles  of  general 
surgery,  scarcely  escaped  any  more  than 
did  the  appendix.  It  was  nearly  always 
bad  if  no  other  outstanding  cause  could  be 
found  for  the  symptoms.  It  seems  now 
that  the  gall  bladder  is  held  for  only  a small 
part  of  the  offense.  In  ulcer  of  the  stomach 
and  intestine,  at  last  the  patient  is  given 
rest  and  a sensible  diet  and  focal  infections 
are  removed  before  quite  so  much  major 
surgery  is  done  in  the  form  of  resections 
and  gastroenterostomies.  The  indications 
are  that  within  two  or  three  years  the  radi- 
cal operation  of  the  breast  will  be  passing 
out  as  has  the  destructive  and  often  fatal 
Wertheim.  Total  hysterectomy  is  scarcely 
even  indicated  now-a-days.  Radium  is  the 
treatment  of  choice  in  carcinoma  of  the 
cervix,  and  even  with  a firboid  uterus  and 
a lacerated  and  everted  cervix,  it  is  usu- 
ally advisable  to  leave  the  portion  that 
anchors  the  ligaments  and  contains  the 
most  abundant  blood  supply.  In  tubercu- 
losis of  the  kidney  conservatism  is  again 
gaining  ground.  Another  marked  and  com- 
mendable form  of  conservatisms  is  seen  in 
what  we  might  call  the  field  of  relief  sur- 
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gery,  as  in  advanced  cancer  of  the  breast, 
cervix,  back  of  tongue,  et  al.  The  surgeon 
now  does  and  must  study  his  patient  from 
top  to  bottom  and  determine  by  the  most 
accurate  facts  he  can  obtain  and  by  his  best 
process  of  reasoning  whether  or  not  the 
patient  will  survive  the  operation  and  what 
will  be  the  status  of  that  patient  a few 
months  later.  If  the  odds  are  against  the 
patient,  then  the  operation  is  left  off  and 
relief  is  sought  by  other  means  if  it  can 
be.  This  is  a great  saving  to  the  patient, 
usually  pleasing  to  the  relatives  and  the 
surgeon  should  be  commended.  The  ideal 
is  to  so  diagnose  and  sum  up  the  latent  pow- 
ers of  the  patient  that  when  an  operation  is 
done,  the  patient  will  always  survive  it. 
When  it  comes  to  removing  foci  of  infection 
radicalism  is  the  most  conservative  many 
times.  The  work  of  Rosenow  of  the  Mayo 
Clinic  on  focal  infections  has  not  yet  been 
estimated  in  its  great  importance.  So  the 
man  who  is  radical  in  removing  foci  of  in- 
fection may  be  the  most  conservative  in  re- 
ducing and  preventing  surgery. 

Up  to  the  time  of  Pasteur,  medical  prog- 
ress was  slow.  We  gained  some  ground  by 
trial  and  observation.  Since  the  Pasteur 
age,  we  have  had  a basis  for  curative  and 
preventive  medicine.  For  fifty  years  cur- 
ative medicine  received  the  greatest  at- 
tention. We  are  now  in  the  age  of  pre- 
ventive medicine.  It  promises  great  ad- 
vancement now  that  the  conflict  between 
the  practitioner  and  public  health  officer 
has  practically  vanished.  The  staunchest 
friends  now  to  preventive  medicine  is  and 
will  be  the  general  practitioner.  As  yet 
preventive  surgery  has  received  but  little 
attention.  It  will  though.  It  must.  And 
the  general  surgeon  is  to  be  the  champion 
in  this  new  field.  If  he  is  successful  he  will 
be  called  the  most  blessed  of  all.  But  the 
question  is  asked  “How  can  you  prevent  an 
operation  when  you  do  not  know  the  cause. 
Can  you  by  taking  thought  prevent  ap- 
pendicitis?” If  we  think  hard  enough  in 
the  right  direction  maybe  we  can.  It 
seems  that  some  people  and  some  nations 
are  more  susceptible  to  it  than  others. 


Hence  we  have  the  problem  of  heredity, 
climate  and  mode  of  living.  There  is  also 
a strong  probability  that  focal  infections 
play  an  important  role  in  the  production  of 
appendicitis  as  well  as  ulcer  of  the  stomach, 
intestines  and  gall  bladder  infection.  So 
by  the  help  of  the  nose  and  throat  specialist 
and  the  dentist,  many  more  serious  opera- 
tions might  be  prevented.  It  is  very  prob- 
able that  hook  worm  infection  may  predis- 
pose to  appendicitis  and  any  patient  who 
has  ever  set  foot  on  sandy  land  in  the  South 
should  not  go  unexamined. 

Good  obstetrics  without  doubt  may  pre- 
vent much  surgery.  And  how  may  this  be 
obtained?  Chief  among  all  by  being  more 
sparing  with  pituritin,  and  waiting  a little 
longer  to  use  forceps,  by  confining  more 
patients  in  the  hospital  and  using  gas  or 
chloroform  at  the  time  of  delivery,  are 
some  of  the  ways. 

In  the  entire  field  of  surgery  there  is 
one  example  after  another  where  a little 
surgery  in  time  may  save  a big  operation 
later.  In  carcinoma  of  the  cervix  or  can- 
cer of  the  breast  this  is  thrice  true. 

In  the  field  of  traumatic  surgery  it  has 
been  found  that  in  automobile  wrecks  the 
greater  part  of  the  damage  has  been  due 
to  shattered  glass,  hence  the  “non-shatter- 
able”  windshield. 

And  there  is  the  ill-fitting  shoe  that 
gives  rise  to  bunions,  pain,  discomfort,  bad 
temper,  expensive  operations.  Here  is  an 
opportunity  for  preventive  surgery. 

But  as  in  the  field  of  preventive  medicine, 
preventive  surgery  calls  for  special  train- 
ing, for  annual,  bi-annual  and  sometimes 
monthly  examinations.  The  surgeon  must 
be  paid  for  his  prophylactic  advice.  The 
general  public  must  catch  the  spirit  of  the 
new  era.  How  is  it  all  to  be  brought 
about?  I don’t  know.  I am  asking  you  to 
think  along  this  line,  to  do  your  part  to 
educate  your  clientile.  The  laity  must  be 
educated  to  its  importance.  The  profes- 
sion will  have  to  furnish  some  of  the  facts 
to  the  lay  press  and  solicit  its  help. 
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The  public  is  not  educated  to  the  impor- 
tance of  early  operation,  much  less  prophy- 
lactic surgery.  There  are  hundreds  of 
people  who  are  prejudiced  against  opera- 
tions and  hence  will  not  have  them  regard- 
less of  the  price.  There  are  thousands  who 
would  have  them  earlier,  but  feel  unable  fi- 
nanicially,  and  must  be  driven  to  it  because 
of  inability  to  work.  Some  people  think 
that  an  operation  costs  too  much,  too  many 
don’t  pay  anything  regardless  of  what  they 
are  charged.  The  people  think  the  doctors 
are  getting  rich  by  exorbitant  prices.  The 
doctor  knows  it  is  not  so,  and  feels  like  quite 
a per  cent  of  the  laity  has  been  taught  to 
fear  God  and  beat  their  “doctor  bill”.  Doc- 
tors give  away  more  of  their  time  and  serv- 
ices than  any  other  profession.  So  we  have 
a big  field  for  new  and  constructive  thought. 
It  is  a problem  for  the  entire  profession  and 
for  the  entire  people. 

The  general  surgeon,  especially  in  Missis- 
sippi, whose  field  of  endeavor  looked  as 
though  it  would  be  confiscated  by  the 
specialist,  has  become  the  corner  stone  in 
the  new  era  in  surgery.  He  must  have 
special  talents  and  special  training.  He 
must  not  under-estimate  the  value  of  the 
specialist,  and  he  must  be  very  closely  af- 
filiated with  the  general  practitioner.  He 
must  be  a man  who  has  enough  knowledge 
of  the  specialties  to  know  when  to  direct 
his  clients  to  them  and  he  should  have  had 
training  as  a general  practitioner.  This 
training  no  doubt  accounts  for  the  great 
number  of  successful  general  surgeons  in 
this  association. 

The  general  surgeons  will  rise  to  the 
level  of  the  new  demands  and  do  their  part. 
But  other  agencies  must  cooperate.  Chief 
among  those  are  our  medical  schools.  They 
must  get  a vision  of  the  work  before  us 
and  must  train  the  men  to  do  it.  The  most 
of  them  have  been  educating  away  from 
the  field  of  general  surgery  rather  than 
to  it.  In  Mississippi  the  great  field  that 
is  white  unto  harvest  in  general  surgery 
is  in  the  small  town.  The  medical  schools 
have  been  too  prone  to  employ  the  super- 
technical  man  who  would  starve  to  death 


in  general  practice  and  he  proceeds  to 
cram  down  the  student  his  memorized 
theories  and  speaks  always  in  terms  of  big 
hospitals,  interns,  nurses  and  orderlies 
and  straight  way  mis-educates  the  grad- 
uates to  the  city,  to  the  bright  lights,  to 
the  specialties.  The  general  surgeon  needs 
to  put  in  at  least  one  month  out  of  each 
year  studying  in  school,  not  simply  wisely 
looking  on.  The  college  professor  needs 
just  as  much  to  put  in  a month  in  Sullivan 
Hollow  in  general  practice  or  doing  surgery 
in  the  small  hospital  on  Vinegar  Bend. 

The  state,  the  social  economist,  and  the 
philanthropist  must  lend  a helping  hand. 
I would  not  spend  any  less  to  get  rid  of 
the  ticks  in  Mississippi,  but  I would  spend 
more  if  necessary  to  establish  small  hos- 
pitals throughout  the  State  of  Mississippi 
and  give  more  aid  to  the  general  practi- 
tioner and  to  the  general  surgeon  in  car- 
rying out  his  high  and  laudable  ideals  and 
promoting  his  efficiency  in  the  practice 
of  curative,  of  constructive,  of  conserv- 
ative, of  preventive  surgery,  thereby  mak- 
ing life  longer  and  broader  and  stronger, 
and  relieving  pain  and  distress,  and  leav- 
ing instead,  happiness  and  prosperity. 


TREA.MENT  AND  PREVENTION  OF  SCARLET  FEVER 
BY  SPECIFIC  ANTITOXINS  AND  SERUMS — The  paper  by 
John  A.  Toomey,  Cleveland,  is  a review  of  the  literature 
and  an  analysis  of  Cleveland  data.  He  calls  attention  to  the 
fact  that  in  most  papers,  the  statistics  of  mortality  are  gen- 
eral and  are  usually  bare  of  explanation.  The  reasons  patients 
die  are  very  important  and  should  be  considered,  and  the 
more  considered,  the  less  obvious  are  the  benefic*al  results 
of  antitoxin  since  it  may  be  that  hospital  patients  have  such 
admission  handicaps  that  nothing  could  save  thenr.  From 
Jan.  1,  1922,  to  Aug.  1,  1926,  2,058  scailet  fever  cases  were 
admitted  to  the  Cleveland  City  Hospital.  Sixty-five  patients, 
or  '6.1  per  cent,  died.  Thirteen  of  these  were  admitted  within 
forty-eight  hours  after  the  onset  of  their  symptoms  and 
only  three  of  these  were  toxic  uncomplicated  types.  Six  of 
these  patients  had  complications,  such  as  burns,  and.  curi- 
ously enough,  four  were  given  scarlet  fever  antitoxin  within 
twenty-four  hours  of  the  onset.  When  the  case  fatalities 
are  analyzed,  it  is  d tf.cult  to  see  just  how  antitoxin  would 
prevent  death  and  cut  down  the  mortality  rate.  All  types  of 
reactions  occurred — early  thermic  responses,  thermic  re- 
sponses with  urticaria  and  edema,  late  urticaria  and  an  ana- 
yhylactoid  phenomenon  with  three  deaths  due  to  or  hastened 
by  antitoxin.  In  most  of  the  treated  cases  there  was  far 
more  illness  from  the  effects  of  serum  sickness  than  from 
the  scarlet  fever.  Is  it  worth  while,  then,  asks  Toomey,  to 
inject  all  patients  in  the  face  of  the  mildness  of  the  present 
type  of  scarlet  fever,  just  to  see  them  better  a day  or  two 
sooner  and  have  serum  sickness,  or  would  it  be  better  to 
leave  them  alone  and  take  our  chances  on  the  average  course 
of  the  disease?  He  believes  that  the  ultimate  fate  of  anti- 
toxin therapy  will  be  settled  only  in  an  epidemic  with  a 
high  mortality  rate.  Although  Toomey  has  not  been  much 
impressed  with  the  value  of  antitoxin  either  in  treatment 
or  in  prophylaxis,  he  is  extremely  enthusiastic  about  the 
results  he  has  obtained  by  the  active  immunization  of  sus- 
ceptible patients  in  the  manner  and  according  to  the  meth- 
ods advocated  by  the  Dicks.  This  routine  procedure  has 
practically  eradicated  scarlet  fever  among  the  resident  pop- 
ulation of  Cleveland  hospitals. — Jour.  Am.  Med.  Assn.,  91  : 
1599-1603,  1928. 
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THE  BETTER  PHYSICIAN* 

E.  B.  FRENCH,  M.  D., 

McComb,  Miss. 

I want  to  thank  you  for  the  honor  you 
lave  shown  me,  and  assure  you  of  the 
Measure  and  benefit  it  has  been  to  me  to 
lave  served  you  this  year.  (That  remark 
:s  just  as  true  as  it  is  trite.)  You  have 
tiot  been  benefitted  as  much  as  I,  for  I 
lave  been  more  forcefully  impressed  with 
the  benefit  and  necessity  of  organization 
ivcrk,  therefore,  I am  a better  member  of 
this  Society. 

There  is  nothing  new  in  this  paper,  and 
nothing  deep,  naturally,  but  I am  going 
to  take  the  liberty  of  reiterating  some  of 
the  fundamental  facts  and  principles  with 
which  we  are  all  imbued  though  they  are 
iften  overlooked  in  the  course  of  a busy 
routine. 

First,  of  course,  the  patient  is  the  prime 
consideration  and  our  business  is  to  get 
him  well.  Lets  start  off  with  the  Golden 
Rule,  reverse  the  situation  and  ask  our- 
selves what  we  would  do  or  what  we  would 
have  done  for  ourselves  under  the  same 
conditions.  Remember  that  when  we  have 
a sick  body  we  also  have  a sick  mind.  They 
both  need  treatment,  calling  for  both  the 
art  and  science  of  medicine.  Art  is  di- 
rected towards  the  sick  mind,  science  to 
the  sick  body ; being  conscience  of  the 
power  of  mind  over  matter. 

We  probably  don’t  apply  the  art  enough, 
and  charlatans  use  it  too  much,  neglecting 
science.  There’s  a happy  medium  between 
the  two. 

Confidence  that  the  physician  inspires  is 
part  of  the  art.  What  he  actually  combats 
physically  is  done  by  science. 

COMPARISON; 

ART  SCIENCE 

Has  a method  Has  a system 

Looks  to  function  Looks  to  structure 

Acts,  is  unconscious  Speaking,  is  conscious 

Uses  one  eye  Uses  the  other  eye 

* Presidential  Address,  read  before  the  Tri- 
County  Medical  iSociety,  December  11,  1928. 


Wisdom  in  medicine  uses  both  eyes  get- 
ting a stereoscopic  view:  discerns  solidity 
as  well  as  surface,  and  seeing  both  sides 
uses  mind  and  body  for  the  cure  of  the  one 
man.  One  eye  is  philosophic  and  observ- 
ant; one  theoretic  and  one  practical;  one 
seeing  the  invisible  and  one  the  visible. 
This  constitutes  the  double  vision  of  the 
practical  man.  We  need  good  common 
sense  in  everything  and  uncommonly  good 
sense  in  medicine. 

If  luck  has  dealt  a good  hand  play  it 
well,  if  not,  play  the  poorer  hand  for  all 
it  is  worth. 

We  as  physicians  should  know  human 
nature  as  well  as  our  profession.  And  be 
mindful  always  of  nature’s  effort  to  cure 
disease.  Hippocrates  first  realized  and 
taught  this.  To  assist  her  when  she’s 
right  and  coerce  her  when  she’s  wrong. 
Study  to  determine  the  point  where  na- 
ture ends  and  medicine  must  begin  in  the 
cure  of  disease.  One  needs  a grain  of 
medicine  and  an  ounce  of  wisdom,  the 
other  an  ounce  of  medicine  and  a grain  of 
wisdom. 

Prof.  Nathnagel  says : “Only  a good 

man  can  be  a good  doctor.’’  I want  to  ask. 
Why  are  doctors  not  good  to  each  other? 
Is  it  because  of  sensitiveness  and  easily 
V ounded  feelings  if  a patient  has  a prefer- 
ence for  the  other  man?  There’s  no  ac- 
counting for  tastes  in  the  selection  of  a 
doctor  any  more  than  there  is  in  the  se- 
lection of  a wife  or  husband.  We  are  too 
“big”  to  be  “little”  to  each  other.  Nothing 
is  gained  by  antagonism  but  much  is 
gained  through  harmony. 

In  this  connection  I want  to  express  my 
regret  at  the  apparent  passing  of  profes- 
sional ethics ; it  is  being  relegated  to  the 
past  along  with  Southern  Chivalry.  We 
see  it  yet  in  the  bigger  men,  and  in  charity 
cases. 

Is  it  because  we  are  getting  too  com- 
mercial and  eager  for  the  dollar?  I’m  say- 
ing nothing  against  collecting  for  what 
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we  do.  We  should  and  must  collect  close- 
ly in  order  to  pay  promptly,  that  is  a duty 
to  ourselves  and  families,  but  we  also  have 
a duty  to  our  confreres  individually  and 
to  the  profession  at  large.  Mention  has 
been  made  of  our  duty  to  the  patient  and 
in  this  connection  lets  ask  ourselves  if  we 
observe  that  principle  when  we  attempt 
things  we  are  not  prepared  or  trained  to 
do,  doing  excellent  things  badly  and  bad 
things  excellently.  Let’s  not  be  averse  to 
consultation.  A confrere  is  “big  com- 
pany” when  you  are  in  deep  water,  if  the 
two  can  work  together,  (give  and  take.) 
Otherwise,  it  is  better  to  work  alone  for 
responsibility  is  shifted  and  not  divided. 

A shortcoming  we  too  often  have  is 
failure  to  make  a sufficiently  thorough  ex- 
amination. Proper  examination  has  a 
two-fold  purpose:  the  psychic  elfect  on  the 
patient,  the  information  we  gain  from 
it.  Failure  in  this  is  not  fulfilling  our 
duty  to  the  patient.  We  get  in  bad,  and 
get  the  profession  in  bad  too.  Somebody 
else  will  check  us  up,  give  a different 
opinion  and  treatment,  and  probably  get 
results. 

Since  we  must  have  our  differences  of 
opinion  lets  not  air  them  too  much.  Look 
at  the  disrepute  alienists  have  gotten  their 
branch  of  medicine  into. 

Lets  remember,  when  working  on  dis- 
eased bodies  that  they  are  all  inhabited  by 
minds  that  have  variable  emotions,  normal 
and  abnormal,  generally  abnormal.  The 
sick,  unless  their  sensibilities  are  blunted 
by  disease,  are  the  most  sensitive  and  sel- 
fish of  mankind.  We  must  attempt,  in  a 
measure,  to  fathom  each  patient’s  mind, 
discover  its  peculiarities  and  direct  our 
efforts  in  harmony  with  it.  Let  hope,  ex- 
pectation, contentment  and  that  mysterious 
and  powerful  force  called  faith,  and  other 
psychological  agents  be  our  constant  aids, 
for  they  may  each  exercise  legitimate 
power,  and  may  each  impart  the  greatest 
amount  of  benefit  to  the  sick,  and  confiding 
comfort  to  those  around.  Coleridge  con- 
sidered him  the  best  physician  who  in- 


spired most  hope.  Hope  creates  ideas, 
generates  new  expedients,  brings  up  useful 
reflection  and  leads  to  fresh  endeavors. 
Every  sick  man  is  our  half  brother  and 
every  sick  woman  our  half  sister. 

There  are  two  kinds  of  legitimate  reputa- 
tion physicians  may  acquire:  a popular 
one  with  the  people  and  a higher  or 
professional  one  with  his  confreres. 
Proper  desire  for  both  keeps  us  well 
balanced.  We  make  our  living  by 
means  of  the  one;  we  keep  ur  standard 
high  by  means  of  the  other.  Seek  to  en- 
hance the  profession  in  public  esteem  and 
defend  fellow  physicians  and  the  profes- 
sion when  either  is  unjustly  assailed.  Fail- 
ure to  defend  the  reputation  of  an  absent 
brother  when  justice  demands  you  to  speak 
is  not  only  ignoble  but  implies  a quasi-sanc- 
tion of  the  libel,  and  a broken  reputation 
is  like  broken  china : you  may  mend  it  but 
it  always  leaves  a scar. 

Most  of  us  belong  to  one  of  two  classes : 
“Unsuccessful,  full  of  learning,  this  one 
dies  of  want  of  bread ; if  successful,  full  of 
earning,  this  one  dies  of  work  instead.” 
This  is  another  case  wherein  the  middle 
ground  is  the  place  of  choice,  or  we  find 
ourselves  in  that  array  of  doctors  who 
never  get  bread  till  they  ha,ve  no  teeth 
to  eat  it. 

We  can  guarantee  nothing  except  that  we 
know  our  duty  and  will  do  it ; if  the  patient 
will  do  his  best  we  will  do  ours  and  await 
results.  The  practice  of  medicine  is  not  an 
exact  science  nor  is  life  a definite  quantity. 
All  between  the  cradle  and  the  grave  is  un- 
certain. Every  case  presents  a chain  of 
probabilities  surrounded  by  a circle  of 
possibilities,  hence  the  uncertainties  with 
which  we  must  deal,  and  the  loop-holes 
needed  in  prognoses. 

“Wisdom  is  the  sunlight  of  the  soul”,  and 
there  is  perpetual  delight  in  the  possession 
of  knowledge — but  what  we  don’t  know  is 
a great  pity. 

In  closing,  I want  to  present  this  para- 
graph from  Richard  Steele: 
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“Tradition  is  not  a fetish  to  be  prayed 
to,  but  a useful  record  of  experiences. 
Time  should  bring  improvement,  but  not 
all  old  things  are  worthless.  We  are  served 
by  both  the  moderns  and  the  ancients. 
The  balanced  man  is  he  who  clings  to  the 
best  in  the  old,  and  appropriates  the  desir- 
able in  the  new.” 


FOOD  CONTAMINATION.* 

D.  G.  RAFFERTY,  M.  D., 

Pass  Christian,  Miss. 

Among  the  dangers  we  pass  through 
blithely  three  times  a day  is  that  of  food 
contamination.  These  dangers  can  be 
traced  in  most  cases  to  either  someone 
forgetting  to  do  something  or  someone 
doing  something  wrongly,  from  the  source 
of  our  food  supply  to  the  table.  In  other 
words,  the  human  equation  plays  a great 
part  in  the  contamination  of  our  food 
stuffs.  Fifty  years  ago  our  knowledge  of 
how  food  became  contaminated  was  both 
meager  and  unscientific.  Contrasted  with 
our  knowledge  of  today  this  branch  of  pre- 
ventive medicine  has  shown  a healthy 
progress.  Witness  a wise  government 
supervising  food  stuffs  through  federal, 
state,  county  and  city  agencies.  With 
your  permission  I shall  tell  you  briefly  the 
story  of  food  contamination  and  some  of 
its  results  as  it  appears  today. 

HISTORY. 

Problems  of  the  preservation  of  food 
stuffs  have  occupied  the  human  race  from 
earliest  times.  The  housewife  of  5,000 
years  ago  was  as  much  concerned  in  the 
preservation  of  meat,  milk  and  grains  as 
the  housewife  of  today.  The  ancient  house- 
wife was  more  concerned,  however,  in  the 
prevention  of  waste,  whereas  the  modern 
one  is  concerned  not  only  with  waste  but 
also  with  the  prevention  of  many  diseases 
of  which  she  is  cognizant.  While  con- 
taminated food  stuffs  had  been  under 
suspicion  for  a long  time  as  producing 

*Read  before  the  Mississippi  State  Medical  As- 
sociation, Meridian,  Miss.,  May  8-10,  1928. 


disease,  it  remained  for  Gartner  to  defin- 
itely establish  the  fact.  In  1888  he  found 
a bacillus  in  association  with  a meat 
poisoning  epidemic.  He  named  it  the 
bacillus  enteritidis.  A cow  sick  with  diar- 
rhea had  been  slaughtered  and  the  meat 
sold  for  food.  Of  the  persons  eating  the 
meat  57  became  ill.  As  a result  of  this 
study  Gartner  opened  up  a new  genus  of 
micro-organisms,  known  as  the  Salmonella 
group.  Of  this  Group,  comprising  some 
nineteen  organisms,  we  shall  hear  more  of 
later. 

INCIDENCE  OF  ILLNESS  RESULTING  FROM 

CONTAMINATED  FOOD. 

Despite  the  rigid  supervision  of  today 
disease  conditions  still  arise  from  the  use 
of  contaminated  foods.  Illnesses  occur 
more  frequently  than  is  generally  supposed. 
It  is  difficult  to  obtain  reliable  data  as  to 
the  frequency  of  its  occurrence.  Contam- 
inated food  produces  many  mild  cases  of 
poisoning.  Symptoms  of  nausea,  vomiting 
or  diarrhea  subside  without  treatment. 
Cases  of  this  nature  are  never  reported, 
therefore  we  have  no  reliable  statistics  on 
the  subject.  When  groups  of  individuals 
fall  sick  shortly  after  eating,  such  as 
soldiers,  sailors,  or  picnickers,  it  is  a 
different  matter.  Great  publicity  is  given 
to  the  incident  by  the  newspapers  and  in- 
vestigation of  suspected  food  is  promptly 
under  way.  This  is  a sort  of  locking  the 
stable-door  after  the  horse  is  out. 

SEASONAL  INFLUENCE. 

Food  stuffs  of  all  kinds  become  contam- 
inated more  readily  in  the  hot  months 
than  at  any  other  season.  Flies,  insects 
and  dust  aid  in  brin^ging  about  putrifactive 
processes.  In  homefe  without  refrigerators 
we  find  a high  morbidity  from  the  inges- 
tion of  contaminated  foods. 

PREDISPOSITION  AS  A FACTOR. 

Children,  debilitated  persons  and  the 
aged  are  more  susceptible  to  the  effects 
of  eating  a contaminated  food  than  other 
classes  of  individuals.  Children  have  been 
known  to  become  desperately  ill  from  the 
ingestion  of  a contaminated  article  of  diet 
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when  adults  partaking  of  the  same  food 
escaped  entirely. 

ETIOLOGY. 

Exciting  causes: 

(1)  Articles  of  diet  contaminated  with 
bacteria  or  other  micro-organisms. 

(2)  Poisonous  plants  mistaken  for  edi- 
ble varieties  and  poisonous  milk  due  to 
cows  eating  certain  plants. 

(3)  Parasites,  ingestion  of  the  ova  of 
taenia  solium  or  saginata  and  the  ovoid 
capsules  of  the  trichinae. 

MANIFESTATIONS  AFTER  INGESTION. 

The  ingestion  of  a contaminated  food 
may  manifest  itself  in  the  following  ways: 
Food  poisoning,  food  intoxication  and  food- 
borne  infection.  By  food  poisoning  is 
meant  the  condition  resulting  from  the 
ingestion  of  animal  or  vegetable  foods 
contaminated  with  bacteria  or  other  micro- 
organisms. It  may  include  the  toxic  symp- 
toms following  the  use  of  an  adulterated 
food.  Food  intoxication  means  the  toxic 
symptoms  following  the  ingestion  of  a 
food  containing  chemical  poisons  or  toxins 
•originating  from  bacterial  action  outside 
the  body.  The  term  food-borne  infection 
means  illness  resulting  from  the  ingestion 
of  food  contaminated  with  organisms  caus- 
ing infectious  diseases,  as  typhoid  fever, 
scarlet  fever,  diphtheria,  etc.  It  must  be 
remembered  that  sharp  lines  of  distinction 
between  food  poisonings  and  food  intoxi- 
cations cannot  be  drawn  always,  both 
factors  may  be  operative  at  the  same  time. 

FOOD  STUFFS  MOST  FREQUENTLY  CONTAMINATED. 

It  is  entirely  possible  *for  any  article  of 
diet  to  become  contaminated,  thereby 
causing  symptoms  of  varying  degree  of 
distress.  Certain  foods,  however,  are  more 
prone  to  contamination  than  others.  The 
food  stuffs  under  the  greatest  suspicion 
are:  meats  of  all  kinds,  fish,  oysters,  shell- 
fish, milk  and  its  derivatives,  such  as  ice- 
cream and  cheese.  Canned  goods  have 
been  incriminated  many  times  in  the  past. 
The  canned  product  of  today  is  more  than 


reasonably  safe  if  certain  simple  precau- 
tions are  taken. 

While  specific  organisms  are  responsible 
for  the  greater  number  of  food  poisoning 
cases,  poisonous  plants  are  to  be  considered. 
The  roots  of  the  water  hemlock  (cicuta 
maculata)  are  very  poisonous  and  are 
sometimes  mistaken  for  horse-radish,  arti- 
chokes or  parsnips.  Deaths  are  reported 
yearly  from  this  cause.  The  average  man 
knows  the  danger  of  mistaking  the  poi- 
sonous toadstool  from  the  mushroom  yet 
deaths  continue  to  be  recorded  from  this 
cause.  The  toadstool  contains  the  power- 
ful poison  muscarine,  giving  symptoms 
similar  to  acute  yellow  atrophy  of  the  liver. 
Jordan  reports  that  in  a ten-day  period  in 
September,  1911,  twenty-two  persons  were 
killed  from  mushroom  poisoning  in  the 
vicinity  of  New  York.  Of  importance,  too, 
are  poisons  which  animals  take  through 
feeding  on  poisonous  plants.  Meadow  saf- 
fron, while  not  injurious  to  the  animals 
themselves,  makes  their  milk  poisonous, 
producing  in  children  the  so-called  cholera 
infantum,  a disease  of  which  diarrhea  is 
the  chief  symptom.  Poisoning  through 
milk  may  also  occur  from  the  deadly 
nightshade  (atropin),  Christmas  rose 
(veratrin),  hogsbin  (hyoscamin),  and 
thorn-apple  (atropin  and  hyoscamin). 
These  substances  appearing  in  animals 
milk  are  the  cause  of  considerable  sickness. 

CONTAMINATION  OF  FOOD  BY  PARASITES. 

Food  stuffs  are  not  contaminated  with 
the  ova  of  the  taenia  solium  or  saginata  as 
frequently  today  as  in  the  past.  Proper 
preparation  of  food  by  thorough  cooking 
has  greatly  reduced  these  infestations. 
The  same  can  be  said  of  the  ovoid  cap- 
sules of  the  trichinae. 

GENERAL  SYMPTOMS. 

The  tragedies  resulting  from  the  inges- 
tion of  poisonous  foods  differ  in  degree. 
It  may  mean  the  momentary  vomiting  of 
an  infant  to  the  death  of  an  adult  in  a 
space  of  ten  hours.  The  factors  determin- 
ing the  degree  of  illness  are:  the  suscep- 
tibility of  the  individual,  the  type  of  in- 
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fection  and  the  quantity  of  pathogenic 
germs  or  toxins  taken  into  the  system.  If 
a number  of  persons  partake  of  the  same 
food,  some  may  not  be  affected  at  all, 
others  may  develop  mild  symptoms  while 
still  others  may  be  seriously  or  even  fatally 
poisoned. 

The  onset  of  symptoms  is  usually  from 
three  to  ten  hours  after  eating.  In  some 
cases,  however,  the  symptoms  may  be  de- 
layed from  twenty-four  to  forty-eight 
hours.  Sometimes  we  see  vomiting  occur- 
ring shortly  after  the  ingestion  of  con- 
taminated food.  In  cases  where  vomiting 
and  diarrhea  occur  immediately  or  shortly 
after  eating,  the  outlook  is  better  for  the 
patient  as  he  has  greatly  relieved  the  ali- 
mentary tract  of  toxigenic  material. 

In  mild  cases  of  food  poisoning,  we  find 
headaches,  dizziness,  nausea,  vomiting,  diar- 
rhea or  constipation  and  sometimes  cramps 
in  the  abdomen.  Temperature  is  absent 
and  but  little  alteration  in  the  pulse  is 
noted.  These  mild  cases  usually  subside  in 
twenty-four  hours  time. 

The  moderately  severe  cases  of  food 
poisoning  differs  not  only  in  the  degree  of 
the  above  named  symptoms  but  also  in  the 
fact  that  we  find  temperature  and  altera- 
tion of  pulse  rate  in  a pronounced  form. 
Abdominal  pain  and  tenderness  may  be 
very  distressing.  Dysenteric  stools  and 
prostration  characterize  this  type.  The 
duration  of  the  temperature  is  from  two 
to  three  days. 

In  severe  cases  the  picture  changes. 
Here  we  see  not  only  a violent  gastro- 
enteritis but  also  evidences  of  profound 
shock.  Vomiting  is  continuous  and  later 
on  becomes  blood-stained  from  retching. 
Diarrhea  is  severe  and  accompanied  with 
tenesmus.  Profuse  bloody  discharges  from 
the  bowels  soon  intervene.  In  the  severe 
toxemic  type  the  temperature  may  be 
subnormal.  In  most  cases  the  temperature 
reaches  from  103  to  105  degrees  F.  The 
pulse-rate  is  from  120  to  180.  These 
patients  show  evidences  of  pronounced 


dehydration  and  in  fatal  cases  delirium  or 
stupor  precedes  death. 

DIAGNOSIS. 

The  diagnosis  of  food  poisoning,  where 
groups  of  individuals  become  ill  after  par- 
taking of  the  same  meal,  offers  little 
difficulty.  In  fact,  the  diagnosis  is  made 
in  many  instances  for  the  physician  under 
whose  care  these  cases  fall.  I recall  a 
mild  outbreak  of  food  poisoning  on  the 
U.  S.  S.  destroyer  Breck  five  years  ago. 
Thirty-six  men  out  of  fifty-five  were  taken 
sick  one  half  to  one  hour  after  partaking 
of  the  same  meal.  They  were  convinced 
that  a hash  made  of  meat  and  potatoes  had 
poisoned  them,  although  it  was  never 
proven. 

On  the  other  hand,  to  make  a diagnosis 
of  food  poisoning  in  a single  case  where 
others  have  eaten  the  same  meal,  is  very 
difficult  Food  poisoning  symptoms  stimu- 
late grave  intra-abdominal  conditions  such 
as  appendicitis,  perforated  gastric  ulcer, 
gall  stones,  etc.,  also  intra-thoracic  lesions 
as  angina  pectoris  with  pain  referred  to 
the  epigastrium.  Intra-abdominal  and  in- 
tra-thoracic diseases  must  be  excluded 
definitely  before  food  poisoning  can  be 
considered. 

One  of  the  fallacies  that  formerly  occu- 
pied an  important  place  in  medical  folk 
lore  was  the  so-called  ptomaine  poisoning. 
Selim,  an  Italian  chemist,  first  introduced 
this  term  to  designate  certain  toxic  sub- 
stances resulting  from  the  processes  of  de- 
composition and  disintegration  of  albu- 
minous materials.  As  ptomaines  are 
chiefly  developed  during  late  putrifaction 
they  have  been  termed  putrifactive  alka- 
loids. A food  contaminated  with  a pto- 
maine would  be  so  putrid  and  stinking  that 
there  is  little  likelihood  of  human  consump- 
tion. While  the  term  ptomaine  poisoning 
has  been  popularized  it  should  be  aban- 
doned. It  means  as  much  to  the  physician 
as  the  term  acute  indigestion,  which  is 
exactly  nothing.  Newspapers  continue  to 
report  sudden  deaths  from  this  cause, 
whereas,  if  the  truth  were  known,  the  real 
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cause,  no  doubt,  would  have  been  found  in 
the  abdomen  or  chest.  Public  health 
officials  should  reject  ptomaine  poisoning 
as  a cause  of  death. 

PATHOLOGY. 

In  fatal  cases  where  the  suspected  cause 
of  death  is  due  to  the  ingestion  of  con- 
taminated food  we  should  demand  an 
autopsy.  The  reported  autopsy  findings 
are  in  accord — namely,  acute  inflammatory 
lesions  of  the  stomach  and  intestines.  The 
mucosa  is  red  and  swollen  and  is  covered 
with  thick  mucus.  Blood  may  be  found 
throughout  the  gastro  - intestinal  tract 
either  free  or  punctate  spots  of  hemor- 
rhage. Under  the  microscope  degenerative 
changes  are  found  such  as  cloudy  swelling 
with  disintegration  of  the  epithelium  and 
glands. 

MEAT  POISONING. 

The  meat  of  very  young  animals  should 
never  be  eaten.  The  sale  of  young  or 
“bob  veal”  is  prohibited  by  law.  It  is  in- 
digestible, innutritions,  and  decomposes 
very  quickly  after  slaughter.  High  game 
is  meat  that  has  been  exposed  to  the  air 
for  a period  of  several  days.  It  becomes 
contaminated  with  putrifactive  bacteria 
and  is  unfit  for  food;  yet  if  thoroughly 
cooked  it  may  not  be  necessarily  poisonous. 
Frequently  one  sees  a greenish  or  bluish 
discoloration  on  the  surface  of  a piece  of 
meat,  known  as  mildew.  This  is  especially 
true  with  ham  and  bacon.  It  is  caused  by 
a parasitic  fungus  of  many  species,  the 
spores  reaching  the  meat  by  means  of  the 
air.  This  surface  mildew  is  ordinarily 
non-pathogenic  and  requires  only  the 
severance  of  the  portion  to  prevent  fur- 
ther growth.  The  saprophytic  processes 
occurring  in  meat  due  to  maggots  and 
mites  seldom  escape  our  attention. 

Meat  may  be  infected  by  disease  before 
the  animal  is  slaughtered  or  become  con- 
taminated after  the  slaughter  by  improper 
handling.  A great  deal  of  poisoning 
through  meat  is  due  to  eating  meat  of  in- 
fected animals,  diseased  before  slaughter. 
Many  bacteria  are  pathogenic  for  both 


man  and  animals.  The  meat  of  animals 
infected  with  antrax  produce  the  same  in- 
fection in  man ; the  same  is  true  for  tuber- 
culosis, actinomycosis,  septic  pyaemic  dis- 
eases and  perhaps  para-typhoid. 

In  recent  years  much  blame  for  food 
poisoning  has  rested  on  the  salmonella  or 
para-typhoid  group  of  micro-organisms.  At 
one  end  of  this  group  are  the  human  para- 
typhoid organisms  represented  by  the 
B.  para-typhosus  A and  B,  while  at  the 
other  end  are  such  organisms  as  the 
B.  enteritidis,  B.  suipestifer,  B.  aertrycke, 
and  the  B.  abortus  equi,  known  as  the 
animal  para-typhoids.  The  human  para- 
typhoids are  primarily  bacilli  of  human 
infections  and  pass  from  an  infected 
human  being  to  a healthy  one  in  precisely 
the  same  way  that  B.  typhosus  does. 
B.  para-typhosus  A.  and  B.  appear  strictly 
limited  to  the  human  host,  never  having 
been  found  in  infections  of  the  domestic 
animals  or  in  house  vermin.  The  animal 
para-typhoids  have  been  recovered  from 
ailing  animals.  They  have  been  recovered 
frequently  in  autopsies  of  food  poisoning 
cases,  and  may  even  transmit  true  infec- 
tion. Of  the  animal  para-typhoids  the 
B.  aertrycke  seems  to  be  pre-eminently  the 
organism  of  food  poisoning.  By  far  the 
larger  number  of  para-typhoid  cultures 
isolated  from  typical  food  poisoning  out- 
breaks and  completely  identified  by  modern 
methods  belong  to  this  type.  Jordan  of  the 
University  of  Chicago  states  that  ten  of 
the  food  poisoning  strains  in  his  collection 
are  of  this  species,  while  Sauvage  and 
White  in  their  study  of  100  recent  out- 
breaks of  food  poisoning  in  Great  Britain 
record  a similar  high  proportion  of 
B.  aertrycke.  The  history  of  the  outbreaks 
of  food  piosoning  in  which  the  B.  aertrycke 
has  been  found  often  fails  to  present 
satisfactory  information  as  to  the  source 
of  the  specific  contamination.  In  instances 
reported  by  Sauvage  and  White  such 
diverse  articles  as  milk,  canned  tomatoes, 
beef  brawn,  cockles  and  canned  apricots 
were  suspected  as  the  vehicles  of  infection. 
The  frequency  with  which  food  stuffs  of 
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other  than  animal  origin  are  concerned 
lends  countenance  to  the  belief  that  con- 
tamination of  food  by  rats  and  mice  may 
be  an  important  factor  Contamination  by 
human  carriers  of  B.  aertrycke  is  a pos- 
sibility but  remains  to  be  proved. 

Both  human  and  animal  para-typhoids 
may  cause  food  poisoning.  The  supposition 
is  that  under  certain  conditions  they  pro- 
duce a preformed  toxin  accounting  for  the 
rapidity  of  onset  of  symptoms  after  the  in- 
gestion of  the  contaminated  food. 

Meat  poisoning  occurs  more  frequently 
in  communities  or  countries  where  meat  is 
eaten  in  raw  or  half  raw  forms.  Pork  and 
bologna  sausage,  ham,  bacon,  and  other 
smoked  meats  stand  first  on  the  list  of 
suspicious  articles  of  diet.  Under-done 
meats  may  harbor  pathogenic  organisms 
and  their  toxins  which  have  not  been 
reached  by  a sufficient  amount  of  heat  to 
either  kill  them  or  render  their  toxins 
harmless.  A well-cooked  meat  contains  no 
living  bacteria,  and  it  has  been  found  that 
heat  greatly  attenuates  the  strength  of 
toxins  if  present.  Osier  makes  the  state- 
ment that  mutton  and  lamb  thus  far  have 
never  been  implicated  as  a cause  of  food 
poisoning. 

BOTULISM. 

Botulism  may  be  defined  as  a food-borne 
intoxication  due  to  a pre-formed  toxin  of 
the  Bacillus  botulinus.  It  is  a distinct  dis- 
ease in  itself,  running  a definite  course 
with  characteristic  symptoms.  Fortunately, 
it  is  a rare  disease.  In  the  Journal  of  the 
American  Medical  Association,  February 
13,  1926,  a special  article,  discusses  the 
frequency  of  botulism,  stating  that  there 
have  been  reported  in  the  United  States 
and  Canada  from  1899,  to  date,  and  includ- 
ing one  outbreak  from  England,  147  out- 
breaks, or  a total  of  504  cases  with  337 
deaths,  giving  a case  mortality  of  67  per 
cent ; fifty-four  outbreaks  have  been  proved 
toxicologically  and  bacteriologically.  Geiger, 
Meyer  and  Dickinson’s  names  have  been 
closely  associated  with  botulism,  and  to 


them  are  we  indebted  for  the  above 
summary. 

It  must  be  recognized,  however,  that 
food  may  be  somewhat  detoxified  by  heat- 
ing or  warming  up  just  before  being 
consumed,  and  the  strength  of  the  toxin  so 
reduced  that  the  mild  cases  resulting  may 
be  over-looked  or  not  diagnosed  as 
botulism. 

Formerly  canned  meats  and  sausage 
were  looked  upon  with  greatest  suspicion 
as  the  vehicles  for  this  intoxication, 
whereas  today  home-canned  vegetables, 
such  as  string-beans  and  corn,  are  more 
blameworthy  by  far  than  any  other  foods. 

We  make  the  diagnosis  of  botulism  from 
the  nervous  symptoms.  At  first  the  patient 
is  conscious  of  a tired  feeling,  his  vision 
becomes  impaired  or  he  may  see  double. 
Prostration  occurs  early  and  may  increase 
rapidly.  Difficulty  in  swallowing  with 
thirst  may  be  pronounced.  A few  days 
later  the  paralytic  symptoms  become  aggra- 
vated. The  facial  muscles,  likewise  those 
of  the  neck,  shoulders  and  arms  become 
paralyzed.  Finally,  the  muscles  of  respira- 
tion are  affected,  death  resulting  from 
respiratory  failure. 

MILK  CONTAMINATION. 

Milk  is  a universal  food  and  becomes 
contaminated  more  readily  than  any 
other  article  of  diet.  As  a culture  medium 
for  bacteria  it  has  no  equal  and  the  way 
in  which  it  is  handled  renders  it  very  easy 
of  contamination.  The  milk  of  healthy 
cows  is  free  from  bacteria  inside  the 
udder,  but  excrementitious  matter,  bacte- 
ria and  dirt  to  a greater  or  less  extent  are 
washed  off  the  udder  into  the  milk  during 
the  process  of  milking.  The  bacterial  con- 
tent of  milk  may  be  increased  through  lack 
of  cleanliness  and  by  dirty  milk  cans.  Not 
the  number  of  germs  but  the  species  is  of 
importance,  e.  g.,  the  species  producing 
milk  fermentation  is  harmless  (sour  milk, 
butter-milk) . 

The  following  milk  defects  are  due  to 
germs  which  mix  with  the  milk  during  or 
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after  milking:  sour  milk  (B.  lactis)  ; blue 
milk,  a state  occurring  within  18  to  36 
hours  after  milking,  due  to  the  B.  cyano- 
genus,  in  dirty  stables,  especially  in  spring 
and  summer;  red  milk  (B.  lactis  erythro- 
genes)  ; yellow  milk  (B.  synxanthus),  ap- 
pearing in  boiled  or  curdled  milk  and 
changing  it  into  a brown,  yellow-like 
watery  fluid;  and  slimy  milk,  due  to  the 
action  of  several  bacteria,  a condition 
where  the  milk  is  of  a slimy  consistency. 
The  above  mentioned  bacteria  are  sapro- 
phytes and  they  may  cause  either  a food 
poisoning  or  a food  intoxication  in  sensi- 
tive children.  Their  manifestations  are 
always  intestinal  disturbances. 

Contamination  of  milk  occurs  most 
frequently  from  outside  sources.  Flies, 
dust,  unclean  vessels  and  dirty  hands  on 
the  part  of  the  milker,  are  responsible  for 
the  transmission  of  much  infective  mate- 
rial. Then,  too,  human  carriers  of  B.  coli 
communis,  B.  typhosus,  B.  para-typhosus, 
B.  dysenteriae  and  many  other  micro-or- 
ganisms render  milk  unfit  for  human 
consumption. 

Tuberculosis  occurs  almost  as  frequently 
in  cattle  as  it  does  in  the  human  race.  The 
bovine  bacillus  attacks  the  cow  in  two 
ways,  diseases  of  the  udder  and  general 
tuberculosis.  In  tubercular  disease  of  the 
udder  the  milk  contains  enormous  number 
of  bacilli.  This  milk  is  not  fit  for  human 
consumption  and  should  be  boiled  even  if 
given  to  animals.  In  general  tuberculosis 
the  bacilli  circulate  in  the  blood  and  pass 
into  the  milk.  Raw  milk  containing  the 
bovine  type  of  bacillis  is  thought  to  produce 
tuberculosis  in  young  children.  As  to  the 
incidence  of  tuberculosis  in  cattle  the  fol- 
lowing report  is  rather  illuminating. 

In  the  American  Journal  of  Public 
Health,  May,  1927,  Tonney,  White  and 
Danforth  published  the  results  of  their 
survey  of  the  Chicago  dairy  district  for 
the  years  1923,  1924  and  1925.  Of  a 
series  of  258  samples  of  raw  milk  des- 
tined for  the  Chicago  market,  9 or  3.5  per 


cent  were  found  to  contain  living  virulent 
tubercle  bacilli  of  the  bovine  type.  Of 
73  samples  of  similar  raw  milk  collected 
in  one  county  of  the  Chicago  dairy  district, 

5 or  6.8  per  cent  were  found  to  be  actively 
tuberculous.  An  estimate  based  on  these 
experimental  data  of  the  amount  of  tuber- 
culous milk  sent  to  the  Chicago  market, 
indicates  that  in  the  three  years  prior  to 
Jan.  1,  1926,  approximately  43,000  quarts 
per  day  or  over  15,000,000  quarts  per 
annum  contained  living  tubercle  bacilli. 

Two  efficient  methods  for  the  control  of 
bacterial  contaminations  of  milk  are  estab- 
lished in  the  United  States — namely,  the 
pasteurization  of  raw  milk  and  the  tuber- 
culin testing  of  cattle. 

CONTAMINATION  OF  ICE  CREAM. 

Many  severe  epidemics  of  both  food 
poisoning  and  food-borne  infections  have 
been  traced  to  ice-cream.  Pathogenic  bac- 
teria contaminating  the  milk  from  which 
the  ice-cream  is  made  is  the  cause.  Until 
the  same  precautions — namely,  the  pasteu- 
rization of  milk — were  taken,  epidemics 
of  illnesses  frequently  occurred.  Perhaps  i| 
the  most  severe  epidemic  of  typhoid  fever 
traced  to  ice-cream  occurred  in  Birming- 
ham, Ala.,  in  1915.  Lumsden  of  the 
U.  S.  Public  Health  Service  found  the 
source  of  the  infection  in  a large  ice-cream 
establishment  that  had  neglected  to  pas- 
teurize their  milk. 

CONTAMINATION  OF  CANNED  FOODS. 

Almost  every  kind  of  food  is  put  up  in 
cans  at  the  present  time.  The  canning  in- 
dustry in  the  United  States  alone  is  enor- 
mous and  growing  yearly.  Modern  methods 
of  canning  ha,ve  reduced  the  chances  of 
contamination  of  their  products  to  almost 
a negligible  point.  No  doubt  many  cases 
of  food  poisoning  in  the  past  that  have 
been  blamed  on  a canned  product  have 
been  unwarranted.  Instances  where  a can 
has  been  opened,  partly  consumed,  and 
then  set  aside  to  become  contaminated 
from  some  outside  source  have  occurred 
frequently.  The  blame,  then,  has  been  put 
on  the  canner.  whpreas.  Had  simple  pre- 
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cautions  been  taken,  no  damage  would 
have  followed. 

Occasionally  living  micro-organisms  are 
left  in  cans  due  to  insufficient  heat  having 
been  used  and  the  product  put  on  the 
market.  If  the  bacteria  are  gas  producers 
the  ends  of  the  tins  sooner  or  later  become 
blown,  i.  e.,  bulge  out.  Leaky  cans,  too, 
are  found;  the  food  quickly  becomes  con- 
taminated and  unfit  for  consumption. 
Little  danger  results  from  these  conditions 
as  cans  of  this  type  are  palpably  unfit  for 
use.  Canned  foods  sometimes  contain  the 
salts  of  lead  and  tin.  This  is  brought 
about  by  these  metals  going  into  solution 
by  the  action  of  the  weak  acid  contained 
in  the  preserved  food  on  the  can.  The 
action  of  these  metals  brings  about  a dark 
discoloration  of  the  food  in  the  can  and 
renders  it  unpalatable  and  unfit  for  con- 
sumption. Food  poisoning  from  this  cause 
rarely  occurs. 

CONTAMINATION  OF  OYSTERS  AND  SHELL-FISH. 

The  oyster  is  ■ one  of  the  scavengers  of 
the  sea.  Taken  from  unpolluted  waters  it 
is  a harmless  article  of  diet.  On  the  other 
hand,  when  the  oyster  falls  into  bad  com- 
pany, such  as  the  B.  typhosus  or  the  B.  coli 
communis  it  becomes  a highly  dangerous 
food.  For  many  years  it  has  been  recog- 
nized that  oysters  transmit  infectious  dis- 
ease and  under  certain  conditions  are  the 
cause  of  food  poisoning.  In  general  it  may 
be  said  that  oysters  are  as  pure  as  the 
water  from  which  they  are  taken.  When 
taken  out  of  salt  water  they  are  quickly 
decomposed  by  bacterial  fermentation, 
hence  the  care  shippers  of  oysters  are  re- 
quired to  follow.  In  New  York  City  the 
sale  of  oysters  is  under  special  Health 
Board  supervision  to  guard  against  infec- 
tion. Readily  we  recall  the  epidemic  of 
typhoid  fever  along  the  Atlantic  seaboard 
two  years  ago.  The  source  of  the  infec- 
tion was  traced  to  oysters.  It  was  grati- 
fying, too,  to  see  how  efficiently  the  Boards 
of  Health  of  various  inland  states  placed  an 
embargo  on  the  importation  of  oysters 
across  their  borders. 


Lobsters,  crabs  and  shrimp  constitute  a 
wholesome  food  when  absolutely  fresh. 
They  are  scavengers  of  the  sea  like  the 
oyster  and  crabs,  and  when  they  are 
not  thoroughly  cleaned  or  imperfectly 
cooked,  they  may  be  poisonous  from 
contamination  with  putrid  matter,  although 
their  own  flesh  is  good.  Lobsters 

are  highly  poisonous  to  some  persons 
even  when  fresh,  and  especially  if  eaten 
with  other  food  may  excite  nausea,  vomit- 
ing, and  gastro-enteritis.  In  others  they 
may  cause  urticaria  or  intensify  existing 
skin  affections,  such  as  eczema.  Lobster 
may  be  eaten  in  conjunction  with  any  other 
food,  providing  both  are  fresh,  without 
causing  distress. 

In  reviewing  this  subject  one  is  im- 
pressed with  certain  outstanding  features; 
the  necessity  of  proper  preservation  and 
preparation  of  all  articles  of  diet;  the 
importance  of  correct  diagnosis  of  food 
poisoning;  and  the  necessity  of  further 
work  along  bacteriological  lines. 

DISCUSSION. 

Dr.  D.  V.  Galloway  ( Clarksdale ) : I just  want 

to  express  my  appreciation  of  this  wonderful  pa- 
per. It  has  been  so  well  covered  that  I do  not 
see  how  anything  could  be  added,  but  how  can  we 
apply  the  knowledge  that  has  been  given  to  us  in 
this  paper?  We  in  Mississippi  are  having  food 
poisoning — certainly  we  are — ^^we  get  contam- 
inated food;  we  get  food  that  is  causing  sickness 
right  straight  along.  Now  if  we  could  get  the 
knowledge  in  that  report  to  the  epidemiologists 
of  the  state,  then  we  could  work  out  just  where 
we  are  getting  this  infection.  We  could  contribute 
wonderfully  to  the  literature  on  this  most  impor- 
tant fact,  and  I just  hope  that  we  will  apply  the 
knowledge  that  was  given  us  in  this  most  excel- 
lent paper. 

Dr.  F.  M.  Smith  (Vicksburg)  ; Perhaps  we  go 
too  fast  in  saying  that  we  have  these  acute  at- 
tacks. We  do  not  recognize  the  fact  that  some- 
times unwholesome  food  taken  into  the  body  is 
having  all  the  time  its  effect.  Perhaps  it  is  aided 
by  the  extra  burden  placed  upon  our  bodies,  by 
the  introduction  of  foreign  or  unwholesome  food. 
We  appreciate  the  fact  that  pasteurized  milk  does 
a great  deal  to  kill  the  bacteri  themselves.  We 
are  glad  that  we  are  realizing  that  fact,  and  eat- 
ing less  raw  food,  but  we  should  remember  that 
there  is  also  a toxin  produced  by  these  germs  them- 
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selves  that  heat  does  not  affect,  and  a great  many 
factors  that  have  reached  the  border  state  that 
do  not  produce  acute  symptoms,  yet  are  danger- 
ous to  the  body  economy.  But  we  should  not  wait, 
we  should  institute  these  health  methods  of  super- 
vising the  slaughter  of  our  meat,  the  condemna- 
tion of  flies  and  the  self-preservation  of  the  race. 

Dr.  D.  G.  Rafferty  (closing) : Just  a word  I 

wish  to  say  about  this  group  of  organisms,  and 
that  is  it  is  different  from  any  group  of  organ- 
isms that  we  know  anything  about.  In  one  case 
it  produces  a true  infection,  while  in  another  case 
in  a period  of  minutes  to  a few  hours,  a pro- 
found poisoning  results.  Nobody  knows  much 
about  this  Salmonella  group.  There  is  a great 
deal  of  confusion  in  the  literature,  and  what  de- 
termites whether  one  of  these  organisms  is  going 
to  cause  a poisoning,  or  cause  typhoid  fever  we  do 
not  know. 


THE  USE  OF  FOREIGN  PROTEINS  IN 
THE  TREATMENT  OF  DISEASES 
OF  THE  EYE.* 

WILLIAM  L.  BENEDICT,  M.  D.f 
and 

CHARLES  W.  RUCKER,  M.  D., 
Rochester,  Minn. 

If  we  regard  vaccines  as  a foreign  pro- 
tein in  the  treatment  of  diseases  of  the  eye 
our  experience  in  this  kind  of  treatment 
goes  back  to  the  time  of  Jenner.  Probably 
everyone  now  engaged  in  the  practice  of 
ophthalmology,  whose  medical  experience 
antedates  the  common  use  of  some  form  of 
inoculation  therapy,  has  noticed  the  effect 
on  the  eye  of  the  injection  of  serum  or 
antitoxin  when  given  for  the  purpose  of 
lessening  susceptibility  to  disease,  or  for 
combating  a disease  already  established. 
Yet,  the  consideration  of  treatment  by 
foreign  proteins  has,  within  the  last  decade, 
taken  a prominent  place  in  medical  circles. 
Much  time  is  given  to  the  discussion  of 
clinical  results,  experiments  have  been  car- 
ried out  to  determine  the  character  of  the 
reaction  to  proteins,  and  synthetic  products 
have  been  marketed  with  statements  as  to 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 

fFrom  the  Department  of  Opthalmology,  The 
Mayo  Clinic,  Rochester,  Minnesota. 


their  efficacy  from  physicians  who  have 
used  them. 

Attention  has  been  focused  on  the  action 
of  proteins  on  the  reticulo-endothelial 
system,  on  the  production  of  anti  bodies, 
and  the  probable  role  played  in  the  stimu- 
lation of  the  production  of  antibodies  or 
antibody  exfoliation.  The  clinical  and 
physiologic  effects  of  parenteral  injection 
of  protein  substances  have  been  studied 
and  correlated  with  symptoms  from  a 
modern  standpoint,  and  although  carefully 
scrutinized  from  a scientific  point  of  view, 
proteins  are  still  given  on  an  empiric 
basis. 

From  the  study  of  the  parenteral  admin- 
istration of  protein  substances  has  come 
our  knowledge  of  the  toxic  character  of 
many  of  them.  Anaphylaxis  was  known 
as  a protein  reaction  at  the  beginning  of 
the  present  century  and  the  term  was  used 
by  Richet  to  mean  “without  protection,” 
indicating  that  the  first  injection  destroyed 
any  natural  resistance  that  the  animal 
might  possess  against  the  poison.  Vaughan 
wrote  that  all  true  proteins  contain  a 
poisonous  group,  a chemical  nucleus, 
“which  does  not  become  a poison  until 
stripped  in  part  at  least  of  its  secondary 
groups  and  the  intensity  of  its  poisonous 
action  is  determined  by  the  thoroughness 
with  which  the  secondary  groups  have  been 
removed.”  It  was  his  opinion  that  the 
poisonous  nucleus  was  not  responsible  for 
the  reaction  seen  in  protein  administration 
but  that  the  side  chains,  the  secondary 
groups,  determined  the  specificity  of  the 
substance,  for  it  is  in  these  secondary 
groups  that  one  protein  differs  from  all 
others. 

According  to  Wells,  almost  any  protein 
will  act  as  antigen,  while  no  substance 
except  proteins  have  this  capacity.  He 
stated,  “At  the  present  time  it  has  not 
been  conclusively  established  that  anything 
except  proteins  ever  exhibit  true  antigenic 
activity  and  lead  to  the  production  of 
specific  antibodies.  On  the  other  hand,  it 
is  safe  to  state  that  nearly  if  not  every 
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known  sort  of  soluble  protein  occurring  in 
nature  is  antigenic,  if  we  limit  our  use  of 
the  term  protein  to  those  colloidal  aggre- 
gates of  amino  acid  which  contain  the  full 
quota  of  amino  acids  usually  found  in  com- 
plete proteins.” 

The  sensitization  produced  by  protein  is 
specific ; hence  the  characteristic  clinical 
picture  of  the  infectious  diseases  known  to 
be  due  to  the  protein  of  certain  bacteria. 
The  production  of  antibodies,  however,  is 
brought  about  by  injection  of  foreign  pro- 
teins, regardless  of  any  specific  sensitiza- 
tion, and  almost  any  degree  and  kind  of 
fever  can  be  produced  by  regulating  the 
dose  and  the  time  of  administration. 

The  way  in  which  foreign  proteins  act 
to  bring  about  a stimulation  of  healing  in 
tissue  which  is  locally  infected  has  been  the 
object  of  much  study,  and  several  theories 
have  been  advanced  to  explain  it.  We  shall 
not  enter  into  a consideration  of  these 
theories  more  than  to  say  that  proteins 
administered  parenterically  are  probably 
diffused  throughout  the  body,  and  as  they 
come  in  contact  with  a large  number  of 
body  cells  whose  walls  are  permeable  they 
set  up  chemical  reactions  within  these  cells 
which  in  turn  produce  a ferment  that  stim- 
ulates antibody  formation  or  “exfoliates” 
a large  number  of  antibodies  already 
formed.  The  benefit  produced  by  parent- 
eral administration  of  any  foreign  protein 
is  therefore  determined  by  this  activity  of 
the  body  cells.  There  is  reason  to  believe 
that  such  action  is  limited  in  the  case  of 
most  of  the  foreign  proteins  commonly 
used.  Some  proteins  are  destroyed  by  the 
body  almost  as  soon  as  they  are  taken  up 
by  the  blood  without  producing  any  reac- 
tion that  can  be  recognized,  while  others 
produce  mild  reactions  sometimes  with 
slight  fever.  When  proteins  are  used  for 
their  therapeutic  effect  in  diseases  of  the 
eye,  the  specific  effect  is  not  essential.  Only 
the  cells  in  the  vicinity  of  the  lesion  are 
sensitized  to  the  invading  organism  and 
they  do  not  throw  off  enough  antibodies  to 


bring  about  healing.  Under  favorable  cir- 
cumstances, the  production  of  exfoliation 
of  a large  number  of  antibodies  of  another 
toxin  when  thrown  into  the  blood  stream 
will  augment  the  action  of  whatever  speci- 
fic antibodies  are  already  present  and  help 
to  turn  the  indolent  or  nonhealing  lesion 
into  a healing  one  or  at  least  help  to  retard 
its  progress.  It  is  on  the  basis  of  this 
phenomenon  that  foreign  proteins  are  used 
in  ocular  therapeutics  and  that  the  choice 
of  proteins  which  may  be  used  is  not 
limited. 

Vaccines  are  given  in  small  doses  and 
are  intended  to  raise  an  immunity  to  dis- 
ease. They  are  specific  proteins  which  pre- 
sumably stimulate  the  formation  of  anti- 
bodies in  small  numbers.  They  are  of  little 
benefit  in  combating  a disease  that  is  once 
established  and  they  may  do  definite  harm. 
They  have  definite  and  proved  value  in 
ocular  therapeutics  but  have  fallen  into 
disrepute  largely  through  misapplication. 
A nonspecific  effect  is  also  derived  from 
vaccines ; this  is  noticeable  if  the  dose  is 
large  or  the  patient  sensitized,  but  in  the 
dosage  usually  employed  ther  action  is 
slight  in  comparison  with  other  proteins. 
They  are  to  be  employed  at  weekly  inter- 
vals for  several  weeks  or  months,  after  the 
acute  stage  of  a disease  of  the  eye  has 
abated.  Vaccines  should  be  used  to  pro- 
duce a high  degree  of  immunity  to  a par- 
ticular infection,  whereas  other  foreign 
proteins  should  be  used  to  effect  immediate 
action  in  an  acute  condition.  Vaccine 
should  stimulate  the  formation  of  specific 
antibodies,  and  other  foreign  proteins 
should  stimulate  the  formation  of  non- 
specific antibodies.  As  this  paper  is  con- 
cerned more  with  the  latter  action,  vac- 
cines will  not  be  considered. 

The  substances  which  we  have  used  in 
the  cases  referred  to  here  are  milk,  typhoid 
vaccine,  and  antidiphtheritic  serum.  Milk 
was  most  frequently  chosen  for  injection 
because  of  the  freedom  from  severe  reac- 
tion or  anaphylaxis. 
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PRIMARY  UVEITIS 

In  the  more  severe  attacks  of  primary 
uveal  inflammation,  foreign  protein  seems 
to  allay  pain  and  bring  about  a feeling  of 
comfort  in  the  eye  that  is  appreciated  by 
the  patient  even  though  this  is  gained 
through  a general  reaction,  often  accom- 
panied by  headache,  malaise  and  fever.  In 
many  cases  the  congestion  leaves  the  eye, 
and  the  anterior  chamber  becomes  clearer 
after  the  first  injection.  The  results,  how- 
ever, are  not  uniform.  Of  seventeen  cases 
of  primary  uveal  inflammation  good  results 
were  obtained  by  protein  injection  in  thir- 
teen ; improvement  did  not  occur  in  four. 
One  of  the  four  patients  was  a young  man 
who  suffered  an  acute  attack  of  iritis  while 
he  was  being  treated  for  prostatitis.  He 
received  only  one  injection  of  10  c.c.  of 
milk  and  was  unable  to  stay  for  further 
treatment.  The  second  was  a man  aged 
sixty-three  who  had  had  chronic  iritis  for 
one  year.  Both  eyes  were  affected  and 
vision  reduced  to  4/60  in  the  right  eye  and 
6/60  in  the  left  eye.  From  October  23  to 
November  20,  1923,  ten  injections  of  10  c.c. 
of  milk  each  were  given.  On  only  three 
occasions  did  the  temperature  rise  above 
99°  following  the  injection.  Pain  con- 
tinued in  the  right  eye.  Three  injections 
of  typhoid  vaccine  were  given  followed  by 
a course  of  streptococcus  vaccine.  Large 
doses  of  salicylates,  mercury,  thyroid  ex- 
tract and  other  agents  were  used  without 
any  improvement.  The  right  eye  was  enu- 
cleated February  27,  1924,  and  found  to 
contain  a conglomerate  tubercle  involving 
the  ciliary  body  and  choroid  with  exten- 
sion of  the  inflammation  into  the  cornea 
and  sclera.  The  left  eye,  however,  which 
had  been  affected  only  slightly  at  first,  im- 
proved under  the  treatment  and  when  the 
right  eye  was  removed  the  vision  of  the 
left  had  improved  from  6/60  to  6/10.  The 
patient  died  in  May,  and  the  cause  was  not 
ascertained. 

The  third  and  fourth  cases  were  of  mid- 
dle aged  men  with  bilateral  uveitis  which 
had  existed  for  more  than  two  years.  One 
received  only  two  injections  of  10  c.c.  of 


milk,  the  other  injections  of  aolan.  Pros- 
tatitis and  dental  infection  of  several  years’ 
standing  were  found  in  these  two  cases. 

The  best  results  were  obtained  in  cases  of 
iritis  of  short  duration,  from  two  to  thirty 
days,  although  improvement  occurred  in 
one  of  150  days  and  another  of  400  days. 
Four  injections  of  10  c.c.  of  milk  each  were 
usually  given  besides  the  local  treatment 
to  the  eye.  Of  the  thirteen  patients  who 
obtained  good  results  from  the  treatment, 
three  received  typhoid  vaccine  and  one  an- 
tidiphtheritic  serum  after  four  injections 
of  milk  had  been  given  and  the  eye  was  not 
clearing  satisfactorily.  The  change  in  the 
protein  may  not  have  been  the  cause  of  the 
improvement,  but  the  possibility  must  be 
considered. 

The  etiology  of  the  disease  could  not  be 
determined  in  -three  of  the  thirteen  cases 
of  iritis.  Persons  in  whom  a focus  of  in- 
fection could  not  be  found,  or  in  whom  the 
etiology  could  not  be  determined,  made  the 
most  rapid  and  most  satisfactory  improve- 
ment. A positive  Wassermann  reaction 
was  not  obtained  in  any  case.  It  was  be- 
lieved that  metastatic  focal  infection  of  the 
uvea  was  present.  Tuberculosis  may  have 
been  present  in  more  than  the  one  case 
mentioned  but  not  diagnosed.  In  the  cases 
in  which  treatment  failed  to  be  effective, 
either  the  treatment  administered  was  less 
than  is  usually  given  or  some  active  focus 
of  infection,  such  as  prostatitis,  was  pres- 
ent which  could  not  be  eliminated.  In  gen- 
eral, little  improvement  was  noted  in  cases 
in  which  the  disease  had  been  active  for 
several  months  or  in  which  there  had  been 
several  previous  attacks.  The  best  results 
were  obtained  in  the  patients  seen  early  in 
the  first  attack.  In  this  series  the  ages 
ranged  from  fourteen  to  seventy  years ; the 
age,  therefore,  was  not  a factor  in  the 
therapeutic  effect  of  the  injections  (Ta- 
ble 1). 

SECONDARY  UVEITIS 

Iritis  and  iridocyclitis  occur  frequently 
after  operations  in  which  the  eyeball  has 
been  opened,  and  after  the  eye  has  been  in- 
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jured.  The  severe  cases  are  usually  indolent 
and  chronic  and  yield  to  treatment  slowly 
if  at  all.  The  eye  is  often  irritable  and 
does  not  tolerate  intensive  local  treatment. 
Focal  infection  probably  contributes  to  the 
chronicity  of  the  disease  and  if  possible 
should  be  removed.  The  cause  of  the  con- 
tinued inflammation  may  not  be  bacterial, 
as,  for  example,  an  operation  on  the  eye 
or  a burn  of  the  cornea  or  conjunctiva.  The 
use  of  forei^  proteins  for  this  condition 
may  best  be  illustrated  by  the  cases  shown 
in  Table  2. 

The  results  in  this  group  depended 
largely  on  the  complicating  factors.  In 
cases  in  which  there  was  keratitis  or  cor- 
neal leukoma,  the  inflammation  of  the  uveal 
tract  was  not  diminished  by  the  injections. 
One  patient  with  secondary  glaucoma  was 
not  benefited.  As  in  the  series  of  primary 
uveal  inflammation,  the  injections  of  milk 
had  less  influence  on  the  course  of  the  dis- 
ease if  the  exciting  cause  persisted. 

SCLERITIS 

The  most  satisfactory  result  that  we 
have  noticed  from  the  injection  of  milk  has 
been  the  immediate  effect  on  scleritis.  This 
is  a painful  chronic  disease  characterized 
by  remissions  and  exacerbations  of  con- 
gestion of  the  scleral  tissues  and  often  with 
sclerosing  infiltration  of  the  cornea.  The 
iris,  ciliary  body  and  choroid  are  often  in- 
volved in  areas  directly  beneath  the  in- 
flamed sclera.  Scleritis  is  found  most  often 
in  women,  and  usually  begins  shortly  be- 
fore the  age  of  twenty  and  continues  to 
reappear  at  intervals  throughout  life.  The 
chronic  or  recurrent  cases  are  said  by  Ver- 
hoff  to  be  due  to  tuberculosis,  although 
focal  infection  certainly  may  be  considered 
as  an  etiologic  or  a contributing  factor  in 
many  of  them.  The  treatment  of  this  con- 
dition heretofore  has  been  unsatisfactory. 
Treatment  with  tuberculin  has  been  found 
to  do  more  harm  than  good  in  this  disease, 
as  we  believe  is  true  in  most  other  condi- 
tions of  the  eye  for  which  it  is  adminis- 
tered. Benedict,  Von  Lackum  and  Nickel 
reported  in  a recent  paper  the  results  of 


investigation  and  treatment  in  a series  of 
cases  of  scleritis  associated  with  focal  in- 
fection. Moench  has  studied  the  relation 
between  scleritis  and  infection  in  the  pel- 
vic organs  of  women. 

We  have  seen  cases  of  scleritis,  which 
had  existed  for  months  with  constant  red- 
ness and  pain,  clear  up  after  two  injections 
of  10  c.c.  of  milk.  Table  3 illustrates  the 
use  of  milk  in  this  disease,  but  the  data  are 
not  conclusive.  The  patient  in  Case  31  had 
been  suffering  from"  recurrent  attacks  of 
scleritis  for  more  than  twelve  years.  She 
had  been  told  that  the  eye  trouble  was  due 
to  local  tuberculosis  and  had  been  sent  West 
from  a large  eastern  city  in  the  hope  that 
the  climate  would  be  of  benefit.  The  at- 
tack which  brought  her  to  the  clinic  was 
severe;  the  pain  prevented  rest,  and  the 
vision  was  failing.  Two  injections  of  milk 
followed  by  a course  of  autogenous  vaccine 
resulted  in  complete  disappearance  of  all 
symptoms  and  the  vision  was  fully  restored. 

The  patient  in  Case  35  had  had  recur- 
rent attacks  of  scleritis  for  ten  years.  On 
three  occasions  in  as  many  years  she  has 
been  hospitalized  and  given  injections  of 
milk.  Each  time  the  eye  became  clear  after 
from  one  to  four  injections.  Immunity  was 
not  produced  by  these  injections.  An  exa- 
cerbation might  follow  within  a few  days 
after  a successful  course  of  treatment  had 
been  concluded.  She  refused  to  take  vac- 
cine because  of  a severe  setback  she  had 
experienced  a few  years  before  while  taking 
a course  of  tuberculin.  She  now  gives  a 
positive  Mantoux  reaction  to  0.02  mg.  of 
tuberculin. 

CHOROIDITIS 

Exudative  choroiditis  with  vitreous  opa- 
cities of  obscure  etiology  may  show  im- 
provement after  treatment  with  protein  is 
instituted.  The  changes  take  place  more 
slowly  than  in  cases  of  external  inflamma- 
tion. Definite  improvement  followed  in- 
jection of  milk  in  two  cases  in  which  treat- 
ment with  other  remedies  had  been  with- 
out effect. 


Table  1 

Iritis,  iridocyclitis  and  uveitis  treated  in  the  hospital  by  parenteral  injections  of  foreign  protein 

Primary 
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Table  3 

Data  on  eight  cases  of  scleritis  and  episcleritis  treated  by  injections  of  foreign  protein 
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In  one  case  in  which  the  cause  was  ob- 
scure the  vision  of  the  affected  eye  was 
reduced  to  1/60  by  vitreous  opacities  which 
had  existed  for  four  months.  Four  injec- 
tions of  milk  were  given  and  there  was 
a febrile  reaction  following  each  injection. 
The  opacities  cleared  away  rapidly  and 
vision  of  6/7  was  restored  in  four  weeks. 
A large  lesions  in  the  choroid  in  the  lower 
quadrant  of  the  eye  was  the  evident  source 
of  the  opacities.  This  area  did  not  show 
activity  at  the  end  of  the  treatment.  In 
a case  of  disseminated  choroiditis  of  the 
left  eye  the  vision  had  been  clouded  for 
eight  months  and  was  reduced  to  1/60  at 
examination.  Four  injections  of  milk  were 
given  with  a resulting  slight  febrile  reac- 
tion. This  was  followed  by  four  pilocar- 
pine sweats.  Vision  improved  to  6/15 
after  four  weeks  of  treatment.  Large  vitre- 
ous opacities  remained,  and  there  were 
many  areas  of  choroidal  atrophy  at  the 
periphery  of  the  fundus.  There  was  no 
evidence  of  activity.  The  significant  fea- 
ture of  these  cases  is  the  rapid  response  to 
treatment  after  the  condition  has  been  sta- 
tionary for  many  months.  The  improve- 
ment must  be  credited  to  the  injection  of 
milk,  although  other  treatment  was  con- 
tinued as  well. 

PENETRATING  INJURIES  OF  THE  GLOBE 

Cases  of  penetrating  injury  of  the  globe, 
in  which  a foreign  body  is  not  present  in 
the  eye  at  the  time  treatment  is  started, 
constitute  a small  list  of  considerable  in- 
terest. If  the  eye  is  not  infected  at  the  time 
of  injury  the  immediate  effect  of  injection 
of  milk  is  to  allay  pain  and  reduce  conges- 
tion. Other  general  and  local  treatments 
should  be  given  with  or  immediately  after 
the  course  of  milk,  as  the  first  improvement 
is  of  short  duration.  In  one  case  of  pene- 
trating injury  with  a foreign  body,  prob- 
ably with  retention  of  a small  piece  of 
stone  within  the  eye,  sympathetic  ophthal- 
mia was  imminent  and  large  doses  of  diph- 
theria antitoxin  were  given.  The  eye  has 
remained  quiet.  A case  of  panophthalmi- 
tis was  not  affected  by  the  use  of  small 
amounts  of  milk.  In  this  case  larger  doses 


might  have  been  of  some  benefit  (Tables  4 
and  5). 

MISCELLANEOUS  LESIONS 

We  have  used  injections  of  milk,  typhoid 
vaccine  and  diphtheria  antitoxin  in  a mis- 
cellaneous group  of  lesions,  of  the  cornea 
and  conjunctiva  and  in  wound  infection. 
Regardless  of  the  duration  of  the  disease 
or  the  age  of  the  patient,  the  results  ob- 
tained were  not  far  different  from  those 
obtained  by  local  and  general  remedies 
other  than  the  injection  of  protein.  Only 
hospitalized  patients  were  given  pro- 
tein therapy,  and  few  of  our  patients 
with  corneal  lesions  required  treatment  in 
the  hospital.  It  has  not  been  our  practice 
to  use  any  injections  unless  the  reaction 
can  be  observed,  particularly  if  a febrile 
reaction  is  expected.  Injections  of  milk 
were  usually  given  at  intervals  of  forty- 
eight  hours,  diphtheria  antitoxin  daily.  Ty- 
phoid vaccine  was  given  at  longer  intervals, 
depending  on  the  severity  of  the  general 
reaction. 

Protein  therapy  is  used  with  good  results 
in  some  diseases  of  the  eye.  The  substances 
in  most  common  use  are  milk,  typhoid  vac- 
cine, diphtheria  antitoxin,  and  proprietary 
medicaments.  The  indications  for  use  and 
the  choice  of  the  substance  to  be  used  are 
not  clearly  established. 

CONCLUSIONS 

The  histories  of  patients  who  have  been 
treated  with  various  proteins  have  been  re- 
viewed, and  the  following  deductions  have 
been  made : 

1.  The  age  of  the  patient  has  no  bear- 
ing on  the  result  of  the  treatment. 

2.  Boiled  milk  is  a safe  protein  to  use. 
No  anaphylaxis  has  been  observed. 

3.  Some  patients  fail  to  react  to  injec- 
tions of  one  protein.  Other  proteins  may 
then  be  used. 

4.  Large  doses  of  diphtheria  antitoxin 
can  be  given  daily  for  from  twenty  to  thirty 
days. 
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5.  Some  chronic  diseases  of  the  eye  re- 
spond to  protein  therapy;  the  treatment 
should  be  continued  long  enough  with  suf- 
ficient quantity  of  protein  to  determine 
whether  or  not  there  is  any  effect. 

6.  Protein  therapy  is  an  adjunct  to  gen- 
eral and  local  treatment  but  has  great  value 
in  early  inflammatory  disease  of  the  eye 
and  should  be  used  freely  in  hospitalized 
patients.  Its  value  is  considerably  less  in 
ambulatory  patients. 
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DISCUSSION 

Dr.  Jules  Dupuy,  (New  Orleans)  : I have 

always  been  deeply  interested  in  the  subject  of 
milk  injections  and,  as  far  as  I know,  believe  I 
was  the  first  in  New  Orleans  to  use  this  therapy, 
at  least  to  employ  it  in  Charity  Hospital  accord- 
ing to  the  records  of  that  institution. 

In  the  beginning  I was  subjected  to  criticism 
and  ridicule  and  was  always  confronted  with 
the  task  of  proving  that  milk  injections  were 
responsible  for  the  beneficial  results.  My  con- 
freres would  say;  “If  you  had  not  given  the 
milk  injection,  don’t  you  think  that  the  eye  would 
have  improved  just  as  rapidly?”  Dr.  Feingold 
especially  would  often  say:  “It  looks  well,  but 

without  the  milk  injection  don’t  you  think  the 
eye  would  have  been  cured?”  In  answer  to  these 
questions  I could  only  state  that  from  observa- 
tion the  cases  in  which  I employed  this  therapy 
always  seemed  to  improve  and  get  well  more 
rapidly  than  those  in  which  it  was  not  used. 

The  first  case  I remember  was  a post  operative 
infection.  This  woman  had  a severe  plastic  irido- 
cyclitis and  panophthalmitis.  After  the  milk  in- 
jection her  improvement  was  simply  marvelous. 
I saw  this  patient  in  conjunction  with  Dr. 
Dimitry. 

As  a rule  the  improvement  is  equal  to  the 
amount  of  constitutional  reaction  obtained;  in 
other  words,  if  followed  by  a chill,  malaise,  the 
patient  greatly  disturbed,  the  improvement  is 


more  marked  than  when  there  is  low  tempera- 
ture and  very  little  clinical  reaction.  In  Charity 
Hospital  it  has  been  adopted  as  the  routine  treat- 
ment in  gonorrheal  ophthalmia.  The  result  de- 
rived therefrom  seems  almost  miraculous. 

I do  not  know  whether  the  essayist  mentioned 
that  it  is  given  according  to  age.  To  a child 
around  four  or  five  years  we  give  2 c.c. ; in  adults 
about  10  to  15  C.C.,  repeating  the  dose  according 
to  the  constitutional  reaction.  If  your  patient  has 
a severe  reaction,  wait  until  subsidence,  then 
give  another  dose;  if  the  reaction  is  mild,  give 
a larger  dose. 

In  post-operative  and  traumatic  infections  for- 
eign protein  injections,  particularly  milk,  are  a 
great  weapon  and  in  gonorrheal  ophthalmitis  a 
very  powerful  weapon.  The  general  practitioner 
in  the  country  is  the  man  who  should  most  ap- 
preciate this  therapy,  particularly  in  the  early 
treatment  of  puncture  infections  of  the  eye  where 
prompt  action  is  necessary,  and  in  gonorrheal 
infections  which  are  so  plentiful  in  the  country. 
The  response  to  treatment  is  very  rapid.  An 
eye  may  be  almost  closed,  painful,  swollen  and 
extremely  hard  to  open,  but  a short  while  after 
the  milk  injection  the  improvement  is  apparent. 
If  you  do  not  care  to  give  the  full  dosage,  give 
10  C.C.,  preferably  in  the  buttock.  It  can  be  given 
in  the  pectoral  region  and  in  the  sides,  but  in  those 
cases  where  we  go  deep  in  the  gluteal  muscles 
it  seems  to  be  more  rapidly  absorbed  and  give 
the  best  reaction.  As  previously  stated,  the  ben- 
efit appears  to  be  in  proportion  to  the  constitu- 
tional reaction. 

Dr.  T.  J.  Dimitry  (New  Orleans)  : Dr.  Bene- 

dict is  to  be  highly  complimented  in  the  presen- 
tation of  a study  of  a difficult  problem,  “Milk  as 
a foreign  protein,  used  therapeutically.”  The  use 
of  this  foreign  protein  is  most  noticeable  in  its 
beneficial  effect  and  in  particular  in  certain  eye 
conditions. 

I interested  myself  starting  some  sixteen  years 
ago  in  the  same  problem,  and  T still  remain  greatly 
interested  in  the  study  of  the  foreign  proteins 
and  of  certain  inorganic  substances  like  that  of 
mercurochrome  injected  intravenously  producing 
a protein  reaction.  I can  not  say  that  I have 
found  anything  quite  so  satisfactory  as  I have 
milk. 

Milk  like  all  agents  when  used  therapeutically 
has  its  limitations  and  at  times  may  be  quite  harm- 
ful. The  use  of  milk  is  very  much  contraindicated 
in  my  opinion,  where  tuberculous,  particularly  in 
the  eye,  exist.  I have  observed  permanently  and 
complete  destruction  of  the  eyes  in  tuberulosis 
following  its  administration  parentially. 


Champenois — The  Eye  Picture  In  Relation  to  Intracranial  Lesion 


795 


Dr.  Dupuy  is  mistaken  in  his  claim  for  priority 
of  the  use  of  milk  in  this  community.  I refer 
him  to  the  New  Orleans  Medical  and  Surgical 
Journal  of  many  years  back — for  a modest  contri- 
bution on  the  subject. 

This  offers  an  opportunity  to  call  Dr.  Cohen’s 
attention  to  error  in  his  claim  in  a paper  just 
previously  read  that  Touro  Infirmary  first  in- 
stalled “deep  roentgen-ray”  apparatus.  I refer 
him  to  the  public  press  of  the  City  of  New 
Orleans. 

Dr.  Jules  Dupuy  (New  Orleans)  : I think  Dr. 

Dimitry  misunderstood  me.  I said  that  the  first 
milk  injection  in  the  treatment  of  eye  diseases 
recorded  at  Charity  Hospital  was  given  by  me 
and  that,  as  far  as  I knew,  it  was  probably  the 
first  done  in  New  Orleans.  Now,  before  I made 
that  statement,  I carefully  looked  through  Char- 
ity Hospital  charts  of  eye  cases  covering  a period 
of  fifteen  years  and  according  to  the  records  I 
am  the  first  to  have  used  this  therapy  in  the 
institution.  If  Dr.  Dimitry  at  some  earlier  time 
employed  this  method  of  treatment,  he  certainly 
made  no  record  of  it. 

I am  sure  I did  not  mean  to  take  any  credit 
from  Dr.  Dimitry.  He  has  always  been  very  close 
to  me  and  if  I have  robbed  him  of  any  distinc- 
tion I wish  to  apologize.  In  claiming  priority  in 
the  use  of  this  treatment  at  Charity  Hospital  I 
made  the  mistake  of  relying  on  the  information 
derived  from  the  record  of  that  institution. 

Dr.  Joseph  Cohen  (New  Orleans)  : I was 

under  the  impression  that  Touro  Infirmary  was 
the  first  to  have  a deep  roentgen-ray  therapy 
machine  in  New  Orleans.  If  it  was  not,  I want 
to  publicly  acknowledge  my  mistake. 


THE  NEW  PHARMACY — The  following  is  an 
exact  and  literal  transcript  of  a communication 
recently  received  by  the  Editor  of  this  Journal; 

A PRESCRIPTION  FOR  FITTS 

One  quart  of  bourbon  Gin. 

Imported  from  france. 

half  pound  of  Gunpowder  tea. 

half  Pound  of  Square  Cut  Loaf  Sugar,  boil 
these  down  to  A Gill  use  them  until  the  Desease 
breaks 

The  suposition  is  in  24  hours  for  the  strongest 
strongest  Desease 

inflamations  on  the  glandes  around  the  heart 
Brain  & Lungs  & Stomach. 


Some  vitules  for  A Weak  State 
Take  A White  Wheat  Loaf,  of  bread 
Dry  it  to  A dark  brown  Powder. 

Mix  the  Powder  with  salt  & Sugar  & Water 
bake  in  A Slow  oven 


THE  EYE  PICTURE,  IN  RELATION  TO 
INTRACRANIAL  LESION  WITH 
REPORT  OF  CASE.* 

FERN  CHAMPENOIS,  M.  D., 
Hattiesburg,  Miss. 

In  presuming  to  present  this  paper  to 
such  an  intelligent  body  of  ophthalmolog- 
ists, I realize  my  limitations  and  inability 
to  discuss  the  subject  in  such  detail  as 
would  my  more  experienced  colleagues,  or 
as  would  a neurologist.  And  in  approach- 
ing it,  I say  approach,  as  I shall  never  ar- 
rive, I do  so  with  the  hope  that  it  will  bring 
out  enlightening  discussion  and  because  I 
am  interested  and  delight  in  endeavoring 
to  trace  the  effect  to  the  cause.  The  eye 
picture  is  the  effect  of  some  intracranial 
cause. 

So  it  is  that  I shall  only  touch  the  neur- 
ology of  the  eye  from  the  high  points  of 
most  interest  to  the  oculist.  The  field  is 
entirely  too  broad  for  an  average  oculist 
like  myself  to  do  otherwise. 

It  is  true  that  most  of  us  do  not  enjoy 
the  advantages  of  a large  experience  with 
eye  disorders  that  have  lesions  of  the  brain 
for  a background;  and  as  a result  will 
never  qualify  as  an  expert;  but  surely  it 
is  a source  of  much  pleasure  and  satisfac- 
tion to  inteligently  interpret  the  meaning 
of  a choked  disc,  and  altered  visual  field,  a 
disturbed  pupillary  reaction,  as  well  as  a 
paresis  of  the  extra-ocular  muscles. 

Choked  disc,  as  you  know,  is  a swelling 
of  the  nerve  head,  being  of  a gray  red 
color.  The  physiological  excavation  disap- 
pears and  the  veins  of  the  retina  become 
large  and  tortous,  while  the  arteries  ap- 
pear small  and  straight.  This  picture 
calls  attention  to  cerebral  disease,  usually  a 
tumor  of  the  brain.  Double  choked  disc 
is  not  only  met  with  in  tumors  of  the 
brain,  but  in  abscesses  and  sinus  throm- 
bosis as  well,  also  in  gumma  and  chronic 
syphilitic  meningitis  of  the  base.  Choked 


*Read  before  the  Mississippi  State  Medical  As- 
sociation, Meridian,  Miss.,  May  8-10,  1928. 
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disc  of  one  eye  is  usually  caused  by  neo- 
plasms of  the  orbit.  Of  course  certain 
poisons,  such  as  nephritis,  lead  poisoning 
and  multiple  sclerosis  might  cause  bilateral 
choked  disc,  but  as  a rule,  in  these  dis- 
eases, the  picture  is  not  so  marked;  the 
optic  nerve  head  does  not  show  the  exten- 
sive swelling,  but  rather  resembling  that 
of  an  optic  neuritis 

It  is  unusual  and  difficult  to  accurately 
locate  a brain  tumor  by  the  ocular  picture 
alone  because  the  various  nerye  pathways 
are  too  complicated  for  the  most  of  us  to 
master,  but  when  we  see  a double  choked 
disc  we  can  safely  conclude  that  a brain 
tumor  exists  in  ninety  per  cent  of  the 
cases. 

Visual  disturbances  occur  early  when 
the  lesion  is  situated  in  the  cerebellum  or 
at  the  base  of  the  brain  along  the  optic 
tract,  and,  the  choked  disc  is  a cardinal 
symptom,  it  might  not  appear  until  late, 
as  in  tumor  of  the  cerebrum. 

As  I said  previously,  it  is  not  my  in- 
tention to  make  an  effort  to  definitely 
locate  a brain  tumor  from  the  eye  picture 
alone;  I shall  leave  that  to  the  neurologist, 
but  after  I have  presented  some  facts  re- 
garding the  pathology  of  the  visual  fields, 
the  pupillary  reactions  and  the  extrensic 
muscles,  I will  try  to  show  the  picture  as 
a whole,  taking  a case  of  mine  for  this 
purpose. 

Since  the  optic  nerves,  from  central 
origin  to  distribution,  are  usually  in  evi- 
dence from  pressure  from  brain  lesions,  I 
shall  give  a s/light  resume  of  thear  an- 
atomy, and  also  discuss  the  why  of  the 
hemianopsias 

The  optic  nerves  after  leaving  the  orbits 
form  the  chiasm  just  above  the  sella  tur- 
cica of  the  sphenoid  bone.  There  is  a par- 
tial decussation  of  fibres  here  which,  when 
understood,  explains  the  forms  of  hemian- 
opsia. The  outer  fibres  of  both  tracts  do 
not  decussate,  but  continue  to  form  the 
nerve  supply  of  the  outer  half  or  temporal 


side  of  each  retina.  The  inner  fibres  of 
both  tracts  cross  at  the  chiasm,  those  of 
the  right  tract  supplying  the  inner  or 
nasal  half  of  the  left  retina,  while  those 
of  the  left  supply  the  inner  or  nasal  half 
of  the  right;  thus  the  right  optic  tract 
cares  for  the  right  side  of  both  retinae  and 
therefore,  by  the  law  of  projection,  of  the 
two  left  halves  of  the  visual  fields;  the  in- 
verse is  true  of  the  left  optic  tract. 

Hemianopsia  is  defined  as  an  absence  of 
half  the  field  of  vision  of  each  eye;  hemi- 
anopsia is  of  two  classes,  heteronymous 
and  homonymous.  If  the  temporal  haljves 
of  the  fields  of  vision  are  absent,  it  is 
called  a heteronymous  bitemporal  hemian- 
opsia, and  is  induced  by  a lesion  in  the 
chiasm  that  effects  only  the  decussating 
fibres.  The  binasal  form  of  heteronymous 
hemianopsia  is  very  rare  as  the  outer  sides 
of  the  chiasm  must  be  affected  before  an 
absence  of  the  nasal  fields  will  be  in  evi- 
dence. 

In  homonymous  hemianopsia  either  the 
right  or  left  half  of  the  field  of  vision  of 
each  eye  is  lost.  This  condition  is  caused 
by  a lesion  of  one  or  the  other  optic  tract 
between  the  chiasm  and  the  occipital  cor- 
tex. If  the  entire  left  optic  tract  is  de- 
stroyed the  temporal  half  of  the  left  re- 
tina and  the  nasal  half  of  the  right  retina 
is  left  without  nerve  supply;  thus  we  have 
a homonymous  hemianopsia  of  the  right 
side.  The  same  is  true  of  a lesion  of  the 
right  tract,  excepting  here  we  have  a con- 
dition where  nothing  is  seen  to  the  left  of 
the  median  line  of  the  two  eyes.  A hemi- 
anopsia is  complete  when  a vertical  line 
passing  through  the  fixation  point  of  each 
eye  divides  the  visual  fields  into  a seeing 
and  a blind  half.  It  is  incomplete  when 
certain  lesions  do  not  completely  destroy 
all  of  the  fibres,  and  when  the  fields  show 
partial  symmetrical  loss  of  vision.  A le- 
sion situated  further  up  in  the  visual 
center  of  one  occipital  cortex  might  be  the 
cause  of  a homonymous  hemianopsia,  and 
when  so,  we  have  a condition,  even  when 
the  entire  centre  is  destroyed,  where  in  the 
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entire  half  of  the  common  visual  is  not 
lost;  this  phenomena  is  know  as  the  pre^ 
servation  of  the  macula. 

I shall  discuss  briefly  the  normal 
pupillary  reactions  and  some  important 
disturbances  of  their  innervation : the 

pupil  either  contracts  or  dilates  and  is 
motivated  by  the  oculomotor  through  the 
ciliary  ganglion  and  the  sympathetic 
through  the  cilio-spinal  centre.  The  reac- 
tions are  involuntary  and  without  con- 
sciousness. For  our  purpose  there  are 
three  chief  reactions;  first,  by  the  direct 
reflex  reaction  to  light;  second,  by  the  in- 
direct reaction  to  light;  third,  by  the  re- 
action of  convergence.  By  the  direct  reac- 
tion, we  mean  there  is  a contraction  of  the 
pupil  when  a light  is  thrown  directly  into 
the  eye;  the  indirect  or  consensual  reac- 
tion is  the  contraction  of  both  pupils  when 
a light  is  thrown  into  one  or  the  other  eye ; 
and  by  the  reaction  to  convergence,  we 
mean  that  on  looking  at  a near  object  both 
pupils  contract.  The  tract  of  the  reflex 
contraction  of  the  pupil  begins  in  the 
pupillomotor  area  of  the  retina,  thence  to 
the  optic  nerve,  optic  tract  and  centre 
where  communicating  fibres  carry  stimu- 
lus to  the  nucleus  of  the  oculomotor  by 
which  it  is  returned  to  the  eye.  The  pupil- 
lary reactions  alone  can  give  no  definite 
indication  in  the  localization  of  a brain 
lesion,  but  there  are  three  diseases  wherein 
the  proper  interpretation  of  the  pupillary 
phenomena  are  very  characteristic.  These 
are  syphilis  of  the  brain,  tabes  and  pro- 
gressive paralysis.  Since  I am  only  deal- 
ing with  the  brain,  I shall  say  just  a few 
words  about  the  syphilitic  pupil  of  brain 
origin.  Syphilis  of  the  tertiary  variety 
seems  to  have  a predilection  for  attacking 
the  nuclei  of  the  internal  muscles  of  the 
eye,  causing  an  absolute  immobility  of  the 
pupil  in  one  or  both  eyes.  In  an  amauro- 
tic immobility  of  one  pupil  there  is  some 
disturbance  along  the  pupillary  pathway 
which  causes  an  absence  of  both  the  direct 
and  indirect  reflexes,  but  the  reflex  con- 
traction of  convergence  remains.  In  an 


unilateral  amaurotic  immobility,  the  pupil 
of  the  blind  eye  is  larger  than  in  the  other. 
Both  pupils  are  dilated  equally  when  both 
eyes  are  blind.  An  absolute  immobility  of 
the  pupil  is  recognized  by  an  absence  of  all 
reflexes  and  is  due  to  a loss  of  function  of 
the  sphincter.  In  a reflex  immobility  of 
the  pupils,  both  direct  and  indirect  reflexes 
are  lost,  but  that  of  convergence  remains; 
this  condition  is  seen  in  tabes  and  is  known 
as  the  Argyll-Robertson  pupil. 

When  a patient  presents  himself  com- 
plaining of  seeing  double,  and  a monocu- 
lar diplopia  has  been  excluded,  you  can 
conclude  that  a paresis  of  one  or  more  or 
the  extrinsic  ocular  muscles  exists.  The 
exclusion  of  a monocular  diplopia  is  simple 
as  the  diplopia  remains  when  one  eye  is 
closed,  it  being  caused  by  a luxated  lens, 
an  incipient  cataract  or  an  iridodialysis. 
These  conditions  permit  two  images  of  the 
same  object  to  be  cast  upon  the  retina.  A 
diplopia  due  to  a muscle  paresis  would  be 
noticed  by  an  impairment  of  mobility.  In 
other  words,  there  would  be  a deviation  due 
to  a lagging  behind  of  the  paretic  eye. 
Then,  again,  the  patient  might  complain  of 
vertigo  .and  a disturbance  of  orientation. 
The  muscle  or  muscles  involved  can  be 
analyzed  by  means  of  the  double  images. 

I shall  not  bore  you  in  an  endeavor  to 
explain  the  diagnostic  value  of  pareses  of 
the  extrinsic  muscles  of  the  eye,  nor  will  I 
try  to  group  these  pareses  with  the  thought 
of  localization  of  the  causative  lesion,  but 
I would  like  to  present  a report  of  a case 
showing  the  eye  picture  that  caused  me  to 
make  a diagnosis  of  brain  tumor.  I did  not 
attempt  localization,  leaving  this  to  the 
neurologist;  but  as  you  will  see  he  failed 
to  localize  the  tumor. 

I was  called  in  consultation  last  October  by 
another  eye  man  to  see  Mrs.  N.  P.,  who  gave 
the  following  history:  She  was  a white  woman 

of  42  years  of  age,  a mother  of  six  children  and 
had  had  no  miscarriages.  About  two  years  ago 
a tumor  of  the  breast  was  removed,  otherwise  at 
this  time  she  was  enjoying  very  good  health.  I 
was  unable  to  learn  the  nature  of  this  tumor.  A 
year  after  the  removal  of  tumor  she  suffered 
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from  pains  in  the  knee  and  hip  joints.  Shortly 
after  this  she  developed  evidences  of  paralysis  of 
the  right  leg,  gradually  showing  a definite  hemi- 
plegia. At  some  time  during  this  period  she  was 
advised  to  have  her  tonsils  removed.  This  was 
done  before  she  became  helpless.  No  improvement 
was  seen;  in  fact,  her  condition  grew  worse  until 
she  became  bedridden.  A Wassermann  was  made 
about  this  time  with  a negative  report.  My  ex- 
amination showed  vision  nil,  both  pupils  dilated, 
no  reactions,  absolute  immobility,  very  little 
movement  of  the  globe  in  any  direction,  fundi 
media  clear,  but  showing  a well  mai’ked  bilateral 
choked  disc.  There  was  no  pain  of  any  kind,  but 
the  patient  showed  beginning  mental  deteriora- 
tion. With  this  picture  there  was  no  doubt  about 
the  diagnosis,  a tumor  of  the  brain  probably  of 
the  base.  It  is  possible  that  some  of  you  could 
be  more  definite  as  to  location,  if  so  let  us  hear 
from  you.  But  the  neurologist  to  whom  I re- 
ferred her  made  this  report  which  I will  read. 
However,  this  report  seems  a little  indefinite  to 
me;  seemingly  there  was  no  effort  at  localization: 

“The  summary  of  my  examination  is  as  follows: 
Right  hemoplegia,  which  was  gradual  in  onset  and 
progressive;  double  choked  discs;  increased  intra- 
cranial pressure,  mental  deterioration;  blindness. 
Laboratory  findings,  including  the  spinal  fluid, 
were  negative.  I made  the  following  notes.  It 
is  my  feeling  that  this  is  probably  a metastatic 
tumor.  Operation  was  not  recommended. 

There  is  no  doubt  that  this  patient  suffered 
from  a tumor  of  the  brain,  the  exact  nature  of 
which  was  not  determined.  It  may  have  been 
primary,  but  as  you  recall,  there  was  a history 
of  a breast  tumor  being  removed  a few  years  ago.” 

Dr.  

DISCUSSION. 

Dr.  Bell:  A number  of  years  ago  Posey  and 

Spiller  compiled  and  printed  a very  large  volume 
on  eye  symptoms  of  nervous  diseases.  I gave  this 
volume  very  careful  reading  after  which  I de- 
cided it  was  a little  bit  too  deep  for  me. 

The  interpretation  of  eye  symptoms  of  nervous 
diseases  as  given  by  the  big  men  in  the  United 
States,  say  it  might  be  this  and  it  might  be  that. 
It  does  not  help  any  when  you  get  to  read  men 
who  are  leaders  in  the  profession,  and  who  tell 
us  that  some  certain  eye  symptom  may  be  found 
in  some  certain  disease;  the  same  symptom  may 
not  be  present  and  the  same  symptom  may  or 
may  not  be  present  in  any  of  a half  dozen  other 
nervous  diseases. 

Dr.  Gaudet:  The  chairman  here  is  a good 

friend  of  mine  and  I am  glad  to  be  permitted 
to  discuss  this  paper.  When  he  says  we  didn’t 
come  prepared  he  is  right,  and  so  is  Dr.  Bell.  It 


is  rather  difficult  to  present  a subject  without  a 
little  study.  The  fact  is  that  90  per  cent  of  brain 
tumors  are  diagnosed  by  symptoms  of  pressure. 
From  the  image  presented  in  the  eye  grounds  you 
frequently  make  a diagnosis  of  brain  tumor.  We 
are  convinced  long  before  it  appears  because  of 
the  symptoms.  We  find  symptoms  such  as  a 
patient  seeing  double.  Dr.  Bruns  reports  that 
75  per  cent  of  these  are  due  to  lues. 

In  many  of  these  cases  we  find  a negative 
Wassermann  reaction.  Some  of  the  patients  have 
had  treatment  by  neuro-psychiatrists.  Whenever 
there  is  diplopia  we  suspect  syphilis  or  neuro- 
syphilis. 

We  ought  to  show  our  appreciation  to  Dr. 
Chapenois  by  giving  this  paper  free  discussion. 

Dr.  Howard:  I do  not  think  it  best.  Dr. 

Gaudet  ought  not  be  allowed  to  get  away.  We  are 
always  glad  to  get  Dr.  Gaudet  on  the  floor,  but  we 
know  from  our  own  general  knowledge  of  things 
that  when  he  got  up  he  hated  to  get  up  so  soon. 

Dr.  Champenois:  Thank  you,  gentlemen,  for 

your  kind  discussion. 

I didn’t  prepare  this  paper  as  a neurologist.  I 
wanted  you  to  review  an  eye  picture  of  choked 
disc. 

I think  that  75  per  cent  or  possibly  80  per  cent 
of  these  cases  are  infectious. 

CONTUSIONS  OF  THE  EYE.* 

M.  H.  BELL,  M.  D., 

Vicksburg,  Miss. 

Located  in  an  agricultural  section  and 
away  from  the  larger  industrial  and  man- 
ufacturing centers,  it  has  been  my  experi- 
ence that  contusions  of  the  eye  are  seen 
more  frequently  than  wounds  of  a pene- 
trating type. 

The  agent  causing  the  injury  will  be 
found  to  vary  greatly,  but  is  comparatively 
small  in  the  majority  of  the  cases.  The 
injuries  may  be  conveniently  divided  into 
those  caused  by  bodies  so  large  that  the 
force  of  the  blow  does  not  reach  the  eye- 
ball, but  is  expended  on  the  orbital  mar- 
gins, or  by  a smaller  body  which  strikes 
the  margin  of  the  orbit  only  and  those 
where  the  eyeball  receives  the  full  force 
of  the  blow. 

*Read  before  the  Mississippi  State  Medical  As- 
sociation, Meridian,  Miss.,  May  8-10,  1928. 
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This  is  a practical  division  since  contu- 
sions of  the  orbital  margin  may  cause  the 
well  known  “black  eye”  and  subconjuncti- 
val hemorrhage  causing  much  apprehen- 
sion on  the  part  of  the  patient  and  friends, 
while  as  a matter  of  fact  the  prognosis  is 
entirely  good.  A very  much  less  significant 
injury  where  the  force  of  the  blow  is  ex- 
pended directly  on  the  eyeball  may  be  hope- 
less, in  so  far  as  recovery  of  useful  vision 
is  concerned  from  the  beginning.  It  is  most 
unfortunate  that  so  many  of  these  patients 
are  children  who  have  an  eye  injured  in 
play  and  are  deprived  of  useful  vision  in 
one  or  both  eyes  for  life. 

One  of  childhood’s  perennial  games,  that 
of  “chunking”  is  responsible  for  many 
sightless  eyes.  The  wounding  agent  is 
often  most  insignificant,  a small  stone,  bit 
of  hard  dirt,  ball,  stick,  anything  the 
youthful  hand  picks  up. 

The  air  rifle  plays  its  part  and  every  year 
a few  cases  due  to  fireworks,  roman  candle 
balls,  exploding  firecrackers,  etc.,  will  be 
seen. 

A very  frequent  cause  in  older  patients 
is  small  bits  of  stalk  thrown  by  stalk  cut- 
ters. 

I see  more  cases  due  to  small  bits  of  wood 
and  chips  from  cutting  kindling  and  wood 
than  any  other  single  cause  and  many  cases 
of  penetrating  wounds  come  from  the  same 
cause  due  to  sharp  splinters  on  the  bit  of 
wood. 

In  the  cases  of  slighter  blows,  which  only 
cause  injury  to  the  cornea  and  conjunctiva 
with  or  without  hemorrhage  in  the  eyelid 
and  under  the  conjunctiva,  recovery  will  be 
rapid  and  complete. 

Where  the  injury  causes  damage  to  the 
iris,  ciliary  body,  choroid,  lens,  retina  or 
optic  nerve  recovery  will  be  slower  and  less 
complete  and  in  many  cases  useful  vision 
will  never  be  recovered.  When  the  injury 
is  limited  to  the  eyelids  and  conjunctiva  it 
is  often  impossible  to  be  certain  that  no 
further  damage  has  been  done,  as  many 


cases  will  present  so  much  swelling  of  the 
eyelids  that  it  is  not  possible  to  make  an 
examination  of  the  deeper  parts  of  the  eye. 

Prognosis  must  be  guarded  till  the  swell- 
ing decreases  and  allows  one  to  make  the 
necessary  examination  to  determine  the  ex- 
act extent  of  the  injury.  The  injury  to  the 
iris  may  be  so  minute  that  it  is  not  de- 
tected at  first,  showing  up  later  as  a slight 
inequality  and  displacement  of  the  pupil 
and  it  may  be  so  great  that  the  iris  is  prac- 
tically destroyed. 

Small  radial  tears  at  the  pupillary  mar- 
gin of  the  iris  always  leave  an  irregular 
displaced  pupil  and  a more  or  less  complete 
paralysis  of  the  iris  movements.  When  the 
wound  of  the  iris  is  at  the  attachment  to 
the  ciliary  body  or  between  that  and  the 
pupillary  margin  we  will  have  a false  pupil. 
These  changes  are  permanent  as  the  iris 
tissue  does  not  heal  as  other  parts  of  the 
body  do. 

Injury  to  the  ciliary  body,  choroid  and 
retina  always  leave  permanent  damage,  the 
amount  depending  on  the  extent  and  loca- 
tion of  the  injury. 

The  usual  lesion  found  will  be  a rupture 
with  more  or  less  hemorrhage  and  the 
blood  will  often  make  it  impossible  to  lo- 
cate the  break  for  some  time  after  the  acci- 
dent. 

A fairly  common  result  of  contused 
wounds  is  the  so-called  “hole  at  the  ma- 
’ cula.”  These  cases  may  present  no  discov- 
erable lesion  at  the  time  of  injury,  in  fact 
usually  do  not  for  some  time,  then  at  a 
later  date  an  atrophy  of  the  retinal  fibers 
at  the  macula  develops  with  loss  of  central 
vision  permanent  in  character. 

The  lens  may  become  opaque,  a trauma- 
tic cataract,  a result  of  some  small  rupture 
of  the  capsule  in  most  instances  but  due  to 
nutritional  disturbance  in  some  cases. 

The  treatment  indicated  in  the  minor  in- 
juries includes  such  measures  as  applica- 
tion of  ice  if  injury  is  very  recent,  boric 
acid  wash,  one  of  the  colloidal  silver  salts 
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and  atropin  in  case  the  iris  becomes  in- 
flamed. 

In  cases  of  injury  of  the  pupillary  mar- 
gin of  the  iris  the  question  as  to  the  use 
of  atropin  will  have  to  be  considered.  The- 
oretically atropin  may  increase  the  tear  in 
the  iris  by  dilating  the  pupil  but  the  ques- 
tion is  an  academic  one  as  it  will  be  found 
necessary  to  use  atropin  to  combat  the  iritis 
which  will  develop  from  the  injury  in  most 
cases. 

When  the  deeper  structures  of  the  eye 
are  involved  treatment  will  be  along  the 
same  lines,  as  about  all  that  can  be  done 
is  to  treat  the  inflammation  following  the 
injury. 

The  damage  is  done  to  the  eye  at  the 
time  of  the  accident  and  our  only  recourse 
is  to  try  to  prevent  any  further  destruc- 
tion by  subsequent  infection  or  inflam- 
mation. 

By  way  of  illustration  the  following  cases 
are  reported : 

A white  male,  aged  17  years,  was  struck  in  the 
right  eye  by  a small  rock  thrown  with  a “nigger- 
shooter”  thirty  minutes  before  I saw  him.  He 
stated  the  distance  was  about  seventy  or  eighty 
yards  so  the  force  was  not  great. 

Examination  showed  the  left  eye  had  standard 
vision  and  was  normal.  The  vision  in  the  right 
eye  was  perception  of  light  only.  There  was  a 
small  central  abrasion  of  the  cornea,  the  anterior 
chamber  was  half  filled  with  blood,  a small  tear 
in  the  upper  outer  pupillary  margin  of  the  iris 
and  the  iris  was  half  dilated  and  fixed.  The 
treatment  consisted  of  cold  applications  and  argy- 
rol,  but  I had  to  use  atropin  within  forty-eight 
hours  on  account  of  a beginning  iritis.  The  eye 
cleared  up  rapidly  and  was  entirely  free  of  inflam- 
mation in  three  weeks. 

One  month  later  vision  of  20/300  was  improved 
to  20/60  with  a minus  4.00  D.  sphere.  Fundus 
was  normal. 

Eight  years  later  the  vision  was  20/60  with  a 
plus  1.00  D.  sphere.  The  iris  was  2/3  dilated  and 
immobile  and  there  is  a well  marked  central  opac- 
ity in  the  lens  which  will  almost  certainly  progress 
to  a complete  opacity.  The  left  eye  has  remained 
entirely  normal. 

A negro  male,  aged  50  years.  A week  before  I 
saw  this  patient  he  was  at  a wake  and  fell  asleep 


in  a chair.  Someone  slapped  him  across  the  face 
to  rouse  him  and  they  succeeded  well.  Vision 
was  abolished  in  the  right  eye  at  once  and  he  had 
been  in  great  pain  ever  since  injury.  He  had  a 
complete  anterior  dislocation  of  the  lens.  The 
lens  was  removed  without  any  great  difficulty  and 
the  eye  made  a good  recovery  but  no  vision  re- 
mained and  at  the  last  examination  it  was  impos- 
sible to  see  fundus  as  the  vitreous  was  still 
clouded  enough  to  prevent  a satisfactory  exam- 
ination. 

A negro  male,  aged  16  years,  was  struck  in  the 
left  eye  by  a baseball  eight  months  previously.  He 
declared  the  eye  was  never  sore  or  inflamed  fol- 
lowing the  accident,  but  during  the  following 
four  months  vision  was  gradually  lost. 

Six  months  preceding  examination  he  was  struck 
in  the  right  eye  by  a green  peach  and  the  eye 
was  slightly  inflamed  for  a week.  This  cleared 
up  and  the  eye  was  all  right  so  far  as  he  knew. 
Vision  was  gradually  lost  in  this  eye  also.  He  has 
a cataract  in  each  eye  and  vision  equalled  per- 
ception of  light.  The  iris  was  normal  and  light 
projection  was  good.  The  left  lens  was  needled 
and  six  weeks  later  the  posterior  capsule  was 
opened. 

At  the  last  examination  he  had  vision  of  20/100 
with  a plus  5.00  sphere. 

A white  male,  aged  12  years,  was  struck  in  the 
right  eye  by  a dried  china  berry  three  days  pre- 
viously, thrown  from  forty  feet  distance.  For 
twenty-four  hours  the  eye  appeared  all  right,  a 
little  sore  but  no  other  symptoms.  Then  vision 
was  suddenly  lost  and  intense  pain  developed. 

The  left  eye  was  normal.  It  was  questionable 
whether  the  right  eye  had  perception  of  light. 
The  anterior  chamber  was  full  of  blood  and  the 
whole  eyeball  was  intensely  inflamed. 

A very  stormy  month  followed,  marked  by  very 
severe  symptoms,  intense  pain,  a great  amount  of 
chemosis,  and  marked  constitutional  reaction,  nau- 
sea, vomiting,  fever,  lasting  several  days. 

Treatment  was  along  the  usual  lines  with  a 
very  grave  prognosis. 

One  consultant  advised  immediate  enucleation 
on  account  of  the  danger  of  sympathetic  inflam- 
mation developing  in  the  good  eye.  Another  con- 
sultant in  whom  I have  always  had  great  confi- 
dence, advised  that  there  was  no  immediate  dan- 
ger. 

The  eye  developed  one  symptom  that  is  ex- 
tremely rare,  the  entire  cornea  was  stained  a light 
brown  color  by  the  blood  pigment  from  the  blood 
which  remained  in  the  anterior  chamber  so  many 
weeks.  In  clearing,  the  cornea  first  cleared  at 
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the  margins,  as  is  the  rule,  and  gradually  ap- 
proached the  center.  This  clearing  process  was 
slow  taking  thirteen  months  for  completion. 

At  one  stage  I was  certain  that  the  lens  was 
dislocated  into  the  anterior  chamber.  The  pic- 
ture of  the  light  brown  center  through  which 
nothing  could  be  seen  and  the  perfectly  clear 
narrow  ring  of  cornea  at  the  limbus  had  me  guess- 
ing for  weeks.  The  final  result  was  a very  good 
appearing  eye  with  vision  of  20/60  and  the  eye 
has  been  perfectly  quiet  for  ten  years.  The  left 
eye  remains  normal. 

DISCUSSION. 

Dr.  Travis:  I enjoyed  Dr.  Bell’s  paper.  As  to 

rest  in  contusions  of  the  eye  I will  say  that  dur- 
ing my  general  practice  we  had  some  trouble  with 
hit  injuries.  For  instance,  had  patients  who 
had  pain  from  injury,  but  who  would  go  around 
until  the  eye  became  infiamed.  Then  you  could 
not  tell  what  you  had  on  the  inside.  If  the  pa- 
tient is  put  to  bed  probably  you  can  save  the  eye, 
but  if  he  goes  on  to  work  the  eye  is  lost.  A 
strange  thing,  the  eye  generally  doesn’t  hurt  and 
goes  out. 

Last  year  I had  three  cases  of  contusions  of 
the  eye.  The  vpupils  were  dilated  and  sight  was 
almost  entirely  lost. 

I had  a case  recently  of  a lumber  hauler  who 
drove  under  a tree,  and  was  hit  by  a limb.  He 
washed  the  eye  out,  and  kept  on  hauling  lum- 
ber. Then  he  came  to  me  about  two  weeks  after- 
ward on  account  of  a disturbance  of  vision.  He 
could  not  see  his  fingers  except  in  front  and 
close  to  the  eye.  The  eye  rested  under  treatment 
and  the  vision  was  restored. 

I have  another  case  to  report,  the  result  of  an 
automobile  accident.  The  lid  was  hit  on  the  out- 
side and  swelled.  There  was  no  break  of  the 
cornea. 

A negro  boy,  about  eighteen  months  ago  had  a 
whip  with  knots  in  the  end.  In  an  argument  with 
a mule  the  whip  backfired  and  hit  him  on  the 
eyelid,  and  it  swelled  up.  He  went  on  two  or 
three  days  and  finally  came  in  on  account  of  pain. 

I dilated  the  pupil.  A traumatic  cataract  had 
formed,  and  was  perfectly  white.  I wanted  to  get 
some  sort  of  fee,  and  planned  to  make  arrange- 
ments for  him  to  go  to  the  hospital.  After  two 
months  he  came  in.  Infiammation  cleared  up,  and 
the  cataract  was  absorbed. 

Dr.  Johns;  After  hearing  the  excellent  paper 
prepared  by  Dr.  Bell,  I want  to  discuss  a case  that 
came  under  my  observation,  a case  of  a little 
child.  The  family  wanted  to  go  over  to  the  coast 
and  spend  the  summer.  The  father  and  the  chauf- 
fer were  on  the  front  seat.  The  mother  together 


with  the  nurse  and  a little  two-year-old  child  were 
on  the  back  seat.  Another  car  passed,  a higher 
powered  one,  and  in  doing  so  threw  up  a lot  of 
gravel.  Some  of  the  gravel  hit  the  windshield  and 
broke  the  glass.  A piece  of  the  glass  hit  the  baby 
in  the  eye  producing  a cut  of  the  cornea  with 
protrusion  of  the  iris.  I thought  iridectomy 
would  have  to  be  performed.  I had  the  iris  pushed 
in,  and  at  the  end  of  a few  weeks  under  treat- 
ment the  child  made  an  uneventful  recovery.  The 
eye  looks  as  if  iridectomy  had  been  performed. 

With  the  modem  conveniences  now  at  hand 
wonderful  things  are  being  done. 

Dr.  Arnold:  That  case  reminded  me  of  one  I 

saw  two  years  ago  in  which  a car  struck  gravel. 
Some  of  it  was  thrown  up  and  hit  the  windshield 
and  knocked  out  a piece  of  glass.  The  person 
was  struck  in  the  eye  making  a cut  on  the  cornea. 

This  is  the  only  case  of  the  kind  I ever  saw. 

Dr.  Travis:  With  my  long  experience  in  Chat- 

tanooga there  were  many  cases  of  injuries  by  pen- 
etrating wounds  where  we  removed  steel  by  mag- 
nets. 

Some  of  them  were  contused  wounds  of  miners 
of  coal.  These  were  the  hardest  cases  we  had 
to  deal  with  on  account  of  ulcerations.  They  gave 
more  trouble  and  were  a longer  time  curing  up. 

Dr.  C.  C.  Buchanan:  I had  a man  about  forty 

years  of  age  come  in.  He  had  been  hit  in  the 
■eye  by  a small  knot  off  the  end  of  a whip.  The 
anterior  chamber  was  completely  filled  with  blood, 
and  so  I couldn’t  find  a break  in  the  cornea.  We 
sent  him  to  the  hospital.  Unfortunately  he  was 
in  a ward  with  four  or  five  other  negroes.  Two 
died  that  night  and  he  left  next  morning. 

The  lumber  people  wanted  a prognosis,  and 
thought  the  eye  might  have  to  be  enucleated. 

He  left  town  and  was  gone  three  months.  When 
he  returned  he  had  had  a complete  cataract  oper- 
ation which  left  a good  looking  eye,  but  with  very 
little  vision. 

All  these  cases,  as  in  the  case  of  the  negro, 
are  very  interesting. 

Dr.  Bell  (closing)  : Dr.  Johns  brings  out  the 

idea  of  rest.  About  as  good  a thing  as  we  can 
do  sometime  is  to  stand  by  and  look  on. 

In  some  cases  the  best  thing  to  do  is  to  enu- 
cleate because  the  eye  is  totally  destroyed. 

If  we  try  to  save  the  eye  it  will  take  months 
of  treatment  and,  then,  the  eye  often  must  be 
enucleated  on  account  of  the  dangar  to  the  other 
eye. 

Take  the  eye  out,  and  in  a week  or  two  the 
patient  is  able  to  go  back  to  work. 

Of  course,  if  he  has  a good  appearing  eye  that 
gives  no  trouble  I think  it  best  to  let  him  keep 
it  even  if  there  is  no  vision. 
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NASAL  FRACTURES  AND  THEIR 
TREATMENTS.* 

VAL  H.  FUCHS,  M.  D., 

New  Orleans. 

Nasal  fractures,  for  some  reason,  have 
never  been  accorded  the  importance  which 
they  deserve,  and  it  is  only  in  the  last  few 
years  that  much  has  been  written  concern- 
ing their  treatment.  When  we  consider 
that  the  nose  is  the  organ  of  respiration 
and  olfaction,  we  must  at  once  be  struck 
with  its  importance.  Again,  from  an  aes- 
thetic standpoint,  the  nose  has  always 
played  a prominent  part.  In  fact  all 
methods  of  treating  nasal  fractures  in  the 
past  were  to  obtain  a pleasing  aesthetic 
result,  and  all  the  true  physiological  func- 
tions of  the  nose  were  completely  lost 
sight  of. 

To  obtain  a nice  correction  of  an  external 
deformity  is  always  desired,  but  it  should 
not  be  obtained  at  a sacrifice  of  any  of  the 
physiological  functions. 

For  this  reason  alone,  I believe  all  nasal 
fractures  should  be  treated  by  a competent 
rhinologist  and  should  be  taken  out  of  the 
hands  of  the  general  surgeon  or  family  doc- 
tor entirely. 

When  we  remember  that  the  structure 
making  up  the  nasal  contour  (nasal  bones, 
nasal  processes  of  the  superior  maxillae, 
the  triangular  and  lateral  cartilages  and 
columella)  are  right  under  the  skin,  and 
that  any  irregularity  of  these  structures 
will  in  time  become  very  pronounced  and 
produce  a notable  disfigurement,  which  time 
does  not  lessen,  but  on  the  contrary  magni- 
fies, we  can  more  readily  understand  that 
a rhinologist,  who  is  more  intimately  asso- 
ciated with  the  nasal  structure,  can  better 
handle  their  fractures. 

The  nose,  since  it  occupies  such  a promi- 
nent place  on  the  face,  is  naturally  more 
subject  to  trauma  than  any  of  the  facial 


*Read  before  the  Louisiana  State  Medical 
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bones.  These  fractures  are  comparatively 
frequent,  and  are  not  as  rare  as  some  of 
the  text  books  would  lead  us  to  believe. 

Roughly,  nasal  fracture  can  be  divided 
into  two  classes : 


Fig.  1.  Lateral  displacement  following  nasal  fracture. 

Type  1 — Lateral  displacements,  that  is 
where  one  nasal  bone  is  depressed  and  the 
other  pushed  out.  These  are  caused  by 
blows  or  injuries  from  the  side,  causing 
the  nose  to  be  displaced  in  the  direction  of 
the  force  of  the  blow.  This  can  be  strik- 
ingly brought  out  by  drawing  an  imaginary 
line  from  the  glabella  to  the  philtrum,  and 
the  displacement  to  one  side  or  the  other  is 
readily  discernable. 

Type  2 — Sunken  noses,  which  resemble 
the  syphilitic  noses  and  are  caused  by 
blows  directly  on  the  nasal  bones.  In  this 
type  the  bones  are  either  comminuted  and 
depressed,  or  the  nasal  bones  are  so  forced 
down  that  they  override  the  nasal  processes 
of  the  superior  maxillae. 
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The  symptoms  are  pain,  swelling  and 
deformity,  accompanied  by  bleeding  and 
perhaps  crepitation.  It  must  always  be 
remembered  that  crepitation  may  often  be 
elicited  with  gentle  palpation,  when  a firm 
grasp  determines  little  or  nothing.  Imme- 
diately after  the  blow  is  received,  the  de- 
formity is  visible,  but  it  is  soon  masked 
by  the  swelling,  which  forms  with  very 
great  rapidity,  and  it  does  not  become  obvi- 
ous again  until  the  swelling  has  passed 
away  by  which  time  the  fracture  has  united 
and  the  deformity  is  fixed. 

With  a fracture  of  the  nasal  bones  and 
their  displacement,  there  is  always  asso- 
ciated a bending  or  fracture  of  the  septum, 
either  of  the  cartilagenous  or  of  the  osseous 
portion,  or  of  both,  and  the  septal  lesion  is 
frequently  associated  with  the  formation 
of  a septal  haematoma,  which,  like  the  ex- 
ternal swelling,  conceals  for  a time  the 
presence  of  the  septal  deformity. 

Fracture  of  the  perpendicular  plate  of 
the  ethmoid  may  be  an  accident  of  the 
utmost  gravity  if  the  force  has  been  suffi- 
cient to  cause  fracture  also  of  the  cribiform 
plate,  and  the  opening  of  the  anterior 
cranial  fossa. 

The  upper  three-quarters  of  the  nasal 
bones  rest  upon  the  perpendicular  plate  of 
the  ethmoid,  while  the  lower  part  rests  on 
the  cartilagenous  septum.  Fractures  of 
the  nose,  luckily,  most  often  affect  the 
lower  fourth,  wherein  the  fragments  are 
usually  pushed  backwards,  but  if  the  force 
is  great,  the  cartilagenous  septum  will  also 
be  found  bent,  broken  or  even  dislocated 
from  its  resting  groove  in  the  vomer  or 
the  maxillary  ridge. 

My  line  of  treatment  follows  the  tech- 
nique as  brought  out  by  Lee  Cohen  some 
years  ago.  No  longer  is  an  attempt  made 
to  set  these  fractures  without  a general 
anesthesia.  For  a while  local  was  used, 
but  the  procedure  always  seemed  to  cause 
pain,  no  matter  how  much  care  was  used 
to  produce  good  anesthesia.  Nitrous  oxide 
is  the  anesthetic  of  choice,  and  the  patients 


Fig.  2.  Appearance  of  patient  with  splint  and  bandage 
applied. 

receive  so  little,  that  it  is  possible  for  them 
to  leave  the  hospital  immediately  after  they 
react.  Before  beginning  the  anesthetic,  a 
piece  of  ordinary  writing  paper  is  placed 
over  the  nose  and  a pattern  made.  This 
pattern  is  placed  on  a piece  of  18  gauge 
copper  sheeting  and  the  proper  size  splint 
is  cut  out.  The  copper  is  then  covered  en- 
tirely with  adhesive  plaster,  and  moulded 
to  fit  the  nose  snugly,  after  the  fractured 
bones  are  put  in  their  proper  position.  The 
advantage  of  this  thin  Copper,  is  that  it  can 
be  readily  bent,  so  that  pressure  can  always 
be  placed  on  the  desired  point. 

At  one  time,  we  used  dental  compound, 
but  it  was  discarded,  for,  in  addition  to  its 
weight,  it  did  not  seem  to  give  as  satisfac- 
tory results  as  the  copper.  Again,  at 
future  dressing,  it  may  be  desirable  to 
place  pressure  in  a different  manner,  and 
this  can  be  easily  done  with  the  copper 
splint,  whereas  it  is  impossible  with  the 
dental  modeling  compound. 
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As  soon  as  the  patient  is  asleep,  a post- 
nasal pack  is  placed  to  prevent  any  blood 
running  down  the  trachea.  An  Adams  for- 
ceps is  used,  with  one  blade  within  the 
nose,  usually  covered  with  a piece  of  rubber 
tubing,  and  the  other  on  the  outside  and 
the  nasal  bones  can  be  manipulated  and 
forced  back  into  position  very  readily. 
When  the  fragment  is  displaced  inwards, 
any  flat  metal  elevator,  of  sufficient 
strength,  will  lift  the  bones  outwards. 
The  final  moulding  of  the  parts  can  be 
shaped  with  the  fingers.  Both  blades  of 
the  forceps  are  placed  within  the  nose, 
one  on  each  side  of  the  septum,  and  any 
irregularity  or  displacement  is  corrected 
by  the  proper  movement  of  the  forceps.  It 
is  our  custom  to  place  a small  pack  cov- 
ered with  vaseline  or  K.Y.  jelly  high  up 
on  the  side  where  the  depressed  fragment 
was,  so  that  there  will  be  no  displace- 
ment. At  times,  a small  rubber  tube  can 
be  placed  along  the  floor  of  the  nose  so 
that  the  patient  can  breathe,  and  the  pack 


Fig.  3.  End  results  following  treatment  of  patient  shown 
in  Fig.  1. 


is  placed  above  this.  Usually,  it  is  only 
necessary  to  pack  one  nasal  cavity , and 
this  pack  can  be  left  in  for  5-7  days, 
when  the  first  dressing  is  changed.  It  is 
always  a good  idea  to  overcorrect  the  de- 
formity slightly,  for  the  end  results  will 
be  much  better.  An  haematoma  of  the 
septum  should  be  thoroughly  incised  and 
drained,  and  the  entire  nasal  cavity 
painted  with  a 4 per  cent  solution  of 
mercurochrome. 

After  the  fracture  is  set  and  all  pack- 
ings are  satisfactorally  placed,  the  copper 
splint  is  lined  v.dth  a few  layers  of  surgical 
lint,  properly  shaped  and  applied  to  the 
nose.  It  is  held  in  place  by  a strip  of 
adhesive  plaster,  stretched  across  the  nose, 
from  one  malar  bone  to  the  other.  Areas 
are  cut  from  the  adhesive,  around  the  eyes, 
so  that  there  will  be  no  obstruction  to 
vision.  Cross  strips  of  adhesive  are  car- 
ried from  the  forehead,  just  above  the  eye, 
tc  the  opposite  cheek  and  more  rigidity  is 
obtained. 

An  abrasion  or  external  injury  of  the 
skin  surface  is  not  a contra-indication  to 
the  splint.  Sutures  can  be  readily  placed, 
but  in  these  cases  we  cover  the  entire 
wound  with  a small  square  of  gauze  before 
applying  the  splint.  The  first  dressing  is 
made  at  the  end  of  5 days  and  the  splint  is 
worn  for  from  2-3  weeks,  changing  the 
dressing  every  3-4  days,  and  after  this  the 
splint  is  worn  only  at  night  for  about  2 
weeks  longer. 

SUMMARY. 

1.  Set  all  fractures  of  the  nose,  as  soon 
after  injury  as  possible. 

2.  Nitrous  oxide  anesthesia  is  pre- 
ferable to  local. 

3.  Wounds  of  the  skin,  after  thoroughly 
cleansing,  may  be  sewed,  and  in  no  way 
contra-indicate  the  immediate  application 
of  the  splint,  when  patient  is  seen  soon 
after  accident,  prior  to  any  infection. 

4.  Splint  should  be  worn  for  2-3  weeks. 
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DISCUSSION. 

Dr.  Jno.  T.  Crebbin  (Shreveport) : Dr.  Fuchs 

has  certainly  obtained  excellent  results  in  the 
cases  which  he  has  presented.  I wish  to  empha- 
size an  important  point  brought  out,  that  is,  all 
work  of  this  character  should  be  referred  to  a 
specialist  if  at  all  possible,  for  one  conversant 
with  diseases  and  injuries  of  the  nose  is  more 
competent  to  treat  these  patients. 

It  is  true,  that  frequently  it  is  impossible  for 
a specialist  to  see  these  patients  first.  If  this 
be  the  case,  the  injury  should  be  repaired  by  the 
most  convenient  doctor,  and  then  the  patient 
should  be  examined  by  a specialist. 

One  should  always  bear  in  mind  that  these 
injuries  and  deformities  have  a tendency  to  be- 
come worse. 

Possibly  we  are  seeing  more  of  these  cases 
than  heretofore,  due  to  reckless  automobile  driving. 
Many  of  these  nasal  injuries  are  due  to  one  being 
thrown  against  the  wind  shield,  quite  a few  re- 
sulting in  injury  and  lacerations  to  the  nose  and 
face.  It  is  in  these  cases  that  we  find  the  most 
difficulty,  for  it  is  almost  impossible  to  apply  the 
external  splints  as  outlined.  Fortunately,  healing 
takes  place  very  rapidly. 

A patient  is  always  conscious  of  an  external 
deformity  to  the  nose  and  unfortunately  every  one 
notices  it,  also,  but  the  most  serious  complications 
are  that  there  is  almost  invariably  a deviation  of 
the  nasal  septum,  which  may  press  against  the 
turbinate  bones,  interfering  with  ventilation  and 
drainage.  This  is  but  another  argument  for  a 
specialist  to  treat  these  cases. 

Nasal  splints  within  the  nose  should  never  be 
used  if  it  is  at  all  possible  to  do  without  them. 

Dr.  Rufus  Jackson  (Baton  Rouge)  : I do  not 

want  to  assume  a controversial  attitude  nor  say 
anything  that  would  bring  on  any  such  impres- 
sion, but  I do  want  to  take  a half-hearted  excep- 
tion to  the  stress  that  the  gentlemen  preceding 
me  have  laid  to  the  idea  that  specialists  alone 
should  deal  with  these  cases.  I think  that  should 
be  qualified,  with  a little  more  stress  on  what 
Dr.  Crebbin  said,  that,  wherever  possible  or 
practicable,  the  specialist  should  care  for  these 
cases. 

A great  many  of  these  cases  are  seen  by  some 
of  you  gentlemen  who  cannot  get  them  to  a 
specialist,  and  if  you  would  try  to  send  them  to 
a specialist,  they  would  go  home  and  try  to  clear 
up,  itself.  Those  are  the  cases  that  give  life-long 
deformities,  because  that  same  man  or  woman  will 
not  go  later  and  have  a correcting  operation,  re- 
quiring a rebreaking  of  the  nose  and  taking  out 
a great  deal  of  the  septum  which  has  held  in  a 


distorted  position,  and,  for  that  reason,  I would 
like  to  direct  a few  remarks  to  the  practical  cor- 
rection of  these  defomities  immediately  or  as  soon 
after  accident  as  possible,  by  even  the  general 
practitioner. 

If  you  have  on  hand  some  sort  of  an  instrument, 
preferably  of  the  type  that  we  use  as  an  elevator, 
which  is  almost  as  thin  and  sharp  as  a knife, 
you  can  use  that  for  every  nose  you  have,  and 
I say  an  elevator,  I mean  the  submucous  elevator, 
it  should  be  straight.  In  that  way,  you  can  get 
that  into  the  nose  of  the  smallest  child,  and  to 
prevent  cutting,  you  can  bind  about  it  or  wrap 
about  it  just  that  amount  of  cotton  which  you 
desire  to  give  you  the  proper  thickness  which  you 
like.  Now,  anybody  can  observe  this  technique  or 
practice  this  technique,  because  if  your  wrapping 
is  too  thick,  your  instrument  will  not  go  high 
enough.  You  measure  from  the  outside  to  see 
how  high  you  are  going. 

Now,  the  rationality  is  this:  A fracture  of  a 

nose  is  a simple  affair,  because  of  the  too  over- 
lapping nasal  nose,  no  matter  if  you  have  a 
portion  broken  out  or  have  the  whole  outfit  broken, 
if  you  take  the  elevator  and  life  up  and  press 
back,  I should  say  that  90  per  cent  of  them  will 
go  in  position  and  remain  so  without  a splint. 

I would  accentuate  to  the  specialist  or  the 
general  surgeon,  because  the  general  practitioner 
would  not  be  inclined  to  put  a packing  there,  but 
I would  accentuate  to  the  surgeons,  do  not  put 
splints  or  excessive  packing  inside  the  nose, 
because,  if  you  do,  you  get  a pushing  out  of  the 
nasal  process  or  superior  medulla,  and  that  tends 
to  give  a broad,  thick  nose.  In  other  words,  we 
found  in  Moser’s  Clinic  in  Boston  that  all  the 
outside  dressings  were  a snare  and  delusion,  and 
only  when  we  were  trying  to  make  an  outside 
dressing  that  would  give  a correction,  we  would 
overlook  the  fact  that  we  had  not  prepared 
ourselves. 

The  old  nose  that  has  been  fractured  and  put 
in  position,  stays  in  position  and  requires  no 
dressing  on  the  outside  and  none  inside,  except 
perhaps  one  very  sharp  wire  splint  to  hold  it  up. 
So,  a fresh  fracture,  in  at  least  90  per  cent  of 
them  will  require  no  packing  on  the  inside  and 
no  dressing  outside.  That  is  left  to  the  conscience 
of  the  general  practioner  or  the  general  surgeon, 
whether  he  gets  these  cases  to  an  ear,  nose  and 
throat  man  to  have  them  cared  for  and  checked 
over  after  it  is  done,  but  thre  thing  I want  to 
make  a plea  for  is  that  portion  of  our  population 
that  is  going  to  be  difficult  for  you  to  get  to  a 
specialist,  even  though  one  is  available.  Don’t 
feel  that  your  duty  to  that  man’s  nose  is  dis- 
charged, or  your  obligation  is  discharged,  until 
you  have  corrected  it,  because  it  is  a very  simple 
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statement  of  affairs  and  not  as  important  as  a 
fracture  around  the  elbow  joint,  and  some  of  you, 
at  least,  still  attempt  those. 

Dr.  J.  A.  Carruthers  (Baton  Rouge)  : Dr. 

Fuchs’  explanation  and  method  of  treatment  are 
identical  with  the  experience  I have  had,  and  I 
use  practically  the  same  instruments  that  he 
uses.  This  instrument  is  from  the  old  Ash  set, 
and  that  is  what  I use  always.  The  only  differ- 
ence in  my  technique  and  his  is  that  I have  never 
had  occasion,  yet,  except  in  one  instance,  to  use 
any  support  after  the  operation;  they  nearly 
always  stay  in  place  if  they  are  put  back  in  place 
as  soon  after  the  accident  as  you  can  get  ahold 
of  them. 

The  doctor’s  conclusions  were  the  same  as  I 
have  found,  with  the  exception  of  the  dressings; 
however,  they  are  a wise  precaution. 

Dr.  N.  F.  Thiberge  (New  Orleans)  : Before 

the  discussion  is  closed,  I would  like  to  ask  the 
doctor  to  specify  the  time  for  the  external  splint 
to  be  kept  on.  We  know  long  bone  fractures  re- 
quire a longer  time,  but  I understand  with  the 
nose,  not  so  much  time  is  required,  and  I want 
to  know  what  is  his  practice  in  leaving  the  splint 
on  a certain  number  of  days. 

Dr.  Fuchs:  About  infections  on  the  outside. 

When  you  have  an  injury  on  the  outside  there  is 
no  contraindication  to  putting  on  a splint.  These 
cases  are  seen  before  infection  takes  place,  and 
there  is  no  danger  in  putting  on  the  splint,  be- 
cause those  injuries  clear  up  very  rapidly.  I 
remember  a man  going  through  the  windshield 
of  his  automobile,  about  eight  months  ago,  and 
the  glass  cut  through,  dividing  the  nose  into  an 
upper  and  lower  half.  The  cut  edge  was  sutured, 
and  you  cannot  see  a scar.  In  fact.  Dr.  Carter, 
of  New  York,  is  authority  for  a statement  that, 
many  years  ago,  in  one  of  the  foreign  countries, 
one  of  the  punishments  for  the  prisoners  was  to 
cut  off  the  nose.  They  found  it  was  not  a good 
punishment,  because  as  soon  as  the  nose  was  cut 
off,  the  prisoner  would  pick  it  up  and  have  some- 
body sew  it  on,  and  collateral  circulation  was 
established  and  the  deformity  was  avoided. 

If  any  of  you  men  have  had  the  experience  of 
removing  a rhinophyma  from  the  nose,  you  know 
what  the  blood  supply  there  is,  and  what  hemor- 
rhage you  get.  In  fractures  of  the  perpendicular 
plate,  about  putting  it  in  packs:  I would  not 

use  a pack  where  there  was  a fracture  of  the 
perpendicular  plate,  I would  rather  have  free 
drainage  than  putting  in  a pack.  When  speaking 
of  packs,  I do  not  mean  putting  in  large  packs, 
we  use  a very,  very  small  pack,  and  that  small 
pack  is  high  up  and  just  to  hold  that  one  bone 
in  place. 


When  we  are  talking  about  not  putting  on 
splints,  I went  through  that  period  of  not  putting 
on  splints,  but  patients  can  turn  over  in  bed, 
during  their  sleep,  and  get  that  fracture  out  of 
position.  We  have  seen  it  happen,  before  we  used 
splints,  and  it  is  such  an  easy  thing  to  put  on 
a splint  and  wear  it  that  way,  we  do  not  hesitate 
to  do  it,  and  we  let  it  on  about  two  or  three 
weeks,  constantly  changing  it  every  third  or 
fourth  day.  It  is  not  necessary  to  keep  the  splint 
on  as  long  as  it  is  on  the  long  bones,  you  have 
nothing  to  pull  the  fragments  away,  there  is  no 
muscle  displacement,  as  there  would  be  in  long 
bones. 

About  these  cases  going  to  the  specialist  instead 
of  the  general  surgeon:  I would  say,  let  the 

general  surgeon  do  it,  if  he  knows  how  to  use  the 
head  mirror  properly.  You  say  you  tell  them  to 
go  to  the  specialist  and  they  won’t  go.  What  is 
the  difference  of  having  them  go  now  or  later? 
Unless  a man  is  capable  of  using  a head  mirror 
and  seeing  what  deformity  he  has  of  the  septum, 
he  better  send  them  to  somebody  else  who  can  use 
it.  I think  that  answers  all  questions. 


A PLEA  FOR  THE  SELECTION  OF 
THE  PARS  MEMBRANACEA  IN 
PUNCTURING  THE  MAXIL- 
LARY SINUS.* 

M.  P.  BOEBINGER,  M.  D., 

New  Orleans. 

The  object  of  this  monograph  is  to  en- 
list and  to  stimulate  more  interest  in  the 
selection  of  the  middle  meatus  through  the 
pars  membranacea  when  there  is  sufficient 
evidence  or  cause  for  puncturing  and  ir- 
rigating the  maxillary  sinus. 

In  the  selection  of  this  route  the  author 
was  prompted  by  a desire  to  minimize  pain, 
to  lessen  shock  and  to  cause  less  trauma 
and  subsequent  edema  and  inflammation 
which  necessarily  follows  the  use  of  a tro- 
car in  antrum  puncture  and  to  allow  early 
use  of  irrigation  following  the  operation, 
which  is  painful  and  often  delayed  when 
the  inferior  meatus  route  is  selected. 

The  writer’s  experience  in  over  one  hun- 
dred cases  dates  back  more  than  two  years, 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 
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during  which  time  only  two  failures  were 
recorded,  due  to  deviated  septa. 

It  is  not  the  purpose  of  the  essayist  to 
lay  claim  to  priority  or  originality  in  this 
article,  merely  to  contribute  and  to  pub- 
lish my  experience,  use  and  findings  of 
this  route.  Killian  and  his  pupils  have 
used  this  method  for  years  without  ac- 
cident. 

Hajek,  in  his  latest  text  book,  says  he 
uses  this  method  in  cases  of  mild  chronic 
empyema  of  the  antrum  in  old  persons  in 
whom  a greater  interference  could  not  be 
undertaken.  Eicken’s  needle  for  puncture 
through  the  pars  membranacea  has  been 
used  by  him  for  years  without  accident. 

Fletcher’s  trocar  needle,  which  is  made 
at  an  angle  of  forty-five  degrees  for  use 
through  the  pars  membranacea,  is  being 
successfully  used  and  does  away  with  all 
fear  of  accident. 

Siebenmann  was  one  of  the  first  to  make 
use  of  this  route,  using  a blunt  cannula. 

Kirbo  also  used  the  same  method,  claim- 
ing in  his  experience  a large  opening  made 
in  the  pars  membranacea  has  a tendency 
to  remain  open  permanently.  My  own  ex- 
perience bears  out  the  latter’s  statement. 
Onodi  makes  use  of  this  route  and  enlarges 
his  original  opening  by  dilatation. 

Zuckerkandl  has  designated  the  pars 
membranacea  of  the  middle  meatus  as  that 
point  at  which  the  maxillary  antrum  may 
be  most  easily  opened  on  account  of  its 
thinness. 

Brief  anatomy  of  the  middle  meatus : 
The  middle  nasal  passage  includes  that 
portion  of  the  lateral  nasal  wall  lying  above 
the  inferior  turbinate  and  below  the  bulla 
ethmoidalis  and  the  posterior  attachment 
of  the  middle  turbinate. 

It  is,  therefore,  bounded,  anteriorly,  by 
the  bulla  ethmoidalis;  above  and  posterior- 
by  the  attachment  of  the  middle  tur- 
binate; externally,  by  the  uncinate  proc- 
ess, hiatus  semilunaris  and  pars  mem- 


branacea and  below,  by  the  attachment  of 
the  inferior  turbinate.  Internally  it  is 
bounded  partially  by  the  middle  turbinate 
and  the  nasal  septum  and  in  front  it  opens 
into  a broad  portion  of  the  nasal  cavity, 
called  the  atrium  of  the  middle  meatus, 
which  opens  into  the  posterior  portion  of 
the  vestibule.  In  brief,  the  middle  meatus 
is  situated  between  the  attachments  of  the 
middle  and  inferior  turbinates,  in  front  by 
the  vestibules  of  the  nose  and  extends 
back  to  the  attachments  of  the  turbinates. 
The  lateral  wall  of  this  meatus  can  be 
satisfactorily  studied  only  after  the  re- 
moval of  the  middle  turbinate. 

Descriptive  Anatomy  of  the  Pars  Mem- 
branacea:— The  pars  membranacea  is  the 
thinnest  portion  of  the  internal  wall  of  the 
maxillary  sinus,  and  without  any  bony 
structure  in  its  construction.  In  the  skele- 
ton the  space  occupied  by  the  pars  mem- 
branacea is  always  present.  In  the  re- 
cent state,  however,  this  defect  in  the  bony 
structural  development  is  replaced  by  the 
mucoperiosteum  of  both  the  nose  and  the 
maxillary  sinus  in  the  following  manner: 
The  mucous  membrane  and  periosteum  of 
the  nose  are  so  intimately  interwoven  that 
it  is  almost  impossible  to  separate  them, 
consequently  they  form  a continuous  cover- 
ing for  the  osseous  structure  beneath. 
This  membrane  in  the  region  of  the  unci- 
nate process  does  not  dip  down  into  the 
empty  spaces,  but  bridges  them  over,  there- 
by forming  an  unbroken  wall,  except  in  one 
small  space  between  the  posterior  third  of 
the  uncinate  process  and  the  bulla  ethmo- 
idalis, where  an  aperture  is  constant 
(ostium  of  the  maxillary  sinus). 

Precisely  the  same  condition  prevails  in 
the  lining  membrane  of  the  antrum,  and, 
as  a consequence,  we  have  the  spaces 
around  the  uncinate  process  covered  in  by 
two  layers  of  mucoperiosteum,  thereby 
completing  the  partition  between  the  nose 
and  the  maxillary  sinus.  This  part  of  the 
nasal  wall  is  known  as  the  membranous 
portion  (pars  membranacea)  and  is  of  sur- 
gical importance  on  account  of  its  being 
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the  thinest  and  most  resilient  part  of  the 
wall. 

Boundaries  of  the  Pars  Membranacea: 

Above:  By  the  bulla  ethmoidalis. 

Behind:  By  the  palate  bone. 

Below:  By  the  insertion  of  the  inferior 

turbinate  and  in  part  by  the  uncinate 
process,  thereby  enclosing  the  posterior 
portion  of  the  uncinate  process  in  its 
boundaries. 

The  literature  and  text  books  report 
many  accidents  from  puncture  through  the 
inferior  meatus.  Butt  reports  severe 
hemorrhage.  Some  authors  report  air 
embolism;  Skilleren,  Claus,  Halle,  Hajek, 
Ballenger,  Phillips,  Hays,  Loeb,  Gleason 
and  others  report  accidents  from  this 
route.  Most  rhinologists  avoid  puncture 
through  the  middle  meatus  because  of  an 
occasional  anomalous  relation  to  the  orbit, 
in  this  anomaly  the  experienced  rhinolog- 
ist  should  not  be  concerned  since  the  depth 
of  the  middle  meatus  may  be  previously 
determined  by  rhinoscopic  and  skiagraphic 
examination.  The  danger  of  puncturing 
the  antrum  through  the  middle  meatus  is 
injury  to  the  orbit  and  its  contents.  One 
may  dispel  any  fear  on  account  of  selecting 
the  middle  meatus  over  the  inferior  method 
as  the  middle  meatus  route  is  only  about 
one-eighth  of  an  inch  higher  and  the  at- 
tachment of  the  inferior  turbinate,  an- 
atomically, is  so  placed  that  it  almost 
divides  the  partition  (lateral  nasal  wall 
and  antrum)  into  equal  partitions.  The 
previously  mentioned  authorities  and  their 
experiences  should  be  sufficient  proof  and 
evidence  for  others  to  use  the  middle  mea- 
tus route.  Fletcher’s  angular  needle  and 
the  author’s  trocar  make  it  almost  impos- 
sible to  have  an  accident. 

Technique : Bearing  in  mind  the  na- 

tural difficulties,  it  is  at  once  evident  that 
lack  of  space  is  the  chief  cause  of  our  in- 
ability to  successfully  carry  out  this  pro- 
cedure. In  order  to  more  fully  appreciate 
the  area  through  which  the  surgeon  in- 


troduces the  trocar  into  maxillary  sinus, 
and  to  locate  and  identify  the  pars  mem- 
branacea, it  is  necessary  to  first  draw  an 
imaginary  triangle ; we  proceeds  as  follows : 

Draw  an  imaginary  vertical  line  from  floor 
of  frontal  sinus  (a)  (about  where  frontal- 
nasal  canal  should  be)  to  anterior  attach- 
ment of  inferior  turbinate;  (b)  then  draw 
a horizontal  line  parallel  to  the  attachment 
of  the  inferior  turbinate  to  its  posterior  tip ; 
(c)  then  draw  a vertical  line  up  to  cribri- 
form plate  of  ethmoid  bone;  (d)  then  bisect 
this  square  or  draw  another  line  from 
(a)  to  (c).  The  surgeon  should  And  the 
area  or  pars  membranacea  at  the  apex  of 
this  triangle  A-B-C. 

The  author  offers  this  triangle  to  the  pro- 
fession, feeling  that  it  will  be  of  material 
help  in  locating  and  identifying  the  pars 
membranacea. 

To  obtain  as  much  working  and  eye  space 
as  possible  and  at  the  same  time  anesthetize 
the  parts  so  they  vdll  be  insusceptible  to 
pain,  a 10  per  cent  solution  of  cocaine 
hydrochloride  with  several  drops  of  1/1000 
solution  adrenalin  chloride  is  applied  over 
inferior  turbinate  and  area  of  pars  mem- 
branacea; after  a pause  of  sufficient  time 
the  operator  should  identify  his  land  marks 
and  the  operation  should  be  undertaken, 
special  care  should  be  exercised  in  thor- 
oughly cocanizing  and  shrinking  of  parts, 
a good  view  is  necessary  for  the  success  of 
the  operation.  The  surgeon  should  be 
skilled  and  experienced;  use  a heavy  ap- 
plicator wound  with  a thin  layer  of  cotton 
for  exploring  the  field  (pars  membranacea), 
as  this  area  can  be  felt  and  outlined  before 
use  of  the  trocar.  When  the  surgeon  is 
satisfied,  he  may  proceed  with  the  use  of 
the  trocar,  care  being  taken  as  to  the 
amount  of  force  used  and  the  direction  of 
the  trocar.  The  author  advises  that  the 
direction  of  the  point  of  the  trocar  should 
“always  be  downward’’,  (elevate  arm  and 
produce  one-half  circle) — “force  is  pos- 
itj|vely  to  be  avoided’’ — remember  that  one 
is  not  puncturing  osseous,  but  membranous 
tissue.  After  successfully  puncturing  the 


OTerrall — Arthritis. 


809 


antrum,  remove  the  trocar  and  use  the 
sound,  then  proceed  to  irrigate  the  cavity. 
Have  the  patient  use  a piece  of  cotton  in 
the  nose  for  several  days,  no  other  after 
;are  is  usually  necessary. 

Before  closing,  permit  me  to  exhibit  the 
trocar  used  and  recommended  by  the  author 
in  over  one  hundred  and  eight  cases.  It  is 
light  in  weight  and  durable,  with  plenty  of 
length  to  the  shank,  but  with  a very  small 
mrve,  the  distance  (about  three-eights  of 
an  inch)  from  shank  to  tip  of  the  trocar 
makes  it  exceedingly  safe  in  puncturing  the 
maxillary  sinus  through  the  middle  meatus. 

ARTHRITIS.* 

JOHN  T.  O’FERRALL,  M.  D., 

New  Orleans. 

It  is  well  for  us  to  refresh  our  minds 
occasionally  upon  the  classification  of  the 
types  of  arthritis  and  the  interpretation  of 
the  signs  and  symptoms  encountered. 

The  proper  treatment  to  be  instituted 
will  be  more  certain  in  its  results  if  more 
care  is  given  in  making  an  investigation 
of  the  causes  of  the  joint  inflammation. 
Despite  the  large  amount  of  research  and 
investigation  done  upon  this  subject,  it 
remains  a perplexing  problem  for  all  con- 
cerned in  its  diagnosis  and  treatment.  The 
diversity  of  opinion  held  by  investigators 
and  all  responsible  for  its  treatment  is 
:antamount  to  the  perplexity  of  the  problem. 

Probably  the  types  best  understood  and 
most  easily  handled  are  those  classified  as 
acute  metastatic  or  pyogenic  infections, 
secondary  to  an  easily  demonstrable  focus, 
usually  acute  tonsils,  proven  apiceal  ab- 
scesses, acute  gonorrhea,  etc.,  etc.  The 
clinical  symptoms  are  those  usually  en- 
countered in  inflammatory  reactions,  such 
as,  acute  onset,  general  malaise,  moder- 
ately high  or  high  temperature,  local 
redness,  heat,  swelling  and  tenderness.  It 
is  frequently  polyarticular  but  often 
monarticular.  Progressive  or  alternating 
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monarticular  arthritis,  soon  locating  in  one 
major  joint,  always  suggests  gonorrheal 
origin. 

General  elimination,  established  “anti- 
rheumatic” sedatives  such  as  the  salicy- 
lates, aspirin,  oxyl  iodide,  etc.,  etc., 
frequently  controls  the  symptoms  while 
the  infectious  focus  is  being  searched  for 
and  frequently  is  found.  Its  removal,  fol- 
lowed by  rest,  methods  of  physical 
therapy,  consisting  principally  of  heat  and 
very  careful  orthopedic  massage,  preven- 
tion of  deformity,  in  case  of  structural 
damage,  generally  offers  satisfactory  relief. 

In  acute  monarticular  involvement,  es- 
pecially gonorrhea,  or  the  polyarticular 
type  in  which  a major  joint  stands  out  in 
most  acute  distress,  aspiration  should  be 
practiced.  If  a cloudy  or  turbulent  fluid  is 
recovered,  which  under  the  microscope  re- 
veals many  pus  cells,  free  incision  of  the 
joint,  associated  with  copius  lavage  of  the 
joint  cavity  with  several  gallons  of  saline 
or  1-20000  bichloride  solution,  will  prevent 
many  a stiff  joint.  It  is  best  in  such  cases 
to  suture  the  joint  capsule  to  the  muscular 
structures,  closing  only  the  skin.  This 
permits  drainage  into  the  tissues  and  pos- 
sibly an  autovaccination.  Extension  on 
the  affected  extremity  with  very  early 
passive  and  active  motion  assures  preser- 
vation of  function. 

The  above  mentioned  acute  type  often 
becomes  a subacute  condition  under  inac- 
tive, indifferent  or  improper  attention.  The 
patient  establishes  a certain  amount  of 
tolerance  or  immunity  to  the  pyogenic  in- 
fection or  the  invading  organism  is  of 
moderate  virulence.  Sedatives  only  may 
have  been  given  instead  of  prompt  elimin- 
ative treatment  and  eradication  of  the 
offending  focus  of  infection.  There  is  soon 
no  redness  of  the  affected  joint  or  joints 
and  the  swelling  abates  to  some  extent 
along  with  the  lessened  pain  and  disability. 
The  patient  and  doctor  are  somewhat  en- 
couraged and  experience  a false  security 
thinking  the  condition  will  soon  clear  up 
entirely.  A persistently  sore,  moderately 
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swollen  joint  or  joints  persist  with  a slight 
general  reaction  in  the  form  of  tempera- 
ture. When  such  cases  are  seen,  several 
weeks  after  the  onset,  more  or  less  struc- 
tural damage  has  taken  place  in  the  joints, 
making  the  problem  more  complex  and  the 
prognosis  less  favorable.  The  treatment 
must  follow  that  mentioned  in  the  acute 
type,  namely,  very  active  systemic  elim- 
ination, immediate  removal  of  all  the  foci, 
including  the  offending  focus  of  infection, 
associated  with  various  forms  of  physical 
therapy,  primarily  heat,  intelligently  ap- 
plied orthopedic  message  and  gentle 
manipulation  of  the  affected  joints.  Exist- 
ing residual  deformities  should  be  carefully 
corrected  and  proper  weight  bearing  and 
functional  lines  and  positions  maintained. 

Other  conditions,  such  as,  tubercular, 
syphilitic  and  gouty  arthritis,  are  subacute 
when  seen  by  the  family  physician,  dis- 
guising their  true  seriousness  unless  care- 
fully studied  and  accurate  diagnoses  made. 
Each  one  of  these  conditions,  if  passed  on 
to  the  orthopedist,  requires  special,  pro- 
longed and  persistent  treatment,  as  they 
have  passed  into  the  chronic  stage  when 
seen  by  him.  Each  condition  deserves 
more  than  the  few  cursory  remarks  that 
are  here  given  to  them.  They  are,  how- 
ever, well  recognized  clinical  enterties  and 
their  diagnosis  often  more  certain  than 
the  complex  problems  presented  by  the 
truly  infectious  or  toxic  arthritides  and 
the  debatable  atrophic  and  hypertrophic 
varieties  which  are  the  topic  of  this 
discussion. 

The  truly  chronic  varieties  of  arthritis 
include  those  whose  cause  and  origin  are 
most  debatable  and  whose  treatment  and 
cure  are  most  complex.  I refer  first  to  the 
so-called  metabolic  arthritis,  or  most  com- 
monly known,  as  osteo  arthritis  or  hyper- 
trophic arthritis.  This  type  of  joint  lesion 
seldom  occurs  before  the  age  of  40,  or  that 
age  when  metabolism  is  disturbed,  the  in- 
take of  food  remains  unchanged  but  the 
elimination  of  body  waste  slows  up  and  the 
methods  of  living  become  more  sedentary. 
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Glandular  activity  takes  on  definite  changes 
and  excess  weight  indicates  the  ingestion  of 
more  food  than  the  body  economy  demands. 
This  failure  of  rapid  elimination,  together 
with  frequent  trauma,  whether  occupa- 
tional or  not,  offers  a rational  theory  of 
the  origin  of  this  type.  (Painter). 

This  variety  of  arthritis  is  quite  charac- 
teristic and  consistent  in  the  involved  joints 
in  the  different  sexes.  Spines  and  hips  are 
the  most  frequent  sites  of  the  lesions  in 
men,  wheras,  the  knees  and  fingers  are 
most  frequently  affected  in  women.  Greater 
trauma  and  stress  takes  place  in  these 
joints  mentioned,  as  is  seen  by  the  activi- 
ties of  the  sexes,  whether  occupational  or 
otherwise.  This  joint  involvement  is 
essentially  chronic  in  its  onset  and 
course.  It  appears  insidiously  and  with- 
out constitutional  symptoms.  There  is  no 
temperature  rise,  no  local  redness  and 
rather  thickness  of  the  periarticular  tis- 
sues and  bony  enlargement  instead  of 
usual  swelling.  The  patient  feels  as  well 
as  ever  generally  but  one  or  more  joints 
are  painful  and  the  activity  of  the  same  is 
interfered  with.  Permanent  deformities 
of  a moderate  degree  occur  in  the  form  of 
slight  flexion  of  the  joint,  produced  by 
the  overgrowth  of  bone  (Heberdens  nodes) 
along  the  joint  surfaces.  The  roentgen- 
ray  findings  are  characteristic  and  show 
the  overgrowth  of  bone  along  the  joint 
surfaces  as  a spur  formation  or  lipping  of 
the  articulations. 

In  considering  the  truly  chronic  varie- 
ties of  arthritis,  I refer,  in  the  second 
place,  to  the  atrophic  or  nutritional  type 
or,  the  correctly  called,  arthritis  deformans. 
The  lesions  which  characterize  this  joint 
inflammation  are  far  more  common  in 
women  than  in  men.  As  Dr.  Painter  has 
so  aptly  remarked,  “the  conspicuous  etiol- 
ogic  suggestions  which  one  meets  in  many 
patients,  suggestions  which  fit  in  well  with 
the  character  of  lesions  which  characterize 
this  arthritis,  are  a history  of  nervous 
shock,  or  more  often  from  an  accumulation 
of  nerve  trying  circumstances.  Child  bear- 
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ing,  particularly  \vhen  this  has  been  of 
frequent  occurrence  and  with  but  little  time 
between  pregnancies,  seems  capable  of  set- 
ting the  stage  for  this  variety  of  arthritis. 
The  wear  and  tear  of  life  bears  more 
heavily  on  some  than  on  others  and  doubt- 
less a lower  threshold  of  nervous  stability 
may  have  something  to  do  with  permitting 
the  annoyances  and  physical  hardships  of 
life  to  crowd  in  upon  those  so  constituted 
than  upon  others.”  The  age  incidence  of 
this  type  of  arthritis  indicates  that  it  occurs 
during  the  early  adult  period,  i.  e.,  30  to  40 
years.  Occasionally  a similar  syndrome 
occurs  in  childhood,  namely.  Still’s  disease. 
It  is  seldom  accompained  by  constitutional 
symptoms,  such  as,  temperature,  anemia, 
malaise,  etc.,  which  characterize  the  acute 
or  subacute  infectious  types,  especially  in 
the  early  stages.  It  is  always  polyarticular 
and  it  seldom  attacks  the  terminal  pha- 
langeal joints,  which  is  so  characteristic  of 
the  hypertrophic  type.  The  hands,  wrists, 
knees  and  ankles  are  the  joints  most 
frequently  selected  for  this  disabling  inva- 
sion. The  joints  do  not  show  typical  inflam- 
matory swellings  but  thickening  of  the  soft 
parts,  producing  a fusiform  enlargement 
of  the  joints  and  the  glistening  skin  drawn 
over  the  bony  shafts.  There  is  at  first 
slightly  increased  surface  temperature  and 
soon  various  deformities  occur  due  to 
muscle  spasm  and  subluxated  joints,  as 
abducted  fingers  and  wrists.  There  is  gen- 
eral atrophy  of  skin,  cartilage  and  bone, 
even  including  the  nails.  Eroding  cartilage 
and  periarticular  pannus  produces  moder- 
ately severe  pain  and  much  disability. 

The  roentgen-ray  findings  are  quite 
characteristic.  There  is  general  bone 
atrophy,  with  narrowing  of  the  joint 
spaces  due  to  the  thinning  of  the  cartil- 
age. Ankylosis  takes  place  upon  complete 
erosion  of  the  articular  cartilage. 

While  an  attempt  has  been  made  to  sim- 
plify the  classification  of  arthritis,  there 
are  many  cases  which  are  difficult  of  classi- 
fication, rendering  diagnosis  and  adequate 
treatment  even  a greater  problem. 


Treatment  of  any  of  the  varieties  of  ar- 
thritis offers  an  opportunity  for  the  medical 
attendant  to  show  his  adroitness  in  making 
the  diagnosis  and  requires  the  institution 
of  sound  therapeutics.  Too  careful  a study 
of  each  individual  case  seems  impossible. 
One  cannot  go  into  too  much  detail  in  tak- 
ing a history  of  the  onset,  the  progressive 
development  of  the  lesions  and  the  distribu- 
tion of  the  joints  as  they  become  involved. 
All  possible  foci  of  infection  should  be 
cleared  up  as  promptly  as  possible,  whether 
they  have  been  found  to  have  a direct  bear- 
ing upon  the  joint  lesion  or  not.  It  is  a 
mistake  to  eradicate  possible  foci  of  infec- 
tion until  they  have  been  proven  a menace. 
I have  particular  reference  to  the  extrac- 
tion of  teeth  indiscriminately  and  the  re- 
moval of  unoffending  tonsils,  gall-bladders, 
appendices,  etc. 

A most  careful  examination  seems  of 
greatest  moment  in  these  cases,  as  it  will 
require  the  greatest  amount  of  persistence 
and  ingenuity  to  find  the  cause  and  apply 
the  proper  treatment.  It  is  often  the  case 
that  the  urine,  feces  and  blood  have  been 
properly  and  frequently  examined,  but  the 
findings  have  not  been  intelligently  inter- 
preted, therefore  losing  an  important 
factor  for  diagnosis.  Too  little  signifi- 
cance, for  example,  is  given  to  the  simple 
test  of  indican.  A clue  for  treatment  may 
depend  upon  just  such  a test. 

Any  examination  for  arthritis  today  is 
incomplete  without  a careful  roentgen-ray 
examination  of  the  intestinal  tract  and 
visualization  of  the  gall-bladder.  Does  an 
intestinal  stasis  in  the  small  or  large  in- 
testine exist?  Is  the  colon  spastic,  does  a 
colitis  exist?  These  are  important  ques- 
tions to  have  answered  for  an  arthritic, 
probably  equally  as  important  as  the 
roentgen-ray  findings  of  the  joints  them- 
selves. 

After  the  infectious  foci  have  been 
investigated  and  the  offending  focus  re- 
moved, the  infectious  or  toxic  arthritis,  as 
far  as  treatment  is  concerned,  becomes  a 
problem  similar  to  the  other  varieties  of 
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arthritis.  General  elimination  is  begun  in 
the  form  of  “cabinet  baths,”  a larger  in- 
take of  fluids,  free  purgation  and  colonic 
flushes.  In  the  past  too  little  attention  has 
been  given  to  the  value  of  these  irrigations 
with  a rectal  tube  and  a large  quantity 
(2  gallons)  of  saline  solution.  They  should 
be  frequently  repeated,  once  daily  for  ten 
days  to  two  weeks,  then  every  second  or 
third  day  for  several  weeks  longer.  It  is 
found  that,  even  after  several  weeks  of 
quite  active  purgation  and  daily  colonic 
flushes,  very  ancient  material  is  recovered 
from  the  intestinal  tract.  It  is  not  sur- 
prising, therefore,  that  such  material 
furnishes  sufficient  toxemia  to  produce 
joint  inflammation. 

If  the  gastro-intestinal  roentgenograms 
have  revealed  a stasis  in  the  small  intes- 
tine and  a spasticity  in  the  large  intestine, 
carefully  thought  out  medication  will 
bring  the  desired  results.  The  saline 
purges,  fluid  extract  of  belladonna,  the 
salicylates,  bromides,  etc.,  all  have  their 
place.  The  gastro  - intestinal  specialists 
offer  us  the  necessary  valuable  help  in  en- 
couraging the  intestinal  tract  to  properly 
eliminate  its  toxic  contents. 

The  addition  of  the  various  so-called 
antirheumatic  sedatives,  previously  men- 
tioned, are  valuable  aids  in  temporarily 
relieving  pain.  Probably  the  most  prom- 
inent and  efficient  among  these  are  aspirin, 
atophan,  oxyl  iodide,  etc.,  etc.  Guaiacol 
carbonate  in  large  doses  (10  gr.  to  20  gr.) 
over  a long  period  of  time  is  of  very  great 
value  in  the  cases  of  hypertrophic  arthritis. 
In  fact,  in  moderately  severe  cases  it 
frequently  acts  almost  as  a specific  in 
allaying  the  symptoms. 

The  gastro  - intestinal  roentgenograms 
often  reveal  to  us  the  existence  of  a vis- 
ceroptosis, a condition  which  so  frequently 
exists  in  those  patients  suffering  with  ar- 
thritis, especially  the  nutritional  or  atro- 
phic type.  The  mechanical  correction  of 
this  visceroptosis,  by  means  of  well  estab- 
lished lying,  sitting  and  standing  posi- 


tions, corrective  exercises,  braces,  corsets, 
etc.,  often  play  a much  more  important 
part  in  the  relief  of  the  arthritis  than  one 
would  at  first  think.  Many  of  these 
mechanical  measures  can  and  should  be 
carried  out  even  after  the  patient  has  be- 
come more  or  less  inactive. 

Local  treatment  of  the  joints  involved 
concerns  itself  first  with  the  prevention  of 
deformities.  If  tendon  contraction  and 
muscle  spasm  are  beginning,  the  applica- 
tion of  moderate  extension  and  night 
splints,  and,  in  advanced  cases,  retentive 
plaster  casts  and  braces  become  necessary. 
The  local  application  of  the  various  forms 
of  physical  therapy,  especially  heat,  is 
distinctly  indicated.  The  engorgement  of 
the  affected  parts  with  blood  promotes 
elimination,  assists  in  the  prevention  and 
absorption  of  fibrous  tissue  and  relieives 
pain.  Carefully  applied  orthopedic  mas- 
sage and  gentle  manipulation,  which 
should  usually  follow  the  application  of 
heat,  further  promotes  elimination,  pre- 
vents deformities  and  assures  joint 
function. 

The  indiscriminate,  and  I believe  im- 
proper, use  of  many  of  the  modalities  of 
physical  therapy  is  to  be  deplored.  It  is 
unfortunate  that  use  is  made  of  many 
pieces  of  apparatus  when  the  operator  is 
not  qualified  by  training  or  experience. 
Many  of  these  modalities  which  have  real 
value  are  becoming  unpopular  and  confi- 
dence in  them  lost  because  of  such  misuse. 
This  not  only  applies  to  the  purely  me- 
chanical devices,  but  also  to  orthopedic 
massage,  proper  manipulation  and  passive 
motion.  Trained  workers  are  scarce  and 
such  work  done  by  the  untrained  and  in- 
experienced is  fatal  to  the  cause  of  phy- 
sical therapy,  a proven  aide  to  those  suf- 
fering from  various  joint  diseases. 

Recapitulation. 

1.  After  many  years  of  research  and 
clinical  study,  it  as  been  demonstrated 
that  there  are  three  varieties  of  arthritis 
(Painter)  (a)  the  infectious  or  toxic, 
acute  in  type  usually.  Distributed  equal- 
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ly  among  males  and  females,  having  no 

choice  in  the  joints  involved  nor  the  age 
of  the  individual.  Generally  due  to  a 
readily  demonstrated  focus  of  infection 
and  characterized  by  the  recognized  clini- 
cal signs  of  acute  inflammation.  As  a 
rule  cleared  up  by  removal  of  the  existing 
focus  or  foci  of  infection,  general  elimina- 
tion, mild  sedatives  and  physical  therapy, 
(b)  The  metabolic  type,  commonly  known 
as  hypertrophic  arthritis  or  osteo  arthritis. 
Seldom  occurring  before  the  age  of  40, 
when  the  body  metabolism  is  becoming  less 
active  and  trauma  has  been  more  constant. 
Common  to  both  sexes,  occurring  most 
frequent  in  the  terminal  phalangeal  joints 
and  knees  of  women  and  the  spines  and 
hips  of  men.  Characterized  by  absence  of 
acute  inflammatory  reaction  but  stiffness 
and  painful  joint  or  joints.  Roentgen-ray 
findings  typical,  showing  overgrowth  of 
bone  along  the  articular  surfaces  as  spur 
formation.  Relieved  by  correcting  metab- 
olism, clearing  up  existing  foci  of  infection, 
and  physical  therapy  with  moderate  fixation 
of  the  part  involved.  Guaiacol  carbonate  in 
large  doses  over  a long  period  of  time  is 
very  helpful,  (c)  The  nutritional  type, 
commonly  known  as  atrophic  arthritis  or 
arthritis  deformans.  Most  common  in 
women  of  early  adult  age  (25  to  40).  May 
be  due  to  frequent  nervous  or  psychic 
trauma,  many  nervous  shocks,  frequent 
child  bearing  experiences,  etc.  May  also 
occur  in  children  as  Still’s  disease.  Es- 
sentially polyarticular  and  most  frequently 
attacks  the  interphalangeal  joints,  hands, 
wrists,  knees  and  elbows  and  hip.  Usu- 
ally without  typical  symptoms  of  acute  in- 
flammation but  more  thickening  of  the 
periarticular  structures  with  pain  and,  in 
the  advanced  cases,  ankylosis  of  the  joints 
due  to  erosion  of  cartilage.  Roentgen-ray 
evidence  shows  bone  atrophy  throughout 
and  narrowing  of  joint  spaces.  Relieved 
by  clearing  up  all  foci  of  infection,  general 
elimination,  local  application  of  physical 
therapy  and  “antirheumatic”  sedatives. 
Mechanical  correction  of  visceroptosis  and 
local  correction  of  deformities. 


2.  In  referring  to  clearing  up  foci  of 
infection,  particular  attention  is  directed 
to  greater  care  in  investigation  and  es- 
pecially to  intestinal  absorption.  Renewed 
interest  in  colonic  lavage  and  general  in- 
testinal elimination  is  justified. 

DIGITALIS.* 

T.  E.  WILLIAMS,  M.  D., 

Shreveport,  La. 

Digitalis  belongs  to  the  Scropherlarea- 
ceal  or  Figworth  family,  a group  of  bitter 
poisonous  plants  indigenous  to  central  and 
western  Europe.  It  will  grow  in  the  north- 
ern and  western  part  of  the  United  States. 
It  thrives  best  in  sandy  soil  without  lime. 
The  cultivated  plant  is  about  the  same 
strength  as  the  wild  plant. 

“It  was  only  toward  the  middle  of  the 
last  century  that  any  headway  was  made 
in  the  diagnosis  and  treatment  of  disorders 
of  the  heart.  Morgagni  and  Senac  were 
among  the  first  to  study  the  structure  of 
the  heart  and  its  disorders;  the  irregular 
and  intermittent  pulse,  asthma,  and  edema 
of  the  legs  were  hitherto  attributed  to  dis- 
orders of  the  lungs.” 

Various  remedies  were  used  until  Wiliam 
Withering  gave  to  medicine  a new  remedy, 
digitalis.  As  early  as  1542,  Leonard 
Fuchsins  discovered  its  use  and  attributed 
to  it  emmenagogic  and  cleansing  properties. 
It  was  regarded  as  vulnerary  by  Gesner, 
as  a purgative  by  Lezel,  as  a specific  for 
epilepsy  by  Parkinson. 

In  the  middle  of  the  seventeenth  century 
it  was  admitted  to  the  pharmacopeia  of  Lon- 
don but  soon  disappeared.  At  the  opening 
of  the  eighteenth  century  it  appeared  in  the 
pharmacopeia  of  Wurtemburg,  and  in  1721 
reappeared  in  that  of  London,  but  so  many 
grave  complications  were  blamed  on  its 
use  that  in  1746  it  was  banished  from  all 
foreign  pharmacopeia  except  the  French.  It 
was,  however,  very  seldom  used  even  there. 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 
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William  Withering,  botanist,  chemist  and 
mineralogist,  was  attracted,  in  1773,  to  the 
use  of  digitalis  for  the  treatment  of  dropsy 
by  the  old  women  in  the  country.  His  first 
observations  were  reported  in  1779  and  in 
1785,  he  published  a book  on  the  indica- 
tions and  effects  of  this  plant.  He  found 
it  to  be  a powerful  diuretic,  and  it  had  an 
action  on  the  cardiac  contraction  which  no 
other  drug  possessed  in  the  same  degree. 
He  advised  giving  the  drug  until  it  acted 
on  the  kidneys,  stomach,  pulse  and  intes- 
tines, and  to  stop  it  use  at  the  first  ap- 
pearance of  these  effects.  So  it  was  Wither- 
ing who  by  long  and  methodical  observa- 
tions proved  the  marvelous  merits  of 
digitalis. 

Other  authors  noted  that  the  vigor  and 
force  of  the  pulse,  under  the  effect  of 
digitalis,  was  augmented  in  proportion  to 
the  absorption  of  water,  and  also  that  digi- 
talis acted  as  a diuretic  only  when  there 
was  dropsy. 

It  was  not  until  about  1840  that  the  value 
of  digitalis  in  heart  conditions  was  truly 
recognized. 

Debreyne  in  his  work  on  therapeutics 
remarks  that  dropsy  is  relieved  by  combin- 
ing diuretics  and  purgatives,  and  frequently 
prescribed  pills  containing  digitalis.  In  this 
way  he  brought  it  back  into  use.  He  found 
that  digitalis  was  useful  in  dropsy  only 
where  the  dropsy  was  due  to  a heart 
condition. 

EXPERIMENTATION  AND  PROVING  OF  DIGITALIS 

In  order  to  understand  more  fully  the 
effects  of  digitalis  and  just  how  such 
effects  are  brought  about,  let  us  review  the 
results  * * * noted  by  Meyer  and  Gottlieb 
and  of  a great  many  other  experimenters. 

They  use  frogs,  guinea  pigs,  cats  and 
mice  mostly.  By  giving  lethal  doses  of 
digitalis  to  frogs,  the  heart  would  be  ar- 
rested, the  ventricle  in  systole  and  the 
auricle  in  a state  of  diastole.  The  frogs 
would  continue  to  hop  around  several 
minutes  after  the  heart  had  stopped 
beating.  This  is  intended  to  show  that  in 


the  frog  at  least  it  did  not  affect  the  ner- 
vous system.  But  the  experiments  upon 
mammals  show  that  even  in  small  doses  it 
does  produce  an  inhibitory  effect  upon  the 
vagus  nerve  center,  the  larger  doses  produce 
the  most  profund  effect  upon  the  heart 
muscles  and  still  larger,  upon  the  vomiting 
center  of  the  brain. 

If  we  observe  the  exposed  heart  of  a 
frog  after  the  injection  of  a full  poisonous 
dose,  in  a few  minutes  diastole  appears 
larger  and  somewhat  longer  in  duration 
and  less  frequent.  The  energy  of  contrac- 
tion is  increased,  the  -ventricle  becomes 
paler  at  the  center  of  contraction  and 
empties  itself  more  completely.  Later  comes 
the  diastolic  pause.  The  still  further  effect 
shows  the  marked  irregularity,  then  the 
systolic  contraction  occurs  in  spots.  Not 
all  parts  contract  and  relax  at  the  same 
time.  The  blood  is  forced  back  and  forth 
in  a peristaltic  fashion  until  the  ventricle 
is  finally  arrested  in  systolic  contraction 
and  empty  while  the  auricle  contracts  for 
a time  and  is  arrested  in  diastole. 

That  this  arrest  is  not  a paralysis  and 
that  the  heart  will  beat  again  is  proven  by 
injecting  fluid  forcibly  within  the  cavity 
which  brings  about  another  contraction. 
If  digitalis  is  given  only  enough  to  arrest 
the  heart  in  systole,  the  auricle  will  again, 
after  a short  pause,  begin  to  beat,  and  this 
is  followed  by  slight  action  of  the  ventricle, 
and  again,  later,  peristaltic  action  of  the 
heart  and  a gradual  return  to  normal  beat, 
the  different  phases  appearing  in  a reversed 
order  of  their  onset. 

How  do  we  explain  this  ability  of  the 
heart  to  extricate  itself  from  the  power  of 
this  mighty  drug?  In  the  first  place,  where 
is  the  drug  that  produces  this  effect  upon 
the  heart  muscles  and  perhaps  upon  the 
nerve  mechanism  of  the  heart  itself?  We 
believe  that  it  has  been  proven  that  the 
drug  has  united  itself  with  the  muscle  and 
nerve  tissue  of  the  heart  itself.  If  this  is 
true,  how  does  the  heart  rid  its  tissues  of 
the  poison?  What  becomes  of  this  drug 
that  is  united  with  the  tissue  cells?  It  has 
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been  found  that  the  heart  will  free  itself 
even  in  the  animal  with  kidneys  and  intes- 
tinal tract  detached,  thus,  we  think,  prov- 
ing that  the  heart  detoxicates  itself  either 
by  expulsion  from  its  tissue  the  elements 
of  the  drug  or  by  metabolism  destroys 
these  elements  in  the  tissues. 

A word  as  to  the  vagus  center.  Roth- 
berger  and  Winterberg  claim  that  there  is 
a more  sensitive  state  of  the  vagus  center 
produced  by  this  drug.  Again,  it  may  be 
claimed  that  the  eifect  upon  the  vagus 
center  may  be  brought  about  by  a greater 
volume  of  blood  sent  through  this  nucleus. 
However  this  may  be,  experiments  have 
proven  that  a heart  perfused  with  digitalis, 
after  section  of  the  vagus  nerve,  will  show 
the  same  increase  in  length  and  strength  of 
ventricular  systole  and  the  diastolic  pause. 

Again,  it  seems  that  in  certain  diseased 
states  of  mammalia  the  increased  sensi- 
tivity of  the  vagus  center  seems  to  exist 
as  a result  of  the  disease  (possibly  from 
retained  toxins)  and  probably  account  for 
the  more  profound  action  of  digitalis  in 
some  diseased  conditions  where  the  nerve 
center  is  already  sensitized  by  intoxication. 

Why  do  we  say  that  digitalis  may  com- 
bine with  the  heart  tissues?  In  conse- 
quence of  great  affinity  of  heart  tissues  for 
digitalis,  the  glucosids  appear  to  be  with- 
drawn from  the  media  perfused  through 
the  heart  and  stored  in  the  heart  tissues. 
This  is  proved  by  the  solutions  so  used 
losing  their  digitalis  effect  after  the  pass- 
ing through  the  heart.  Again,  if  we  in- 
ject intravenously  the  drug  into  the  mouse, 
the  poisonous  effect  of  the  drug  lasts  long 
after  the  drug  has  disappeared  from  the 
circulatory  blood. 

Still  further  proof  of  the  union  of  the 
drug  with  heart  tissue  is  from  the  fact  that, 
after  perfusing  a heart  with  digitalis  solu- 
tion, the  effect  upon  systole  lasts  long  after 
the  digitalis  is  removed  from  the  solution 
and  again  when  the  poisoning  is  incom- 
plete, a solution  free  from  the  drug  may  be 
used  and  repeatedly  washed  through  the 


heart,  which  continues  to  show  its  partial 
poisoning. 

Again,  it  is  proven  that  this  same  heart 
is  more  easily  poisoned  a second  time. 
Again,  the  union  of  digitalis  with  heart 
tissue  is  so  firm  that  no  investigator  has 
succeeded  in  removing  any  part  of  it  by 
chemical  methods.  The  ability  of  the  heart 
to  rid  itself  of  the  non-lethal  dose  of  digi- 
talis appears  to  depend  upon  the  power  of 
the  body  to  destroy  the  said  poison  by  acts 
of  katabolism.  We  thus  can  explain  the 
persistence  of  the  effects  of  digitalis  and  a 
heart  once  digitalized  will  detoxicate  itself 
at  a certain  rate  and  daily  additions  of  the 
drug  must  not  be  greater  than  the  amount 
thus  disposed  of  by  the  heart.  The  digi- 
talis group  does  not  show  an  equal 
accumulating  quality.  Strophanthin  is  the 
most  evanescent,  while  digi toxin  is  more 
inclined  to  accumulate.  The  other  glucosids 
fall  in  between  the  extremes,  Hatcher 
found  in  cats  that  after  three-quarters  of 
a lethal  dose  of  tincture  of  digitalis  that  it 
took  16  days  for  complete  detoxication, 
with  digitoxin  28  days,  digitalin  six  days, 
and  strophanthin  one  day. 

Digitoxin  accumulates  rapidly  and  is 
dangerous.  Digitalin  is  weak  and  is  de- 
stroyed to  an  incalculable  extent  in  the 
stomach.  The  same  may  be  said  of  tinc- 
ture of  strophanthus  given  by  mouth,  while 
strophanthin  given  by  intravenous  admin- 
istration is  very  effective.  Thus  with  vari- 
ation of  the  strength,  absorbability,  accu- 
mulation, etc.,  of  various  constituents  and 
preparations,  there  is  a very  good  reason 
for  giving  the  leaves  which  represent  the 
combined  action  of  all  glucosides.  Dose, 
.06  gm.  to  1 gm.,  3 to  4 doses  per  day, 
3 to  4 days  for  digitalization. 

STANDARDIZATION  OF  STRENGTH 

A colorimetric  method  for  the  chemical 
assay  of  digitalis  is  here  described.  The 
reaction  upon  which  the  method  is  based  is 
extremely  sensitive,  the  0.01  mg.  of  digi- 
toxin diluted  to  a volume  of  10  cc.  with 
alkaline  picrate  solution  can  be  detected ; in 
other  words,  digitoxin  can  be  detected  in 
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1:1,000,000  dilution.  The  method  is  sim- 
ple, and,  with  the  reagents  on  hand,  can  be 
performed  in  one  hour. 

It  is  possible  by  chemical  means  to  esti- 
mate the  amount  of  digitoxin  present,  but 
the  activity  of  the  whole  drug  does  not  cor- 
respond to  the  amount  of  digitoxin  present 
and  there  is  no  known  method  of  estimat- 
ing the  amount  of  other  glucosides  present, 
hence  the  necessity  for  using  animals  such 
as  frogs,  cats  or  guinea  pigs. 

There  are  at  present  four  American 
methods  in  use  for  the  physiological  test- 
ing of  the  digitalis  series,  namely:  the 
twelve-hour  frog  method,  proposed  by 
Houghton;  the  one-hour  frog  method,  pro- 
posed by  Reed  and  Vanderkleed ; the  guinea 
pig  method,  and  the  cat  method,  proposed 
by  Hatcher  and  Brody.  The  cat  unit  of 
Hatcher  and  Brody,  according  to  the 
American  Journal  of  Pharmacy,  is  the 
weight  of  dry  drug  in  mmg.  which  in  solu- 
tion is  requqired  to  kill  one  kg.  of  cat,  in- 
jected intravenously.  The  average  total 
amount  of  digitalis  required  for  oral  ad- 
ministration to  man  is  .15  of  one  cat  unit 
per  pound  of  body  weight. 

The  varying  rapidity  with  which  differ- 
ent preparations  of  pure  glucosides  are 
detoxicated  or  absorbed  by  tissues  makes 
this  or  any  other  method  a little  lacking  in 
mathematical  exactness.  The  absorption  of 
the  drug  when  administered  by  mouth  is  a 
proposition  of  great  importance  to  consider 
in  most  cases.  In  cases  with  portal  con- 
gestion or  with  stomach  and  intestinal 
irritation  already  existing  there  is  deficent 
absorption.  There  is  a great  deal  of  tissue 
irritation  in  all  of  the  digitalis  group,  not 
only  in  the  saponins,  but  in  the  glucosides, 
and  often  create  an  irritation  of  the 
digestive  tract  varying  with  different 
preparations  and  the  length  of  time  remain- 
ing in  the  stomach  before  absorption  takes 
place. 

Holste  and  others  found  that  the  gluco- 
sides of  chloroform  fraction  resist  the 
gastric  and  intestinal  juices,  while  the 


strophanthin  is  easily  broken  up  into  less 
active  and  even  inactive  components  in  the 
stomach.  Hence  the  administration  of  the 
latter  by  mouth  developes  a very  small 
amount  of  its  activity. 

EFFECT  UPON  THE  BLOOD  VESSELS 

It  has  been  found  by  use  of  the  ple- 
thismograph  and  earlier  by  perfusion  of 
different  blood  vessels  that  digitalis  affects 
the  different  vessels  of  the  body  in  a differ- 
ent manner  and  that  the  effect  was  due  to 
action  on  the  same  upon  some  element  in 
the  vessel  walls,  as  its  effect  was  manifested 
when  the  spinal  cord  was  destroyed.  The 
plethismograph  enables  us  to  estimate  the 
amount  of  blood  passing  through  various 
vascular  areas. 

The  application  of  this  instrument  shows 
that  vaso-constriction  was  chiefly  in  the  in- 
testinal vessels  and  those  of  the  liver  while 
those  of  skin  and  muscles  and  those  of  the 
kidneys  were  dilated. 

The  coronary  vessels  are  never  con- 
stricted and  are  dilated  by  small  doses. 
These  experiments  may  explain  why  arte- 
riosclerosis involving  the  vessels  of  the 
heart  seem  to  improve  under  influence  of 
such  doses  of  digitalis.  This  experiment 
has  been  carried  out  by  Bradford  and 
Phillips,  Gottlieb  and  Magnus,  F.  Meyer 
and  many  others. 

This  dilatation  of  kidney  vessels  may 
also  explain  the  apparent  diuretic  effect  of 
digitalis,  and  while  the  blood  pressure  is 
increased  in  some  parts  of  the  body,  the 
greatest  effect  is  a change  in  the  general 
distribution  of  the  blood.  The  dilatation 
of  the  kidney  vessels  appear  to  be  due  to 
the  action  of  digitalis  upon  the  vessel  walls 
as  shown  by  the  experiments  of  Loewi 
Jonescu  Fahrenkamp  and  others  on  the 
denerved  kidney  and  in  the  perfused  organ. 

According  to  Gottlieb  and  Meyer,  the 
same  concentration  of  digitoxin  and  stro- 
panthin  which,  perfused  through  the  kid- 
neys, producing  dilatation,  caused  constric- 
tion of  the  intestinal  vessels,  while  the 
vessels  of  the  skin  and  muscles  are  un- 
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affected  and  only  constrict  with  much 
higher  concentration.  The  constriction  of 
vessels  of  abdomen  forces  the  blood  into 
the  extremities,  although  they  are  not 
directly  affected  by  digitalis. 

CONCLUSION 

Digitalis  enables  the  ventricle  which  has 
been  inefficient  to  carry  out  more  complete 
contractions.  It  thereby  removes  indi- 
rectly the  secondary  congestion  of  the  large 
vascular  areas,  where  the  diseased  condi- 
tion maintained.  The  pressure  and  flow 
become  normal.  The  blood  accumulated  in 
the  venous  areas  of  the  intestines  and  liver 
is  forced  out  and  over  to  the  artificial  side 
and  the  blood  accumulated  in  these  areas 
is  forced  out  to  the  kidneys  and  into  the 
periphery  of  the  body. 

The  pathological  distribution  of  blood 
becomes  a normal  one.  In  this  way  we  can 
explain  the  removal  of  congestion  and  the 
improvement  in  distribution  of  blood  in 
this  case  in  which  the  insufficiency  of  con- 
traction is  the  essential  cause  of  the  disease. 
This  is  a condition  calling  for  large  doses 
of  digitalis.  In  the  arrythmia  due  to  extra 
systole  or  auricular  fibrillation,  a disease 
where  we  have  to  deal  with  impulse  pro- 
duction and  impulse  conduction,  we  have  a 
condition  showing  the  effect  on  the  heart 
of  central  vagus  stimulation  and  increased 
peripheral  vagus  irritation,  and  these  are 
favorable  conditions  for  small  doses  of  digi- 
talis and  the  heart  readily  slows  down 
under  influence  of  small  doses.  This  re- 
sponse is  greater  in  decreased  than  in 
normally  rapid  hearts.  Just  as  the  in- 
creased contractability  in  case  of  ineffi- 
ciency is  of  great  importance,  so  the  vagus 
action  is  the  chief  factor  in  disturbances 
of  rythm. 

PREPARATIONS 

Besides  the  dried  leaf,  tincture  of  digi- 
talis and  the  infusion  of  digitalis,  we  have 
two  most  important  glucosides  of  digitalis, 
digitoxin  and  digitalin.  We  also  have 
several  proprietory  remedies,  the  most  im- 
portant of  which  are  digifolin  and  digitan 
and  digitol.  Digifolin  is  supposed  to  con- 


tain all  cardiac  principles  without  the 
saponins  of  digitalis.  It  is  in  the  form  of 
tablets  and  ampules. 

The  same  may  be  said  of  digitan.  Digi- 
tol is  a standardized  tincture  with  the 
fatty  matter  removed,  by  treating  with 
benzin.  Digifolin  is  especially  suitable  for 
hypodermic  use  on  account  of  being  less 
irritable  to  subcutaneous  tissues.  Ouabain 
and  strophanthin  are  the  best  forms  of  the 
drug  to  be  used  intravenously. 

The  physiological  action  of  digitalis  is 
conveniently  considered  in  three  stages. 
The  first  or  therapeutic  stage  is  character- 
ized by  stimulation  of  the  vagus  nerve 
center  in  the  medulla,  which  results  in 
slowing  the  heart  beat.  This  slowing  is 
caused  by  lengthening  the. diastolic  pause. 
It  also  increases  the  contraction  of  the 
muscles  of  the  ventricular  wall.  The  net 
results  are  a greater  output  of  blood  in  a 
given  time. 

The  second  stage  is  characterized  by 
symptoms  of  poisoning  due  to  excessive 
action  on  the  inhibitory  nerve  center.  The 
heart  beat  is  strong,  but  so  slow  that  the 
amount  of  blood  sent  through  the  heart  is 
greatly  decreased. 

In  the  third  stage  the  irritability  of  the 
heart  muscles  is  so  great  that  the  ventricu- 
lar beat  is  greatly  increased,  and  extra 
systoles  are  apt  to  occur  and  later,  fibrila- 
tion.  The  second  and  third  stages  are 
undesirable  and  represent  the  poisonous 
effect  of  the  drug. 

Digitalis  may  in  large  doses  inhibit  the 
auriculo-ventricular  bundle,  producing  a 
ventricular  beat  slower  than  the  auricular. 
This  may  go  on  to  a coupled  beat  and  later 
to  a complete  heart  block.  Digitalis  has 
been  used  in  the  treatment  of  heart  dis- 
ease for  nearly  150  years,  but  its  action 
was  poorly  understood  until  the  sphygma- 
cardiograph  and  electrocardiograph  by 
•MacKenzie  and  Emthoven  respectively  in 
recent  years. 
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Dr.  Cary  Eggleston  in  1915  brought  out 
the  idea  that: 

(1)  The  amount  of  digitalis  required  in 
any  given  case  might  be  calculated  in 
advance. 

(2)  By  using  much  larger  doses  than 

customary  the  desired  effect  could  be 
obtained  quickly  by  mouth  administration, 
that  whether  given  in  small  doses  or  large, 
a definite  amount  of  digitalis  was  necessary 
to  digitalize  any  heart.  He  showed  that, 
instead  of  digitalizing  by  small  doses  in 
several  days,  it  could  be  accomplished  by 
large  doses  in  a few  hours  and  with  safety. 
Eggleston’s  method  is  as  follows:  Practi- 

cally 214  minims  of  tincture  of  digitalis 
per  pound  of  body  weight,  335  minims  for 
150  lbs.  This  is  about  514  drams. 

The  method  of  administering  digitalis 
when  the  patient  had  not  received  digitalis 
within  the  preceeding  10  days  is:  (a)  If 

the  case  is  urgent,  give  1/3  to  1/2  of  the 
calculated  amount  at  the  first  dose,  1/5  to 
1/4  six  hours  later,  1/8  to  1/6  after  second 
six  hours.  If  more  is  required,  give  1/10 
of  the  total  dose  every  six  hours  until 
digitalization  is  accomplished. 

If  the  case  is  not  urgent,  give  1/4  of  the 
calculated  total  at  each  of  the  first  two 
doses,  six  hours  apart.  Then  1/10  to  1/8 
of  the  total  every  six  hours.  If  the  patient 
has  been  taking  digitalis  within  the  past 
ten  days,  doses  must  be  much  smaller.  The 
reasons  for  giving  calculated  amounts  in 
small  doses:  (1)  A lack  of  uniformity 

of  the  preparation,  (2)  while  some  patients 
tolerate  digitalis  well,  a few  patients  seem 
to  be  susceptible  to  digitalis  poison.  We 
are  of  the  opinion  that  it  is  never  quite  safe 
to  give  these  doses  of  digitalis  unless  the 
patient  is  under  observation.  To  send  the 
patient  home  for  indefinite  stay  to  dose 
himself  would  possibly  be  inviting  trouble. 

In  auricular  fibrilation  it  may  be  given  in 
moderately  large  doses  for  heart  failure, 
threatened  heart  failure  and  in  acute  dila- 
tation it  is  best  used  in  large  doses.  In 


acute  dilatation  of  pneumonia  it  has  come 
into  almost  general  use  and  preferably  as 
a prophylactic  measure.  It  is  perhaps  thei 
most  important  drug  in  the  treatment  of 
pneumonia,  and  I am  of  the  opinion  that, 
we  should  give  our  patients  good  size  doses 
early  in  the  disease  to  avoid  the  failure 
which  may  come  later.  A patient  well 
digitalized  early  in  the  disease  will  remain 
digitalized  throughout  the  short  course  of 
pneumonia. 

Digitalis  in  hyperthyroidism  is  useful  ini 
the  irregular  rhythm  of  fibrillation  but  of : 
very  little  use  of  the  rhythm  is  not  dis- 
turbed. The  regular  rapid  heart  seems  to 
be  influenced  very  little  by  digitalis. 

In  myocarditis  and  coronary  sclerosis, 
digitalis  may  be  given  in  small  doses.  In 
acute  pericarditis  it  has  little,  if  any,  value. 

WHEN  TO  STOP  DIGITALIS 

1.  Nausea  and  vomiting  when  not  due 
to  other  than  digitalis  causes. 

2.  A cardiac  rate  below  70  or  a sudden 
slowing  of  the  rate  (which  means  heart 
block) . 

3.  The  appearance  of  extra  systole  or 
completed  rhythm. 

4.  The  change  of  a regular  rhythm  to 
an  irregular  rhythm  or  intermittent 
rhythm. 

SUMMARY 

I.  It  can  be  shown  by  experimentation 
that  small  doses  affect  the  vagus  center 
and  produce  slowing  of  the  heart  beat  and 
that  larger  doses  affect  the  vomiting  cen- 
ter ; that  it  acts  upon  the  blood  vessel  walls 
and  walls  of  the  heart;  that  it  unites  with 
muscle  and  nerve  tissues  and  that  the  heart 
detoxicates  itself  by  expulsion  of  the  drug 
or  by  katobolism;  that  digitalis  produces  a 
dilatation  or  constriction  upon  the  blood 
vessels  of  different  parts  of  the  body. 

II.  The  cat  unit  of  Hatcher  and  Brody 
and  the  frog  unit  are  most  commonly  used 
in  standardized  digitalis. 
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III.  Best  preparation  for  mouth  admin- 
stration  are  the  tincture  and  dried  leaf, 
'or  intravenous,  strophanthin  and  ouabain. 

IV.  The  method  of  Eggleston  may  be 
ised  for  rapid  digitalization  by  mouth. 

V.  Large  doses  may  be  used  in  pneu- 
nonia,  in  heart  failure  or  threatened  heart 
'ailure;  smaller  doses  in  fibrillation  and 
hyroid  intoxication  and  still  smaller  doses 
n coronary  sclerosis  and  myocarditis. 

VI.  Digitalis  probably  has  very  little 
iffect  in  surgical  conditions  or  other  condi- 
ions  with  rapid  heart  where  the  heart  is 
lot  affected. 
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DISCUSSION. 

Dr.  Chaille  Jamison  (New  Orleans) : The  ques- 

tion of  digitalis  is  a delicate  one,  because  every 
loctor  has  his  own  opinion  as  to  how  it  is  to  be 
jsed,  and  it  is  always  a subject  that  I approach 
vith  considerable  diffidence.  However,  Dr.  Wil- 
iams has  discussed  the  pharmacology  so  beauti- 
fully that  I would  not  attempt  to  say  anything 
ibout  the  pharmacology  of  the  drug,  but  would 
like  to  confine  my  remarks  to  its  clinical  use. 

My  own  ideas  have  crystallized  in  the  last  two 
Shears,  after  a considerable  number  of  years  of 
ibservation.  First  of  all,  the  outstanding  value 
if  digitalis,  certainly  where  its  most  brilliant 
results  are  obtained  is  the  myocardial  lesion,  par- 
ticularly with  congested  heart  failure,  that  is  the 
outstanding  place  in  which  we  see  the  most  beau- 
tiful and  brilliant  results. 

Secondly,  I think  we  can  fairly  safely  state  that 
in  congestive  heart  failure  which  results  from 
rheumatic  diseases,  it  is  always  fraught  with 
good  results,  one  can  expect  good  results  with 
confidence  in  congestive  heart  failure  due  to  any 
of  the  rheumatic  lesions. 


It  has  always  struck  me  that  in  hypertensive 
heart  disease  with  congestive  failure  that  the  re- 
sults are  nearly  as  good  as  in  rheumatic  heart 
disease,  and  one  must  be  careful  of  that  pitfall 
in  the  use  of  digitalis  of  increasing  blood  pressure, 
give  the  digitalis  whether  the  blood  pressure  is 
high  or  not.  The  blood  pressure  rises  more  freely 
after  congestive  heart  failure  than  it  falls,  and  it 
is  not  an  index  for  the  use  of  digitalis.  Every 
physician  has  seen  the  pressure  fall  under  such 
dosage  as  recommended  by  Dr.  Eggleston. 

Now,  I am  coming  to  a point  of  my  discussion 
which  I want  you  to  understand  is  a personal 
view,  I am  not  in  a position  at  the  present  time, 
thought  I hope  to  be  in  the  next  few  years,  to 
prove  my  point,  it  is  more  an  impression  at  the 
present  time  than  it  is  capable  of  proof,  and  that 
is  of  the  effect  of  digitalis  on  syphilitic  heart 
disease.  The  older  cliniticians  have  taught  us, 
and  I think  they  were  correct,  that  digitalis  was 
often,  at  least  if  not  actually  harmful,  useless  in 
regurgitation. 

I believe  it  has  no  value,  I believe  in  the  other 
forms  of  syphilitic  heart  diseases  that  its  value  is 
practically  nil,  so  much  so  that  in  my  service  at 
the  hospital  where  we  see  a great  preponderance 
of  those  cases,  we  no  longer  use  it.  We  use  it  in 
rheumatic  diseases  with  congestive  heart  failure, 
and  in  hyper-tension  diseases  with  congestive 
heart  failure,  not  otherwise.  The  subject  is  too 
big  to  even  begin  to  discuss  in  a few  minutes  and 
I am  going  to  close  with  those  remarks. 

Dr.  Kerlin  (Shreveport);  I was  glad  to  hear 
Dr.  Jamison,  particularly,  stress  the  use  of  digi- 
talis in  the  fibrillators.  I would  like  to  mention, 
particularly,  its  use  in  the  chronic  fibrillators.  I 
have  had  occassion  in  the  past  five  or  six  years 
to  observe  three  cases  in  which  prior  to  their 
coming  under  my  observation  they  had  been  given 
digitalis  during  the  acute  attack,  and  upon  im- 
proving they  would  cease  taking  it,  and  they 
would  usually  have  a recurrence.  I insisted  that 
instead  of  ceasing  the  administration  of  digitalis, 
that  they  continue  it,  and  along  the  lines  that 
Eggleston  has  suggested.  I have  had  them  take 
twenty-five  minimums  daily  over  a period  of  three 
to  five  years.  In  other  words,  they  are  never 
without  their  daily  dose  of  digitalis,  at  least  once 
or  twice  a day;  it  makes  no  difference  how  they 
take  it,  whether  it  is  one  dose  or  two  doses;  and, 
to  my  surprise,  these  cases  have  never  had  a re- 
turn of  the  fibrillation  except  in  a minor  degree. 
I have  kept  in  contact  with  them  and  have  ques- 
tioned them  closely  regarding  a recurrence.  Do 
not  misunderstand  me  to  say  that  I believe  it 
would  do  that  in  all  chronic  fibrillators.  It  may 
be  a coincidence,  but  that  has  been  my  observa- 
tion in  a few  cases. 


82Q 


Williams — Digitalis 


Dr.  A.  G.  Herold  (Shreveport)  : Digitalis  is  one 
of  our  most  valuable  drugs,  if  properly  used;  at 
the  same  time  it  is  one  of  our  most  abused  drugs. 
I am  sorry  we  cannot  hear  all  of  Dr.  William’s 
paper,  because  there  are  some  points  on  the  thera- 
peutics that  I wanted  to  get.  I thoroughly  agree 
with  everything  Dr.  Jamison  has  said,  but  I was 
a little  disappointed  when  he  said  there  was  one 
point  he  did  not  want  to  be  very  dogmatic  on,  I 
wanted  him  to  express  an  opinion. 

I was  in  hopes  he  was  going  to  give  his  views 
on  the  use  of  digitalis  in  pneumonia.  That  is  a 
hobby  of  mine.  I have  written  two  papers,  one 
on  pneumonia,  one  on  the  use  of  digitalis  in  pneu- 
monia, and  there  have  been  a number  of  contro- 
versies on  the  subject.  I am  still  of  the  opinion 
that  in  pneumonia  it  is  a proper  drug,  and  should 
be  used  before  the  heart  begins  to  dilate.  I have 
seen  the  dilated  heart  where  the  patients  go  out 
by  cardiac  failure,  and  I believe  if  you  slow  that 
heart,  give  that  heart  muscle  a chance  to  properly 
nourish  through  prolonged  disastole,  at  the  begin- 
ning, we  could  save  many  deaths  by  heart  route 
at  least. 

I recall  a controversy  I had  at  one  of  the  New 
Orleans  meetings  of  this  society  on  that  very  sub- 
ject. It  is  not  an  infallable  rule,  but  the  rule 
that  I try  to  go  by  is  that,  if  the  pulse  rate  gets 
higher  than  the  systolic  blood  pressure,  I begin 
my  digitalis  immediately  and  give  it  in  sufficient 
dosage  to  slow  the  heart  down.  I thank  you. 

Dr.  J.  A.  Danna  (New  Orleans)  : If  there 

is  any  condition  in  which  a drug  that  both 
strengthens  and  slows  the  heart  ought  to  do  good, 
then  the  acute  thyroid  toxicosis,  or  an  acute 
thyroid  flare-up  is  the  ideal  thing  for  the  average, 
that  is,  it  seems  so  to  me.  For  a long  time  I 
used  digitalis  in  these  cases,  but  never  seemed 
to  get  any  more  result  from  it  than  from  any  of 
the  other  medications. 

For  several  years,  at  least  three  years,  Plummer, 
of  the  Mayo  Clinic,  preached  that  digitalis  is  a 
harmful  drug  in  that  type  of  case,  and  he  says 
that  cases  in  which  they  used  digitalis  are  the 
ones  which  die.  I would  like  to  have  Dr.  Wil- 
liams, if  possible,  express  his  opinion  on  the 
subject,  and  enlighten  us  a little  bit. 

Of  course,  this  statement  of  Plummer,  and  this 
conclusion  which  Plummer  has  come  to,  has  been 
coincident  with  the  use  of  iodine  in  the  treatment 
of  these  cases,  both  prophlatic,  and  after  they 
flare  up,  so  that  there  may  be  a question  as  to 
whether  Plummer  is  right  or  not.  I believe 
Plummer  is  the  only  one  who  feels  that  way.  In 
the  other  big  clinics  they  are  still  using  digitalis. 

Dr.  Oscar  Bethea  (New  Orleans) : Allow  me 

to  say,  in  the  first  place,  that  I believe  that  it 
would  be  an  excellent  idea  if  we  had  at  least  one 
paper  on  some  important  drug  at  each  of  our 
meetings. 


Dr.  Williams  has  met  this  requirement  exceed- 
ingly well  by  his  excellent  presentation  on  the 
subject  to  digitalis. 

This  is  such  an  important  drug  and  is  so  ex- 
tensively employed  that  we  naturally  find  a diver- 
gence of  opinion  among  members  of  the  medical 
profession.  Almost  any  reasonable  remark  would 
be  safe  in  a small  crowd  such  as  we  have  in  this 
session  today,  but  in  a large  group,  digitalis  is  an 
excellent  subject  with  which  to  start  a fight.  It 
has  at  times  reminded  me  of  the  old  story  of  Saul 
of  Tarsus  when  brought  before  the  Sanhedrin. 
Wishing  to  divert  attention  from  himself,  he 
brought  up  the  question  of  the  Resurrection  of 
the  dead  and  a Roman  legion  had  to  be  called 
out  to  quell  the  riot. 

This  lack  of  uniformity  of  opinion  with  regard 
to  digitalis  obtains  particularly  with  regard  to 
goiter,  the  condition  that  has  just  been  mentioned, 
where  we  find  men  like  Plummer  and  Sajous  on 
exactly  opposite  sides. 

Also  with  regard  to  its  use  in  pneumonia,  as 
suggested  by  Dr.  Herold.  There  are  many  great 
writers  who  agree  with  Dr.  Herold  and  his  con- 
tention, and  a host  of  others  are  emphatically 
opposed  to  such  employment  of  the  drug. 

I do  not  feel  that  I can  add  anything  worth 
while  to  the  excellent  presentation  of  Dr.  Williams. 

Dr.  J.  George  Dempsey  (New  Orleans)  : Digi- 
talis, its  use,  properties,  indications,  etc.,  would 
require  many  volumes  for  complete  consideration. 
I wish  merely  to  encourage  its  use  in  different 
forms  and  to  add  a word  of  caution  lest  too  much 
dependence  be  placed  in  the  many  synthetic 
preparations  on  the  market  at  the  present  time. 

In  instances  when  the  modem  treatment  has 
been  found  to  be  of  no  benefit,  it  is  well  to  bear 
in  mind  the  old  reliable  decoctions,  extracts  and 
infusions.  In  my  own  experience  the  last  named 
has  been  effective  frequently,  when  the  others 
have  failed. 

Dr.  J.  E.  Williams  (closing) : In  reference 

to  the  effect  on  the  heart  in  thyroid  intoxication, 
I am  of  the  opinion  that  as  long  as  the  thyroid 
intoxication  has  not  affected  the  musculature  of 
the  heart,  that  it  probably  does  no  good,  but 
when  the  heart  muscle  begins  to  fail,  I believe 
digitalis  is  a valuable  drug  even  in  thyroid 
intoxication. 

In  reference  to  digitalis  in  the  treatment  of 
pneumonia,  I believe  the  proper  use  consists  in 
the  early  administration  in  material  doses.  Digi- 
talis given  our  patients  early  in  the  disease  will 
carry  them  through  the  crisis  when  the  heart 
needs  the  support.  The  effects  of  digitalis 
will  last  several  days  and  will  carry  them  through 
the  short  period  of  the  pneumonia.  I certainly 
appreciate  the  percentage  of  the  crowd  comment- 
ing on  our  paper. 
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OBSCURE  SYMPTOMS  PRESENTED 
BY  ANOMALOUS  KIDNEYS.* 

REPORT  OF  THREE  CASES 
BARRON  JOHNS,  M.  D., 

Shreveport,  La. 

With  the  advent  of  modern  methods  of 
urological  diagnosis,  the  anomalous  kidney 
has  become  almost  a matter  of  everyday 
occurrence,  at  least  in  the  clinics  where  a 
large  number  of  cases  are  seen  for  routine 
diagnostic  procedure  and  where  the  ure- 
tero-pyelogram  is  employed  frequently  as 
a part  of  the  investigation  of  urinary  or- 
gans. In  the  study  of  malformed  kidneys 
there  is  still  quite  a deal  of  discussion  as 
to  the  line  separating  the  normal  from  the 
abnormal.  Ureteral  duplication  with  dou- 
ble pelvis  and  kidney  is  by  far  the  most 
common  of  renal  anomalies,  in  fact  it  oc- 
curs more  than  all  the  other  forms  of  anom- 
alous kidneys  combined.  About  3 per  cent 
of  all  individuals  have  a double  or  bifed 
ureter.  Autopsy  findings  of  some  investi- 
gators indicate  4 and  5 per  cent  of  dupli- 
cate ureters  and  pelves.  A review  of  the 
literature  brings  out  several  interesting 
facts  characteristic  of  double  kidneys  and 
ureters.  The  anomaly  is  most  common  in 
females  in  the  proportion  of  two  to  one. 
It  occurs  unilateral  in  85  per  cent  of  cases 
and  bilateral  in  15  per  cent.  When  the 
anomaly  is  unilateral  it  occurs  with  about 
equal  frequency  on  the  right  and  left  sides. 
Anomalous  kidneys  are  more  susceptible  to 
infection  and  other  pathologic  change  than 
normal  kidneys,  although  the  majority  of 
double  kidneys  we  find  in  the  course  of 
routine  cystoscopic  examination  or  at 
autopsy  do  not  give  rise  to  symptoms.  The 
phenol-sulphon-phthalein  functional  test  o:^ 
the  two  parts  of  the  double  kidney  usually 
equals  that  of  one  normal  kidney.  Another 
interesting  fact  is  that  bifed  or  double  ure- 
ters are  never  seen  with  a single  renal  pel- 
vis, a division  of  the  ureter  or  duplication 
of  the  ureter  without  exception  means  a 


*^Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 


double  pelvis.  If  there  is  complete  doubling 
of  the  ureter,  the  one  draining  the  superior 
pelvis  empties  at  a lower  point  in  the  blad- 
der than  the  ureter  draining  the  Jower 
pelvis. 

The  embryology  of  double  kidneys  and 
ureters  is  still  a subject  calling  for  much 
discussion  and  theory.  The  normal  ureter 
and  renal  pelvis  with  calyces  and  collect- 
ing tubules  develop  from  the  ureteral  bud, 
an  outgrowth  from  the  dorsal  surface  of 
the  Wolffian  duct.  Premature  division  of 
the  ureteral  bud  would  evidently  give  ori- 
gin to  the  bifed  or  branched  ureter.  There 
is  a difference  of  opinion  as  to  the  origin 
of  complete  doubling  of  the  ureter,  that  is, 
whether  such  ureters  arise  from  separate 
outbuddings  from  the  Wolffian  duct,  or 
whether  they  arise  as  sprouts  from  a sin- 
gle parent  bud. 

A second  group  of  anomalous  kidneys  not 
so  frequently  met  with  as  the  malformed 
kidney,  is  the  type  classed  as  abnormal  be- 
cause of  its  position.  These  ectopic  or  com- 
monly spoken  of  as  pelvic  kidneys,  were  con- 
sidered rare  and  patients  possessing  them 
were  looked  upon  more  or  less  as  freaks 
until  modern  urological  diagnostic  tech- 
nique demonstrated  that  a comparatively 
large  number  of  individuals  had  congen- 
ital malposition  of  kidneys,  that  were  per- 
fectly normal  in  function.  The  frequency 
of  ectopic  kidneys  as  shown  by  statistics 
is  about  one  in  five  hundred.  Naumann  in 
10,177  autopsies  found  twenty  cases  of  con- 
genital misplacement  of  the  kidney  in  the 
true  pelvis,  three  of  these  cases  being  bi- 
lateral. It  must  be  remembered  that  renal 
dystopia  or  the  ectopic  group  of  kidneys 
is  a congenital  condition  and  does  not  in- 
clude the  so-called  floating  type  or  those 
displacements  arising  as  a part  of  a gen- 
eral visceroptosis,  from  tumor,  hydrone- 
phrosis or  faulty  attachment.  This  acquired 
displaced  kidneys  is  characterized  by  a 
tortuous  elongated  ureter  giving  evidence 
of  extrinsic  causes  of  displacement. 

The  congenital  misplaced  or  ectopic  kid- 
ney has  definite  characteristics,  they  are 
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commonly  found  in  the  true  pelvis,  the  ure- 
ters are  short  but  enter  the  bladder  nor- 
mally. The  peri-renal  fat  and  renal  fascia 
are  absent  and  the  kidney  is  firmly  fixed 
to  surrounding-  structures.  As  a rule  the 
lower  the  kidney  the  more  firmly  it  is  fixed. 
It  is  almost  always  smaller  than  normal, 
and  the  renal  pelvis  is  directed  anteriorly 
as  in  the  embryonic  condition  before  rota- 
tion occurs.  The  blood  supply  is  always 
abnormal,  the  blood  vessels  being  multiple 
arising  from  the  aorta  or  common  iliacs. 
In  a large  number  of  cases  there  are  asso- 
ciated anomalies  of  other  organs,  particu- 
larly so  the  genitals.  In  males  there  may 
be  absence  of  ejaculatory  ducts,  seminal 
vesicles  or  vas  deferens,  and  testicles  may 
be  atrophic  or  undescended.  In  the  females 
the  uterus  and  vagina  may  be  absent  or 
undeveloped.  Similar  to  double  kidneys, 
the  ectopic  kidney  seems  to  be  more  com- 
mon in  females,  and  more  susceptible  to 
disease  than  those  in  normal  position.  Tu- 
berculosis, stones  and  hydronephrosis  are 
the  most  frequent  types  of  pathology  seen. 

Embryologically,  the  cause  of  ectopic  kid- 
neys is  not  definitely  understood.  We  know 
that  the  ureteral  bud  springs  from  the  pos- 
terior surface  of  the  Wolffian  duct,  grows 
dorsally  and  upward  to  meet  a cap  of  meso- 
blastic  tissue  to  form  the  kidney,  the  subse- 
quent development,  rotation  and  ascent  to 
its  normal  position  in  the  lumbar  region 
being  completed  about  the  end  of  the  sec- 
ond month.  Supposedly,  any  factor  serv- 
ing to  retard  or  deflect  the  ureteral  bud  is 
a cause  of  congenital  misplaced  kidneys. 

Clinically,  the  malformed  and  malposed 
kidneys  have  come  to  occupy  a definite  place 
in  urological  diagnosis.  The  larger  per- 
centage of  these  renal  anomalies  produce 
no  symptoms,  although  we  know  they  are 
predisposed  to  pathology.  As  a rule,  dis- 
ease of  these  anomalous  kidneys  is  mani- 
fested by  the  usual  signs  and  symptoms 
characteristic  of  renal  disease.  I wish  to 
present  a brief  review  of  three  cases  of 
diseased  anomalous  kidneys  in  which  the 
symptoms  and  physicals  signs  were  obscure 
as  well  as  misleading. 


Case  No.  S12930.  A white  woman  of  thirty- 
five  years,  weight  190  pounds,  was  admitted  to 
the  clinic  May  1,  1926.  She  complained  of  peri- 
odic attacks  of  nausea,  indigestion,  pain  in  upper 
right  abdomen  and  back,  fleeting  pains  in  right 
side  of  neck  and  occasional  attacks  of  frequent 
painful  urination.  The  family  history  indicated 
nothing  of  importance,  and  the  past  history  was 
of  no  particular  interest  except  for  the  usual 
childhood  diseases.  She  had  had  three  normal 
pregnancies  and  one  miscarriage  at  the  third 
month.  Her  present  condition  began  three  years 
previous  with  indigestion  characterized  by  nausea 
and  fullness  in  the  upper  abdomen,  which  was 
relieved  by  belching.  She  also  had  occasional 
colicy  pains  in  the  right  lumbar  region  extending 
upward  toward  her  shoulder.  These  symptoms 
became  more  severe,  especially  the  nausea.  She 
would  frequently  be  awakened  at  night  by  a feel- 
ing of  pressure  in  her  stomach,  would  vomit  and 
go  back  to  sleep.  For  the  past  year  before  admis- 
sion, the  nausea  had  been  constant  irrespective  of 
meals.  The  pain  in  the  upper  right  abdomen 
began  six  or  eight  months  before  admission,  was 
of  a dull  aching  type,  but  only  on  two  occasions 
was  it  necessary  to  take  something  for  relief. 
For  several  months  she  had  a feeling  of  soreness 
in  the  right  side  of  her  neck  with  frequent  fleet- 
ing pains.  This  soreness  would  be  exaggerated 
by  beads,  furs  or  any  article  of  clothing  causing 
pressure.  The  only  symptoms  referable  to  the 
urinary  tract  were  occasional  attacks  of  frequent 
painful  urination  lasting  a few  hours. 

On  physical  examination  the  positive  findings 
were;  moderate  tenderness  and  muscle  rigidity 
in  the  upper  abdomen,  an  umbilical  hernia,  the 
fascial  ring  of  which  admitted  three  fingers,  re- 
duced itself  with  patient  in  prone  position  and 
filled  to  about  the  size  of  an  orange  when  sitting 
or  standing  (this  herna  dated  back  to  her  first 
pregnancy  14  years  previous) ; a second  degree 
perineal  laceration  with  well  developed  recto- 
cele  and  cystocele.  The  catheterized  specimen 
of  urine  was  negative.  A routine  blood  examina- 
tion indicated  nothing  of  interest.  Roentgeno- 
grams of  the  gastro-intestinal  tract  gave  nothing 
of  importance.  A Graham-Cole  study  of  the  gall- 
bladder showed  a chronic  cholecystitis  with  prob- 
able stones. 

Operation  May  14.  A thickened  adherent  gall- 
bladder containing  thirty-six  small,  soft  stones 
were  removed  together  with  a freely  movable 
appendix  filled  with  fecal  concretions.  The  hernia 
was  repaired  with  the  closure.  The  post-opera- 
tive convalescence  was  without  incident. 

In  February,  1927,  this  patient  was  again  ad- 
mitted to  the  clinic.  She  stated  that  the  only 
benefit  obtained  from  her  operation  was  partial 
relief  of  indigestion.  Nausea  was  constant  and 
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vomiting  more  frequent.  Pain  was  still  present 
around  the  right  costal  margin  and  the  pain  in 
the  right  side  of  neck  was  worse.  She  still  com- 
plained of  occasional  attacks  of  frequent  urina- 
tion. Catheterized  specimen  at  this  time  showed 
three  plus  pus  with  a large  number  of  bacilli  coli. 
Cystoscopic  examination:  Bladder  negative,  other 
than  a well  developed  bas-fond.  The  left  ureter 
admitted  a No.  5 catheter  with  ease.  The  right 
ureteral  opening  was  constricted  and  retracted. 
A No.  5 catheter  was  passed  only  after  the  orifire 
had  been  dilated  with  a bougie.  An  intermittent 
flow  of  clear  urine  was  obtained  from  both  kid- 
neys. The  catheter  was  then  withdrawn  from 
the  left  ureter  and  inserted  alongside  the  right 
to  further  dilate  the  orifice.  It  was  noticed  there 
was  an  immediate  rapid  fiow  of  dark,  cloudy 
urine  through  this  catheter.  Pyelogram  showed  a 
double  kidney  on  the  right,  with  two  ureters 
emptying  into  the  bladder  through  a common  ori- 
fice. Urine  from  the  upper  pelvis  was  loaded 
with  pus  cells  and  bacilli  coli.  From  the  lower 
pelvis  was  negative.  It  was  interesting  to  note, 
every  symptom  of  the  patient  disappeared  after 
the  second  renal  lavage. 

Second  case.  No.  S16919.  In  this  patient  the 
anomalous  kidney  findings  were  almost  exactly 
the  same  as  the  case  just  described  and  will  be 
outlined  very  briefly. 

A young  married  woman  twenty-five  years  of 
age,  was  admitted  to  the  clinic  November  23, 
1926,  complaining  of  indefinite  pains  in  the  arms, 
shoulders  and  upper  part  of  the  back,  daily  head- 
aches, and  fever  varying  from  99.5  to  100  every 
day  for  several  months.  The  onset  of  her  symp- 
toms began  five  years  previous,  following  a six 
weeks  illness,  diagnosed  typhoid.  Two  years  later 
her  pains  were  thought  to  be  focal  in  origin;  ton- 
sils and  five  teeth  removed.  She  was  placed  on 
a non-toxic  diet  and  given  the  rest  cure  for  three 
months.  There  was  no  relief  from  any  of  her 
symptoms,  although  she  gained  twelve  pounds  in 
weight.  A year  later  she  had  a miscarriage  at 
the  third  month.  Within  a short  time  she  became 
pregnant  again  and  had  a premature  labor  at  the 
seventh  month.  At  no  time  during  the  period  of 
five  years  was  there  any  urinary  symptoms, 
although  she  stated  that  pus  had  been  found  in 
her  urine  on  one  occasion. 

Physical  examination  of  this  patient  was  prac- 
tically negative  including  roentgen-ray  study  of 
the  chest  and  gastro-intestinal  tract.  Blood  exam- 
ination gave  nothing  of  interest.  Examination 
of  catherterized  urine  showed  an  average  of  four 
pus  and  two  red  blood  cells  per  high  power  field. 

Cystoscopic  examination  November  28  showed 
the  bladder  negative  other  than  a marked  promi- 
nence of  the  inter-ureteric  ridge.  While  passing 
a catheter  into  the  right  ureter,  the  ridge  pulled 


over  disclosing  a second  orifice  on  the  right  side 
about  1 cm.  below  the  first,  which  also  admitted 
a catheter  without  obstruction.  On  the  left  side 
there  was  a normal  orifice  and  a dimpling  behind 
the  ureteric  ridge  corresponding  to  the  anomalous 
opening  on  the  right.  Pyelogram  showed  a dou- 
ble kidney  on  the  right  side  and  analysis  of  the 
specimens  indicated  a bacilli  coli  pyelitis  of  the 
superior  pelvis.  All  of  the  patient’s  symptoms 
cleared  up  after  treatment  of  this  condition. 

The  third  case  was  one  of  congenitally  mis- 
placed or  ectopic  kidney. 

No.  S16295.  A married  woman  thirty-eight 
years  of  age,  weight  160  pounds,  entered  the 
clinic  September  6,  1926.  The  principal  com- 
plaint was  painful  defecation.  The  desire  for 
bowel  movement  was  always  preceded  by  cramp- 
ing pains  in  the  lower  abdomen  and  back,  in  the 
region  of  sacrum  and  coccyx,  the  pains  would  rap- 
idly become  more  severe  reaching  their  climax 
with  evacuation,  followed  by  complete  relief.  Ad- 
ditional complaints  were  dysmenorrhea,  menor- 
rhagia and  painful  coitus. 

The  family  history  was  of  no  interest.  The 
past  history  and  the  history  of  the  present  condi- 
tion were  the  same  since  the  present  complaints 
began  when  she  was  13  years  of  age  with  the 
advent  of  the  menstrual  function.  She  had  had 
seven  miscarriages,  all  between  the  second  and 
sixth  month.  None  of  her  pregnancies  went  be- 
yond the  sixth  month.  Menstruation  had  always 
been  painful  and  profuse.  During  the  past  ten 
years  the  duration  has  gradually  increased  until 
at  the  present  time  she  is  free  from  menstrual 
fiow  about  eight  days  in  each  month.  The  patient 
states  she  can’t  remember  ever  having  a bowel 
movement  not  preceded  and  accompanied  by  pain. 
She  has  learned  the  disastrous  results  of  consti- 
pation, since  such  a condition  for  her  means  hypo- 
dermics of  morphine  and  enemas.  Consequently 
she  has  fallen  into  the  habit  of  taking  large 
quantities  of  mineral  oil  and  laxatives  so  as  to 
have  two  or  three  soft  stools  each  day.  Inter- 
course has  always  been  painful,  producing  some- 
thing like  the  same  type  of  pain  as  that  accom- 
panying defecation.  There  is  no  history  of  any 
urinary  disturbance. 

The  positive  findings  on  physical  examination 
were  briefiy  as  follows:  A hard,  rounded,  uni- 

form tumor  apparently  blending  with  the  post 
surface  of  the  uterus,  filling  the  cul  de  sac,  the 
mass  is  fixed  and  about  the  size  of  a three  months 
pregnancy.  Vaginal  examination  produces  the 
same  type  of  pain  as  that  accompanying  defe- 
cation. Rectal  examination  further  determines 
the  pelvic  tumor,  otherwise  negative. 

Laboratory  findings  on  blood  and  catheterized 
urine  negative.  Admitted  for  operation  Septem- 
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ber  9 (Sub-total  hysterectomy).  The  rather 
firmly  fixed  retro-peritoneal  sub  serous  fibroid 
made  the  operative  procedure  somewhat  tedious. 
With  reflection  of  the  peritoneum  and  removal 
of  the  tumor,  an  ectopic  kidney  was  exposed  lying 
in  the  left  side  of  the  sacral  hollow  at  the  level 
of  the  second  sacral  segment,  firmly  fixed  to  the 
rectum  and  surrounding  structures;  its  ureter 
short  and  tortuous  and  deriving  its  blood  supply 
by  three  branches  from  the  common  iliac  artery. 
Due  to  the  unknown  function  of  the  opposite 
kidney  and  the  procedure  to  which  the  patient 
had  already  been  subjected,  the  misplaced  organ 
was  not  removed. 

The  interesting  feature  of  this  case  is  the  fol- 
low-up record:  Six  months  after  the  operation 

defecation  was  still  preceded  and  accompanied 
by  pain,  and  coitus  was  still  painful.  A year 
later  her  condition  was  unchanged. 

In  October,  1927,  the  ectopic  kidney  was  re- 
moved, there  has  been  complete  relief  of  all  her 
symptoms. 

In  conclusion,  the  brief  review  of  these 
cases  is  presented  for  the  purpose  of  call- 
ing your  attention  to  the  fact  that  anoma- 
lous kidneys  when  diseased  are  prone  to 
manifest  their  presence  by  symptoms  and 
signs  not  referable  to  the  urinary  tract. 
It  is  only  by  better  co-operation  between 
internist,  urologist  and  general  practi- 
tioner, with  more  general  recourse  to  com- 
plete urological  examination  in  obscure 
cases,  that  these  patients  can  be  prevented 
from  being  subjected  to  comparatively  use- 
less medical  and  surgical  procedures. 


TULARAEMIA  IN  SHEEP  IN  NATURE. — A 

report  recently  made  public  by  the  United  States 
Public  Health  Service  points  out  the  proved  oc- 
currence of  tularemia  in  sheep  in  nature.  This 
opens  the  question  of  the  possibility  of  human  in- 
fection from  the  handling  of  infected  carcasses. 
Infection  is  known  to  be  definitely  possible  through 
the  primary  contamination  of  the  hands  with  the 
tissue  of  crushed  infected  ticks  held  in  the  wool  or 
with  tick  excrement  which  is  commonly  present  in 
large  masses.  The  fingers  might  also  become  con- 
taminated by  contract  with  the  decayed  tissue 
which  sometimes  develops  at  the  points  where  in- 
fected ticks  have  been  attached.  The  chance  that 
infected  meat  might  reach  the  market  and  be  a 
source  of  danger  to  persons  in  slaughter-houses 
and  packing  houses  and  to  the  consuming  public 
seems  less  likely,  but  can  not  be  altogether  dis- 
missed, especially  if  animals  are  slaughtered  for 
immediate  local  consumption. 


TUBERCULOSIS.* 

T.  D.  BORDEAUX,  M.  D., 

Meridian,  Miss. 

Tuberculosis,  especially  pulmonary  tuber- 
culosis, remains  one  of  the  commoner 
diseases  with  which  we  have  to  contend. 
It  can  and  does  attack  practically  all 
organs  of  the  body.  From  a pathological 
standpoint  it  is  one  of  the  most  interest- 
ing diseases;  from  a public  health  stand- 
point it  is  one  of  the  most  important 
diseases.  The  responsibility  of  its  control 
rests  largely  on  the  medical  profession, 
especially  the  general  practitioner. 

The  average  doctor  seems  but  casually 
interested  in  tuberculosis,  and  for  some 
reason  is  reluctant  to  make  a diagnosis  of 
tuberculosis  until  the  disease  has  made 
such  progress  that  the  patient’s  neighbors 
have  already  suspected  or  actually  arrived 
at  a diagnosis.  And  when  the  diagnosis  is 
made  many  doctors  are  ready  to  throw  up 
their  hands  in  despair,  and  say  to  the 
family,  “See  if  you  can  get  him  in  at 
Magee,”  or,  if  particularly  well  off,  “Send 
him  out  West.” 

Tuberculosis  is  curable  in  most  forms 
in  the  early  stages.  It  is  the  duty  of  the 
general  practitioner  to  be  able  to  recog- 
nize, or  at  least  suspect  clinical  tubercu- 
losis from  the  signs  and  symptoms,  with- 
out the  aid  of  laboratory  or  roentgen-ray, 
however  useful  they  maybe  in  confirming 
or  disproving  a suspected  case. 

To  recognize  tuberculosis  in  its  early 
stages,  it  is  necessary  to  keep  tuberculosis 
in  mind,  and  to  look  for  it;  and  to  aid  in 
the  diagnosis  of  pulmonary  tuberculosis 
there  are  certain  signs  and  symptoms  that 
point  almost  unmistakably  to  this  disease. 
To  begin  with,  any  trouble  found  at  the 
apices  of  the  lungs  is  to  be  considered 
tuberculosis  until  proved  otherwise.  Expec- 
toration of  blood,  as  much  as  a teaspoon- 
ful repeatedly,  almost  surely  means  tuber- 
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culosis ; persistent  subcrepitant  rales  in  the 
apices  after  exhalation  and  cough  usually 
means  tuberculosis.  Chronic  pleurisy  with 
effusion  is  almost  always  tuberculous.  An 
unexplained  loss  of  weight,  accompanied  or 
not  by  an  afternoon  rise  of  tempearture, 
I chronic  indigestion,  neurasthenia,  all 
should  suggest  tuberculosis,  and  there  are 
many  other  suggestive  symptoms  if  one 
will  keep  tuberculosis  in  mind,  and  be  on 
the  lookout  for  it  at  all  times. 

DISCUSSION. 

Dr.  W.  H.  Anderson  (Booneville)  : The  subject 
j of  tuberculosis  has  been  so  thoroughly  covered 
1 today  by  Dr.  Boswell  before  noon,  and  Dr.  Bor- 
I deaux  just  now  that  there  is  not  anything  to  add 
I except  to  emphasize  the  points  that  they  have 
j brought  out.  I think  the  most  important  thing 
! brought  out  by  this  is  the  fact  that  a responsible 
; does  rest  upon  the  general  practitioner  just  as  it 
j rests  on  the  general  practitioner  to  solve  all  of 
I the  real  problems  we  have.  And  if  we  keep  it 
j in  mind  always  that  we  have  to  consider  tuber- 
culosis, then  we  will  go  far  towards  solving  the 
problem.  After  all  tuberculosis  is  largely  a prob- 
lem in  economics  as  I see  it  or  at  least  that 
j enters  into  it.  As  far  as  I can  find  after  some 
I little  investigation — it  might  not  be  true,  but  as 
(far  as  I can  find  from  inquiring  locally  of  peo- 
ple in  the  negro  race,  tuberculosis  was  hardly 
j known  before  the  Civil  War.  When  the  negro  was 
;well  fed  and  well  housed  and  put  to  bed  on  time 
he  did  not  have  tuberculosis.  This  morning  Dr. 

! Boswell  told  us  that  1450  of  the  1800  deaths 
iin  Mississippi  last  year  were  among  the  colored 
jrace,  and  that  gives  us  something  to  thing  about 
jthere.  We  won’t  go  very  far  along  with  the  prob- 
ilem  when  we  send  one  person  to  the  sanitorium 
and  we  have  a colored  woman  in  the  back  yard — 
a cook — that  gives  it  to  three  other  persons  while 
this  man  is  at  the  sanitorium,  and  the  record  will 
show  that  each  person  gives  it  to  three  other 
people  on  an  average. 

Then  another  thing  that  will  give  us  a little 
(lead  to  keep  our  minds  upon,  is  a book  recently 
! written  by  Draper,  I think  it  is  of  New  York,  going 
|back  and  making  a physical  study  of  the  human 
: organism,  a study  which  was  started  150  or  200 
! years  ago,  and  then  when  we  began  to  get  a little 
further  along  when  the  germ  theory  got  in  the 
'air,  before  we  knew  much  about  it  especially 
1 after  we  began  to  look  at  the  micro-organisms, 

I we  forgot  all  about  the  human  organism,  and  we 
have  been  chasing  these  germs  for  100  years  and 
jhave  forgotten  the  human  organism.  He  has  di- 
vided the  human  body  into  four  panels,  I believe 
jhe  calls  them,  the  anatomical,  the  physiological. 


the  pathological  and  psychological,  and  he  says 
when  he  makes  this  analysis  he  can  tell  mighty 
well  what  a man  is  going  to  die  with.  I believe 
it  is  overdrawn,  but  there  is  a lot  in  it,  and  if 
you  will  get  in  your  mind  a picture  of  the  person 
who  is  susceptible  to  tuberculosis  and  examine 
for  tuberculosis  all  of  them,  it  will  be  best. 

There  is  one  other  point  I have  in  mind — a lit- 
tle experience  I had  that  I don’t  think  was  so 
good,  and  I just  want  to  give  a little  warning 
about  examining  the  chest  before  you  operate 
especially  for  the  removal  of  tonsils.  I had  two 
patients  that  I felt  should  be  operated  on;  they 
kept  having  sore  throat,  tonsilitis  and  finally  I 
operated.  I didn’t  think  one  of  them  did  so  well 
after  the  operation,  not  immediately  afteirwards 
but  several  months  later.  I thought  the  patient 
went  down  faster  than  he  should.  The  other  case 
had  a goiter  and  she  had  tonsillitis  almost  con- 
tinuously, and  I finally  decided  to  remove  her 
tonsils  and  the  goiter  disappeared,  but  this  case 
didn’t  do  so  well  either,  and  in  my  opinion  you 
should  be  very  careful  in  that  type  of  case  and 
go  over  the  lungs  before  you  do,  or  recommend 
an  operation  for  the  removal  of  the  tonsils.  I 
certainly  enjoyed  this  paper. 

Dr.  Love:  We  have  with  us  Dr.  Wyman  of 

Alabama,  a member  of  the  State  Board  of  Health, 
who  has  been  interested  in  tuberculosis  for  several 
years.  We  would  like  to  hear  from  him. 

Dr.  Wyman  (Alabama) : I am  very  glad  indeed 
to  meet  with  the  Doctors  of  Mississippi.  This  hap- 
pens to  be  my  first  visit  to  your  excellent  asso- 
ciation. I have  a very  warm  spot  in  my  heart 
for  Mississippi.  You  are  our  close  associates,  you 
are  our  neighbors,  and  I feel  very  kindly  to  the 
Mississippi  people  because  my  mother  was  bom 
in  Lowndes  County,  Miss.  I have  often  wished 
to  attend  your  meetings.  I note  that  you  are 
doing  wonderfully  progressive  work  in  public 
health  in  Mississippi.  I heard  the  discussion  this 
morning.  Your  work  will  almost  equal  that  of 
Alabama.  Now,  gentlemen,  you  know  Alabama 
is  in  the  lead  in  public  health  work.  You  will 
excuse  me  for  saying  that,  but  I presume  you 
all  know  it.  I heard  our  health  officer  say  not 
long  ago  that  in  two  years  we  would  have  an 
all-the-time  health  officer  in  every  county  in 
Alabama.  I said,  “we  knew  you  were  a great 
health  officer,  we  know  you  are  a great  executive, 
but  I am  satisfied  now  you  are  a good  politician.” 
He  got  the  money,  and  we  are  going  to  have  an 
all-the-time  health  officer  in  every  county  in  the 
state.  Gentlemen,  this  is  an  achievement  of 
which  we  are  very  proud.  We  already  have  60 
per  cent  of  the  people  of  Alabama  under  public 
health  service. 
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I did  not  get  up  here,  however,  to  laud  Ala- 
bama, but  just  to  say  a word  with  reference  to 
tuberculosis.  Dr.  Bordeaux  has  given  you  all  the 
essential  points  in  an  early  diagnosis  of  tubercu- 
losis. I have  for  many  years  been  interested  in 
this  subject,  and  I find  that  the  great  trouble 
is  that  the  average  practitioner  does  not  make  an 
early  diagnosis.  They  are  afraid  to  tell  the  people 
they  have  tuberculosis.  Now  we  don’t  hesitate 
to  tell  them  so  the  disease  can  be  resisted.  There 
are  one  or  two  points  in  a differential  diagnosis 
that  I would  like  to  mention.  There  are  many 
people  who  consult  a doctor  with  the  idea  that 
they  have  some  chronic  disease,  many  of  them 
imagine  that  they  have  tuberculosis.  Now,  in  my 
work  I find  a lot  of  them  come  labelled  with  neu- 
rosis; that  doesn’t  mean  much.  I remember  when 
I was  in  New  York  attending  a clinic  the  doctor 
in  charge  would  bring  the  students  around,  after 
giving  them  the  history  of  the  cases,  and  ask 
them  what  their  diagnosis  was.  One  of  the  fel- 
lows would  say  neurasthenia.  This  doctor  said, 
“that  is  no  diagnosis — that  doesn’t  mean  any- 
thing.” Now  as  a matter  of  fact  there  are  many 
cases  diagnosed  as  neurasthenia,  who  really  have 
tuberculosis.  We  find  that  as  Dr.  Boswell  said, 
the  early  signs  are  very  important.  One  thing 
I want  to  call  your  attention  to  is  a rapid  pulse. 
You  get  a rapid  pulse  in  other  diseases  besides 
tuberculosis.  You  have  to  differentiate  in  the  ab- 
sence of  physical  signs  between  a hyper-thyroid. 
You  also  have  to  differentiate  from  diseases  of 


the  circulatory  system,  which  they  call  in'  the 
army  neuro-circulatory-asthenia.  That  diagnosis 
was  made  often  in  the  army,  and  if  you  look  in  the 
'Veteran’s  Bureau  you  will  find  many  cases  diag- 
nosed thus,  which  means  a neurotic  condition, 
weakness  of  the  heart  muscles  with  a rapid  pulse. 
I heard  Dr.  Minor  say  he  had  a number  of  cases 
who  had  been  sent  to  Asheville  in  which  the  diag- 
nosis of  tuberculosis  was  made  when  he  found  that 
they  were  psycho-neurotics,  so  it  is  important  to 
eliminate  that. 

I think  that  if  we  would  be  very  careful  in  our 
examination  of  our  patients,  go  over  the  lungs 
very  thoroughly  as  Dr.  Bordeaux  has  pointed  out, 
and  find  the  physical  signs  which  he  has  men- 
tioned— there  may  not  be  any  dullness  or  percus- 
sion, you  can  except  the  usual  rales — you  can  ar- 
rive at  a very  definite  diagnosis. 

Now,  just  a word  in  reference  to  the  roentgen- 
ray  and  to  the  sputum.  Of  course  you  all  know 
that  in  early  tuberculosis  you  get  no  bacilli  in 
the  sputum,  so  absence  of  bacilli  is  not  evidence 
that  the  patient  has  not  tuberculosis.  The  roent- 
gen-ray findings,  as  we  all  know,  are  very  uncer- 
tain; there  are  many  lungs  that  have  spots  in 
them.  I never  make  a diagnosis  unless  there  is 
some  little  temperature  and  the  clinical  signs  are 
evident. 

Dr.  T.  D.  Bordeaux  (closing) ; I have  nothing 
further  to  say.  I wish  to  thank  you  gentlemen. 


REVIEWS 


WOUNDS.* 

(Part  II) 

ALTON  OCHSNER,  M.  D.f 
New  Orleans. 

INFECTED  WOUNDS 

The  processes  occurring  in  infected 
wounds  are  practically  the  same  as  those 
which  occur  in  the  sterile,  non-infected 
wound,  the  difference  being  largely  that  of 
degree.  In  order  to  better  understand  the 
biologic  processes  occurring  in  such 
wounds,  these  points  might  be  recapitu- 
lated. Sir  Almroth  Wright^^  divides  the 
organisms  which  are  found  in  infected 
wounds  into  two  types,  the  so-called  sero- 

* Presented  before  the  Surgical  Faculty,  Tulane 
University,  April  24,  1928. 

fFrom  the  Department  of  Surgery,  School  of 
Medicine,  Tulane  University. 


phytes  and  the  sero-saprophytes.  He  be- 
lieves that  the  serophytes  can  grow  and 
multiply  in  unaltered  blood  fluid,  whereas 
the  sero-saprophytes  can  exist  and  multi- 
ply only  in  altered  blood  fluid,  which  he 
terms  corrupted  body  fluid.  The  serophytes 
are  those  organisms  which  are  found  in 
relatively  clean  and  open  wounds.  Of  all 
the  organisms  found  in  all  types  of  wounds, 
only  the  serophytic  organisms,  especially 
those  of  the  streptococcic  group,  are  capa- 
ble of  invading  the  normal  blood  stream. 
Only  when  the  blood  stream  itself  becomes 
altered  or  corrupted  can  the  sero-saphro- 
phytic  organisms  gain  entrance  to  it.  Only 
serophytes  can  grow  in  the  comparatively 
clean  wound  because  of  the  anti-tryptic 
power  of  the  blood.  It  is  known  that  the 
leukocytes,  when  destroyed,  furnish  a tryp- 
tic ferment.  This  tryptic  ferment  is  neu- 
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;ralized  by  the  anti-tryptic  ferments  of  the 
3lood.  When,  however,  more  tryptic  fer- 
ment is  formed,  by  the  destruction  of  a 
arge  number  of  leukocytes,  and  not  enough 
inti-tryptic  enzyme  is  present  to  neutralize 
:he  ferment,  saprophytes  may  grow  luxuri- 
antly. The  tryptic  ferment  which  is  pro- 
duced by  the  destruction  of  the  leukocytes 
is  a desirable  factor  when  sloughs  and  ne- 
urotic material  are  present,  as  this  tryptic 
ferment  serves  to  digest  the  necrotic  ma- 
terial. According  to  Wright^^  ^he  physio- 
ogical  properties  of  the  leukocytes  are: 
(1)  a very  active  spontaneous  motility;  (2) 
power  to  immigrate  from  the  capillaries; 
(3)  stereotropism ; (4)  chemotactic  at- 

traction and  repulsion;  (5)  power  to  in- 
vest and  destroy,  by  intracellular  digestion, 
microbes  that  have  been  prepared  for  pha- 
gocytosis and  digestion  by  the  tryptic  ac- 
tion of  the  cell;  (G)  power  to  excrete,  un- 
der appropriate  stimuli,  bactericidal  sub- 
stances which  kill  microbes  of  various  kinds 
sxposed  to  their  chemical  influence;  and 
(7)  the  liberation  of  trypsin. 

Within  an  hour  after  the  beginning  of 
a wound  infection  capillaries  become  di- 
lated.®®- The  rate  of  the  flow  of  blood 
increases.  The  corpuscles  occupy  the  axis 
of  the  vessel,  whereas  the  peripheral  por- 
tion is  occupied  by  plasma.  Shortly  after 
this  acceleration  in  the  blood  flow  there  oc- 
curs a slowing  of  the  blood  stream,  and  at 
the  same  time  the  leukocytes  of  the  blood 
become  adherent  to  the  capillary  wall.  The 
differentiation  between  the  axial  and  the 
peripheral  streams  cannot  be  made  out.  The 
leukocytes  become  firmly  attached  to  the 
lining  of  the  vessel,  following  which  an  emi- 
gration of  the  leukocytes  through  the  ves- 
sel wall  occurs.  The  leukocytes  gain  en- 
trance to  the  lymph  spaces  outside  the  ca- 
pillaries, and  within  the  course  of  5 or  6 
hours  all  the  capillaries  and  small  veins  in 
the  neighborhood  of  the  injury  show  a col- 
lection of  leukocytes  along  their  outer  sur- 
faces. The  organisms  are  actually  ingested 
by  the  leukocytes.  In  about  24  hours’  time 
the  connective  tissue  fibrils  are  widely  sep- 
arated by  the  aggregation  of  the  leuko- 


cytes. Within  48  hours  the  inflammatory 
process  begins  to  become  walled  off.  There 
is  destruction  of  the  living  cells  in  the  re- 
gion of  the  greatest  infection.  Surround- 
ing this  a wall  of  leukocytes  separates  the 
infected  area  from  the  rest  of  the  unin- 
volved tissue.  Wright®®  believes  that  the 
polymorphonuclear  leukocyte  differs  from 
the  mononuclear  leukocyte  in  the  following 
manner:  Due  to  the  division  of  the  nuclei 
of  the  polymorphonuclear  leukocyte,  these 
cells  make  their  way  through  the  capillary 
wall  more  readily,  and  they  can  move  faster 
than  the  mononuclear  cells.  In  fluid  the 
polymorphonuclear  cells  have  no  fixed 
point  of  attachment  and  are  unable  to  at- 
tack organisms.  If,  however,  the  wound 
is  free  from  fluid,  the  leukocytes,  by  their 
active  and  amoeboid  movement,  are  able 
to  directly  attack  and  destroy  organisms. 

In  granulating  wounds  leukocytes  and 
serum  are  found  on  the  surface  of  the 
wound.  Flemming®®  has  shown  that  flush- 
ing a granulating  wound  with  physiological 
salt  solution  removes  all  the  leukocytes  and 
thereby  removes  the  protective  factor. 
After  a period  of  time,  however,  fresh  leu- 
kocytes appear  again  which  have  a bacter- 
icidal effect.  If  pus  is  allowed  to  collect 
in  the  wound  the  bactericidal  power  prop- 
erties again  become  diminished. 

THE  BACTERIOLOGY  OF  GRANULATING  WOUNDS 

Considerable  work  has  been  done,  espe- 
cially among  the  Continental  surgeons,  on 
the  bacteriology  of  granulating  wounds. 
Melchoir  and  Lubinski®®  examined  a series 
of  69  wounds,  all  of  which  were  of  the 
clean,  granulating  type.  Organisms  were 
found  in  only  59  cases,  whereas  in  10 
wounds  there  was  no  evidence  of  any  or- 
ganisms obtained  bacteriologically.  In  only 
five  instances  were  a large  number  of  or- 
ganisms found,  whereas  in  16  instances 
there  were  only  a few  or  an  occasional 
organism.  The  diphtheria  bacilli  were 
present  in  6 per  cent  of  the  cases.  In  25 
cases  there  was  a mixed  infection,  and  34 
times  the  organism  was  found  in  pure  cul- 
ture. The  staphylococcus  aureus  hemoly- 
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ticus  and  staphylococcus  albus  non-hemoly- 
ticus  were  by  far  the  most  frequent  of- 
fenders. Streptococci  alone  were  found  only 
one  time  and  only  9 times  together  with 
other  organisms.  Grossman®'^  examined 
400  wounds  bacteriologically.  A large 
number  of  wounds  were  examined  repeat- 
edly, often  as  many  as  six  or  eight  times. 
Of  this  number  200  were  “clean  wounds” 
and  showed  healthy  granulations.  Gross- 
man  believes  that  the  finding  of  no  organ- 
isms in  ten  out  of  69  wounds  by  Melchoir 
and  Lubinski,  is  of  little  significance,  be- 
cause one  is  apt  to  fail  to  find  organisms 
if  repeated  examination  or  smears  from 
different  parts  of  the  same  wound  are  not 
made.  The  staphylococcus  aureus  was 
found  shortly  before  healing  in  every 
wound,  and  was  frequently  found  in  fresh 
scars  by  Grossman.  In  115  cases  the  sta- 
phylococcus aureus  was  found  in  pure 
culture.  Organisms  of  the  diphtheria 
group  were  present  in  65  instances. 
Streptococci  were  seldom  found,  and  in 
only  two  cases  were  they  found  in  pure 
culture. 

Blumenthal®*  examined  50  cases  of 
wounds,  most  of  which  resulted  from  the 
drainage  of  infected  processes.  These  cases 
could  be  divided  into  three  groups,  23  of 
which  were  in  the  first  group.  These  are 
wounds  which,  very  shortly  before  heal- 
ing, became  sterile.  The  number  of  or- 
ganisms, which  were  relatively  few  from 
the  beginning,  rapidly  decreased  in  num- 
ber. Secretion,  which  at  first  was  sero- 
purulent  became  serous  before  healing  oc- 
curred. Of  these  cases  there  were  16  cases 
infected  with  the  staphylococcus  albus,  5 
cases  with  the  staphylococcus  aureus,  and 
two  with  the  staphylococcus  aureus  and 
streptococcus.  The  streptococci  usually 
disappeared  from  the  wound  within  two  to 
three  days.  The  average  duration  of  heal- 
ing in  this  group  was  from  10  to  11  days. 
In  the  second  group  there  were  20  cases, 
the  wound  at  no  time  becoming  sterile  be- 
fore healing.  The  staphylococcus  albus  oc- 
curred in  8 cases,  the  staphylococcus  aureus 


in  5 cases,  and  a staphylococcus  albus  and 
streptococcus  in  7 cases.  The  average  dura- 
tion of  healing  was  13  days.  Streptococci 
disappeared  from  the  wound  in  from  5 to 
7 days.  In  the  third  group  there  were 
seven  cases,  and  these  were  those  in  which 
the  healing  time  was  markedly  prolonged. 
In  this  group  there  were  two  cases  infected 
with  staphylococcus  albus  and  streptococ- 
cus together,  two  cases  with  staphylococcus 
aureus  and  streptococcus  together.  In  this 
group  the  number  of  organisms  originally 
found  was  much  greater  than  in  the  other 
two  groups.  In  contradistinction  to  the 
above  authors  Flemming^®  states  that  the 
organism  which  was  responsible  for  most 
of  the  serious  infections  in  man  is  the 
streptococcus. 

The  possibility  of  anaerobic  organisms 
infecting  wounds  must  be  especially  con- 
sidered in  the  lacerated  and  contused 
wounds.  Even  though  many  more  such  in- 
fections were  seen  during  the  World  War, 
enough  occur  in  this  age  of  the  automobile 
that  it  behooves  every  physician  to  consider 
an  anaerobic  infection  in  all  contused 
wounds.  The  two  most  frequent  offenders 
are  the  tetanus  bacillus  and  the  Welch  ba- 
cillus. Recently  Zeissler  and  Neller^®  re- 
ported 21  cases  of  gas  gangrene  which  oc- 
curred in  a relatively  small  number  of  traf- 
fic injuries.  Seventeen  of  these  were  com- 
plicated by  compound  fractures  and  of 
these  7 were  fatal.  As  these  organisms 
are  anaerobic  and  can  probably  only  grow 
either  in  devitalized  muscle  (its  growth  be- 
ing dependent  upon  muscle  gycogen)  or  in 
symbiosis,  i.  e.,  pyogenic  organisms,  the 
imperativeness  of  a thorough  debridement 
in  all  extensive  injuries,  especially  those 
involving  muscles,  is  evident. 

In  all  penetrating  and  contused  wounds 
the  prophylactic  administration  of  tetanus 
antitoxin  is  imperative.  Ashhoff  and  Rob- 
inson®® (Meyer)  have  produced  strong  ex- 
perimental evidence  that  the  immunization 
resulting  from  the  injection  of  anti-tetanic 
serum  becomes  ineffective  in  about  ten  days, 
and  they  advocate  the  second  administra- 
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tion  of  antitoxin  on  the  eighth  day  in  all 
suspected  cases.  Meyer®  also  advocates  this 
procedure, 

TREATMENT  OF  INFECTED  WOUNDS 

Any  wound  seen  12  hours  after  its  pro- 
duction should  be  considered  infected,  and 
should  be  treated  as  such.  In  badly  trau- 
matized wounds  in  which  there  is  consid- 
erable devitalization  of  tissues  it  is  often 
desirable  and  even  imperative  to  remove 
the  devitalized  structures  which  especially 
fivvor  the  development  of  an  infection.  Such 
a wound  should  not  be  closed  primarily  but 
is  best  left  open. 

Since  the  introduction  of  antiseptic  sur- 
gery by  Lister,  there  has  been  a continuous 
attempt  on  the  part  of  surgeons  to  sterilize 
wounds  by  means  of  antiseptics.  At  the 
present  time  there  are  two  large  schools, 
one  which  teaches  that  sterilization  of 
wounds  by  antiseptics  is  the  most  impor- 
tant part  of  the  treatment  of  such  wounds, 
and  the  other  which  teaches  that  the  in- 
crease in  the  resistance  of  the  part,  to- 
gether with  mechanical  sterilization,  is 
more  physiological  and  a better  procedure. 
Concerning  the  use  of  antiseptics  Flem- 
ming®® states,  “I  can  remember  in  the  days 
when  I was  first  admitted  to  the  surgical 
wards  as  a dresser,  there  were  always  a 
certain  number  of  septic  wounds  which  we 
were  instructed  to  dress  with  this  or  that 
antiseptic,  which  stood  in  jars  around  the 
fire,  and  which  we  were  told  possessed 
great  virtues  as  destroyers  of  microbes  , in 
the  wounds.  These  antiseptics  were  chiefly 
carbolic  acid,  mercury  salts,  and  boric  acid. 
The  wounds  were  religiously  dressed  twice 
a day  with  these  lotions,  and  although  it 
was  obvious  that  the  antiseptic  did  not  kill 
the  microbes  in  the  wound,  we  were  always 
told  that  it  would  kill  many  of  them  and 
so  the  condition  would  be  better  than  if 
no  antiseptic  were  used.  We  were  not  then 
in  a position  to  criticize  this  view.” 

Before  considering  the  chemical  antisep- 
sis of  wounds,  let  us  review  the  normal  bac- 
teriacidal  properties  of  a wound.  As  has 
been  stated  previously,  the  antitryptic 


power  of  blood  and  wound  serum  inhibits 
the  growth  of  certain  organisms,  especially 
the  serosaprophytes.  Wright®®  has  shown 
that  the  streptococci  are  the  only  organisms 
which  can  grow,  to  any  extent,  in  normal 
wound  fluids.  The  leukocytes  in  a wound 
have,  in  addition  to  the  power  of  phagocy- 
tosis, a direct  bactericidal  effect,  as  has 
been  definitely  shown  by  Flemming®®  and 
Wright.®®  Leukocytes  can  exert  their  great- 
est bactericidal  effect  when  they  are  not 
suspended  in  fluid.  The  value  of  absorbent 
dressings  on  wounds  is  evident.  That  many 
antiseptics  exert  an  inhibitory  and  lethal 
effect  on  organisms  in  vitro  cannot  be  de- 
nied. “Speaking  generally,  it  has  been 
shown  that  antiseptic  solutions  showed  a 
maximum  bactericidal  action  when  they  are 
allowed  to  act  on  the  microbes  in  a watery 
medium;  their  action  is  more  feeble  when 
the  medium  is  of  a serous  character;  it  is 
still  less  in  blood;  it  is  further  reduced 
when  the  medium  is  of  a purulent  charac- 
ter, while  least  of  all  will  an  antiseptic  act 
on  bacteria  embedded  in  a piece  of  tissue.” 
(Flemming®®.) 

When  one  considers  the  effect  which  an 
antiseptic  exerts  upon  wound  bacteria,  sev- 
eral factors  must  be  taken  into  account. 
One  of  the  most  important  of  these  factors 
is  the  rate  at  which  the  antiseptic  acts  both 
upon  the  bacteria  and  the  leukocytes  in  the 
wound.  Generally  speaking,  it  might  be 
said  that  any  antiseptic  having  a detrimen- 
tal effect  on  a micro-organism  exerts  the 
same  detrimental  effect,  to  a more  or  less 
degree,  on  the  living  cell  of  the  part.  The 
use  of  phenol,  and  its  derivatives,  as  an 
antiseptic  agent  in  the  treatment  of  wounds 
is  mentioned  only  to  be  condemned.  Levai,®^ 
in  1897,  observed  carbolic  gangrene  in  26 
cases  in  which  wounds  had  been  treated 
with  phenol.  In  12  cases  the  phenol  had 
been  used  in  weak  solutions,  and  in  14  it 
had  been  used  in  concentrated  solution. 
Levai  performed  a large  number  of  experi- 
ments in  animals,  employing  not  only  phe- 
nol but  also  weak  solutions  of  other  chem- 
icals, such  as  lysol,  mineral  acids,  acetic 
acid,  potassium  and  sodium  hydrate.  These 
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experiments  showed  that  very  weak  solu- 
tions produced  an  edema  and  hyperemia  of 
the  part,  which  led  to  mummification  as  the 
result  of  necrosis  of  the  cells  so  treated.  The 
necrosis,  Levai  concluded,  was  due  to  the 
cell’s  being  attacked  by  chemicals.  Har- 
rington,®2  in  1900,  described  18  cases  of 
phenol  gangrene  which  he  had  observed. 
He  was  able  to  select  from  the  literature 
132  cases  of  carbolic  gangrene.  In  all  cases 
the  gangrene  was  the  result  of  the  appli- 
cation of  phenol  as  wet  dressing  in  a per- 
centage of  from  1 per  cent  to  5 per  cent. 
Harrington®^  states  that  the  injury  from 
pure  carbolic  acid  is  less  serious  than  from 
weak  solution.  The  action  of  the  weak  so- 
lution is  insidious.  Le  Clerc®®  emphasizes 
the  fact  that  in  cases  of  phenol  poisoning 
generalized  sypmtoms,  such  as  hallucina- 
tion, excitement,  delirium,  and  high  fever 
may  be  present.  It  is  evident  that  neither 
phenol  nor  any  of  its  derivatives  should  be 
used  as  a dressing  in  the  treatment  of 
wounds. 

Chutzelsohn®'*  has  irrigated  wounds  with 
hot  water  (36°  to  40°C),  with  very  good  re- 
sults. The  active  hyperemia  which  is  thus 
produced  he  considers  very  beneficial.  Ebe- 
lingfi®  demonstrated  that  the  rate  of  wound 
healing  was  greatly  influenced  by  the  tem- 
perature. Working  with  alligators  he  found 
that  an  increase  of  10°  C.  in  the  tempera- 
ture doubled  the  rate  of  healing.  Rieder^® 
studied  the  reaction  of  blood  vessels  to  vari- 
ous stimuli  and  the  effect  which  these  stim- 
uli have  on  normal  healing.  From  his  stu- 
dies he  divides  arterial  hyperemia  into  two 
types;  (1)  those  which  are  produced  by 
the  application  of  heat  (water  38°  to 
40°  C.)  and  (2)  those  which  are  produced 
by  irritating  substances.  The  former  he 
terms  “paralytic  or  warm  hyperemia” ; the 
latter  he  terms  “active  or  irritative  hyper- 
emia.” The  greatest  degrees  of  hyper- 
emia were  obtained  in  the  irritative  type 
produced  by  the  use  of  a hot  fan,  followed 
by  the  application  of  ice,  or  the  applica- 
tion of  steam  followed  by  ice.  In  those 
wounds  in  which  the  hyperemia  was  most 
marked  healing  was  most  rapid.  Rieder" 


found  that  wound  healing  was  affected  by 
division  of  the  sympathetics  by  division  of 
the  dilator  nerves  combined  with  sympa- 
thectomy, by  stimulation  of  the  dilators 
combined  with  sympathectomy,  and  by 
various  types  of  skin  irritation. 

Within  recent  years  numerous  antisep- 
tics, especially  dye  stuffs,  have  been  intro- 
duced into  surgery.  During  the  World  War 
introduction  of  chemicals  of  the  chlorine 
group  as  antiseptic  materials  in  surgery 
marked  definite  progress  in  surgical  tech- 
nic. 

“All  the  antiseptics  of  this  group  are 
characterized  by  chemical  instability  in  the 
presence  of  organic  matter  and,  therefore, 
conditions  favorable  for  their  use  must  in- 
clude either  provision  for  their  frequent 
renewal  or  the  use  of  some  immiscible  sol- 
vent for  the  solvent  so  that  the  active  com- 
pound may  be  gradually  liberated.”  (Dakin 
and  Dunham)®®.  The  antiseptics  of  the 
chlorine  group  are  effective  because  of 
their  ability  to  yield  chlorine,  which  com- 
bines with  the  protein  of  the  microorgan- 
ism, destroying  the  bacterium.  The  anti- 
septics of  the  chlorine  group  are  (1)  hypo- 
chlorous  acid  and  its  salts;  (2)  chloramine 
T (sodium  toluene  sulphonchloramide)  ; 
(3)  dichloramine  T (toluene  sulphondich- 
loramide).  Dakin’s  solution  is  the  antisep- 
tic of  the  chlorin  group  which  has  been  most 
extensively  used.  This  solution  is  a slightly 
alkaline  (4.5%  to  SVg)  solution  of  hypor- 
chlorite  of  sodium.  This  percentage  must 
be  maintained  because  a solution  weaker 
than  a .4  per  cent  solution  is  insufficienty 
active,  whereas  on  stronger  than  .5  per 
cent  is  irritating  and  caustic.  Dakin’s 
solution,  when  applied  in  the  proper  con- 
centration is  non-irritating  to  those  wounds 
in  which  there  is  an  exudate.  It  is  essen- 
tial that  Dakin’s’  solution  be  prepared  daily, 
as  it  is  unstable  and  deteriorates  rapidly. 
The  solution  should  not  be  heated  above 
37°C,  and  must  not  be  used  in  combina- 
tion®® with  iodine,  as  the  combined  actions 
of  the  two  halogens  is  irritating. 
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Dajtin’s  solution  should  be  used  only  ac- 
cording to  the  technic  of  Carrell®'',  which 
consists  of  introducing  the  freshly  pre- 
pared Dakin”s  solution  into  the  wound  by 
means  of  small  tubes  which  reach  all  reces- 
ses of  the  wound.  The  arrangement  of  the 
tubes  should  be  such  that  the  liquid  may 
spread  readily  over  the  whole  surface  of  the 
wound.  Dakin’s  solution  should  never  be 
used  as  a wet  dressing,  nor  as  an  irrigating 
solution.  It  is  also  important  in  the  treat- 
ment of  wounds  that  the  surrounding  epi- 
thelium be  protected  by  vaseline  strips. 
Clinically,  Dakin’s  solution,  when  used  ac- 
cording to  the  correct  technic,  is  not  ony 
bactericidal,  but  is  also  of  great  value  in 
loosening  sloughs  and  removing  exudate 
from  wounds.  The  sloughs  are  loosened 
probably  through  the  action  of  tryptic  fer- 
ments. These  ferments  result  from  the  de- 
struction of  the  leukocytes  caused  by  the 
Dakin’s  solution®^.  During  the  course  of 
treatment,  smears  are  made  from  the 
wound  every  2 to  3 days.  These  specimens 
are  fixed,  stained,  and  examined  by  means 
of  the  oil  immersion  lens.  The  number  of 
organisms  present  in  a microscopic  field 
are  counted.  When  the  smear  shows  no 
organisms,  or  when  only  one  organism  to 
five  or  six  fields  is  found,  the  wound  may 
be  considered  sterile  enough  for  secondary 
suture.  During  the  World  War  it  was  cus- 
tomary in  a number  of  base  hospitals  to 
require  three  successive  negative  cultures, 
the  last  being  controlled  by  culture,  before 
a secondary  suture  was  performed.  The 
average  time  required  for  badly  infected 
wounds  to  become  sterile  was  17  days^^. 

The  use  of  Dichloramin  T has  been  advo- 
cated by  a large  number  of  authors  because 
of  its  relative  stability  and  its  non-irritat- 
ing qualities.  Sweet®*,  in  1917,  reported 
its  use  in  war  wounds.  Recently  Adams®^ 
reported  beneficial  results  obtained  from  the 
use  of  this  substance  over  a period  of  seven 
years.  He  advises  a 5 per  cent  solution  in- 
stead of  the  20  per  cent  solution  as  advo- 
cated by  Sweet.  To  25  grams  of  dichlora- 
min T crystals  enough  chloreosane  is  added 
to  make  500  grams  by  weight.  Dichlora- 


mine T should  be  carefully  prepared.  The 
utensils  employed  in  preparing  the  oily 
solution  should  be  sterilized  in  the  hot  air 
sterilizer  as  water  precipitates  the  amine 
(Cohn)'^®.  The  solution  must  be  kept  in 
dark  bottles  and  used  only  when  clear,  as 
cloudiness  is  caused  by  an  accumulation  of 
crystalline  deposit  of  toluene  sulphonamide 
and  indicates  decomposition  of  the  solu- 
tion®® 

Within  recent  years  numerous  other 
antiseptics  have  been  advocated  in  the 
treatment  of  wounds.  On  the  continent 
such  substances  as  flavine,  trypaflavine  and 
rivanol  have  been  used  with  varying  and 
rather  indefinite  results.  In  America  the 
two  most  widely  advocated  substances  are 
mercurochrome,  220  soluble,  and  hexylre- 
sorcinol,  or  S.  T.  37.  Through  the  influ- 
ence of  Hugh  Young’^2^  mercurochrome  has 
gained  a firm  foothold  in  the  treatment  of 
wounds.  Recently,  Sanner  and  HilF®, 
working  in  Young’s  laboratory,  reported 
beneficial  effects  obtained  by  the  use  of 
mercurochrome  in  localized  infections. 
Wright''^  has  shown  that  mercurochrome  is 
of  little  or  no  value  as  a bactericide  for 
the  bacillus  pyocyaneus,  but  that  it  is  as 
effective  as  iodine  in  destroying  staphylo- 
coccus aureus.  Rodriguez"^®,  in  comparing 
mercurochrome  and  iodine,  as  antiseptics 
for  the  mucous  membrane  of  the  mouth, 
concluded  that  mercurochrome  in  a 2 per 
cent  aqueous  solution  is  too  ineffective  to 
be  used  as  an  antiseptic.  A 5 per  cent 
solution  of  mercurochrome,  alcohol  and 
acetone,  possesses  definite  advantages  over 
the  aqueous  solution  but  is  ineffective  in 
such  a large  percentage  of  cases  that  it 
must  not  be  considered  as  an  ideal  anti- 
septic for  he  buccal  cavity. 

Leonard  and  Feirer'^®  advocated  the  use 
of  hexylresorcinol  in  a solution  of  water 
and  glycerine.  This  preparations  is  known 
as  ST.  37,  which  indicates  a surface  ten- 
sion of  37.  This  dilution  of  hexylresorci- 
nol was  chosen  because  of  its  low  surface 
tension,  enabling  the  bactericide  to  attack 
the  organisms  more  readily.  These  same 
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authors  report  the  effect  of  this  substance 
on  infected  wounds. The  wounds  which 
contained  the  various  pyogenicorganisms 
were  treated  with  S.  T.  37.  Cultures  taken 
at  1,  2 and  5 minutes  after  the  application 
of  the  bactericide  to  the  wound  were  in- 
variably sterile.  In  contrast  to  these  re- 
sults Allen  and  Wrighf^*  found  that  S.  T. 
37  was  not  effectively  bactericidal  for 
bacillus  pyocyaneous  in  48  hours  or  less, 
for  staphylococcus  aureus  in  less  than  90 
minutes,  but  that  the  substance  destroyed 
streptococcus  hemolyticus  in  less  than  15 
minutes. 

From  the  above  it  would  appear  that  the 
use  of  antiseptics  in  wounds  is  of  relatively 
little  value.  Flemming®^  states : “In  view 
of  the  observations  which  I have  made,  and 
which  are  quoted  above,  venture  to  suggest 
that  the  antiseptics  at  present  in  use  will 
only  exercise  a beneficial  effect  in  a septic 
wound  if  they  possess  the  property  of 
stimulating  or  conserving  the  natural  de- 
fensive mechanism  of  the  body  against  in- 
fection, and  if  such  a thesis  be  true,  then  it 
brings  the  antiseptic  and  the  physiological 
treatment  ;on  to  the  same  basis,  and  it 
makes  it  necessary  in  the  estimation  of  the 
value  of  an  antiseptic  to  study  its  effect  on 
the  tissues  more  than  its  effect  on  the 
bacteria. . . .“  “It  is  very  difficult  for  the 
surgeon  not  to  be  deluded  into  the  belief 
that  he  has  in  the  antiseptic  a second  string 
to  his  bow,  and  consequently  it  will  tend  to 
make  him  less  careful  in  his  surgical  treat- 
ment of  the  wound.  All  the  great  successes 
of  primary  wound  treatment  have  been  due 
to  efficient  surgery,  and  it  seems  a pity 
that  the  surgeon  shall  wish  to  share  his 
glory  with  a chemical  antiseptic  of  more 
than  doubtful  ability.” 

The  physiological  therapy  of  wounds  is 
probably  the  best  method  of  treatment. 
This  consists  of  physiologic  rest  of  the 
part,  obtained  by  splinting;  the  building  up 
of  resistence  of  the  individual;  the  produc- 
tion of  a local  hyperemia;  and  the  applica- 
tion of  hypertonic  solutions  to  the  wound. 


Gaza'^®  believes  that  the  mere  hypertonic- 
ity of  a solution  is  not  responsible  for  the 
beneficial  effects  obtained.  He  employed 
the  following  solutions,  in  10  per  cent 
concentration : potassium  chloride,  so- 

dium chloride,  sodium  sulphate,  cal- 
cium chloride,  magnesium  chloride,  mag- 
nesium sulphate.  He  found  that  solu- 
tions of  sodium  chloride  produced  a marked 
increase  in  size  of  the  granulation  tissue  so 
that  it  reached  from  2 to  4 millimeters 
above  the  surface  of  the  skin.  Granula- 
tion tissue  which  was  treated  with  calcium 
chloride  solutions  shrunk  within  a few 
hours.  The  secretion  from  the  wounds 

treated  with  sodium  chloride  solutions  be- 
came more  profuse  and  purulent,  whereas 
that  from  the  wound  treated  with  calcium 
chloride  solutions  became  more  profuse 
and  purulent,  whereas  that  from  the 
wound  treated  with  calcium  chloride  solu- 
tions became  less  in  amount  and  serious  in 
quality.  The  other  salts  had  relatively 
little  effect  on  the  wounds.  Magnesium 
sulphate,  however,  was  detrimental  at 
times.  From  these  results  Gaza’^®  con- 

cludes that  hypertonic  salt  solutions  are 
beneficial  in  the  treatment  of  wounds  not 
because  of  the  hypertonicity  but  because  of 
the  ionization  of  the  wound.  He  believes 
that  the  cation  is  responsible  for  the  bene- 
ficial effect;  sodium  salts  make  the  cells 
more  permeable,  whereas  the  calcium  salts 
make  the  cells  less  permeable.  Gaza’^®  ad- 
vises the  application  of  sodium  salts  in 
those  wounds  in  which  there  is,  consider- 
able defect  and  in  which  it  is  desired  to 
have  an  increase  in  the  amount  of 
granulation  tissue.  As  calcium  salts  are 
much  more  beneficial  in  cases  in  which 
epithelialization  is  desired,  these  should  be 
employed  after  the  wound  is  filled  with 
granulations.  Flemming^®  observed  that 
following  the  use  of  hypertonic  salt  solu- 
tion (5  per  cent  sodium  chloride)  that  the 
wound  secretion  was  markedly  increased. 
This  he  believes  is  desirable,  as  in  this 
way  fresh  serum  is  extracted  from  the 
granulation  tissue,  which  increases  the 
antitryptic  power  of  the  wound.  Hyper- 
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tonic  salt  solution,  also  because  of  its  action 
on  the  leukocytes,  increases  the  tryptic 
power  of  the  wound,  which  is  beneficial  in 
those  cases  in  which  there  is  considerable 
slough.  Recently  Schueck®®  has  advanced 
the  theory  that  the  effect  of  calcium  in  a 
wound  is  comparable  to  the  action  of  the 
sympathetic  nervous  system,  whereas  the 
effect  of  the  potassium  salts  is  comparable 
to  that  of  the  parasympathetics.  He  be- 
lieves that  in  inflammation  there  is  a rela- 
tive increase  in  the  amount  of  potassium, 
whereas  after  the  subsidence  of  the  inflam- 
mation, the  potassium-calcium  balance  is 
again  obtained. 

In  order  to  prevent  the  accumulation  of 
secretion  in  wounds  the  frequent  change  of 
dressing  is  of  great  value,  especially  in 
those  in  which  there  is  considerable  dis- 
charge. As  Wright^2  ^^s  emphasized,  the 
early  closure  of  a wound,  i.  e.,  the  approxi- 
mation of  the  wound  edges  and  the  produc- 
tion of  hyperemia  by  means  of  heat  or  con- 
trast baths  is  desirable. 
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MEDICAL  SOCIETY  MEETINGS. 

The  success  of  the  recent  Louisiana  State 
Medical  Society  Meeting  held  last  month 
was  due  to  several  factors.  In  the  first 
place  everyone  connected  with  the  arrange- 
ments of  the  meeting  from  President  Men- 
ville  and  Chairman  Gelpi  down  to  the  of- 
fice boy  of  the  Society,  worked  with  en- 
thusiasm, whole  heartedly,  and  with  per- 
sonal sacrifice  to  make  the  meeting  the  most 
interesting  and  most  instructive  ever  held. 
In  the  second  place  the  Chairmen  of  the 
different  Committees  were  selected  with  pe- 
culiar felicity  and  appropriateness;  it 
would  have  been  almost  impossible  to  pick 
out  any  men  who  would  have  functioned 
more  efficiently  than  the  Chairmen.  Thirdly 


the  scientific  exhibit  represented  a real 
scientific  display  and  in  the  fourth  place, 
but  a most  important  consideration,  the 
essayists  on  the  program  and  the  discussers 
of  their  papers  had  prepared  their  material 
in  a more  careful  and  thorough  manner 
than  is  usually  the  cast  at  State  Meetings. 
Lastly  the  hosts  of  the  meeting,  one  and  all, 
entered  into  the  occasion  with  the  same 
spirit  with  which  the  visitors  came : to 
learn  something,  to  enjoy  much  and  to  re- 
new old  friendships. 

It  is  our  earnest  wish  that  our  sister  so- 
ciety, the  Mississippi  State  Medical  Associ- 
ation, may  have  as  splendid  a meeting  as 
did  the  Louisiana  State  Medical  Society. 
There  is  every  reason  to  believe  they  will. 
The  scientific  program  is  excellent,  the  time 
of  year  propitious,  the  place  of  meeting  a 
delightful  city  and  the  Gulfport  hosts  a 
most  charming  and  enthusiastic  group.  We 
feel  confident  that  those  members  who  are 
present  will  have  a magnificent  time,  while 
the  poor  unfortunates  who  perforce  are 
obliged  to  be  absent,  will  miss  much. 


NEW  PRESIDENT  OF  THE  LOUISIANA 
STATE  MEDICAL  SOCIETY 

Dr.  Gouaux  of  Lockport,  Louisiana,  was 
elected  head  of  the  State  organized  medi- 
cine at  its  recent  meeting  in  New  Orleans. 
The  election  of  Dr.  Gouaux  represents  a 
spontaneous  recognition  by  members  of  the 
State  Society  of  a man  who  has  done  much 
for  the  organization  in  the  State.  For  years 
the  new  president  has  represented  the  Third 
Congressional  District  and  is  responsible 
for  organizing  each  and  every  parish  in 
his  district.  He  has  been  interested  in  the 
State  Medical  Society  itself,  and  is  a regu- 
lar and  always-present  attendant  at  the 
yearly  meetings. 

Frank  T.  Gouaux  was  born  at  Natchito- 
ches in  1883,  and  received  his  preliminary 
education  in  New  Orleans.  He  graduated 
from  the  Medico-Chirurgical,  University  of 
Pennsylvania  School,  Philadelphia,  1906, 
took  a Master’s  Degree  in  Loyola  Univer- 
sity in  1909.  After  serivng  as  an  interne 
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in  the  Medico-Chirurgical  Hospital  in  Phil- 
adelphia, he  settled  in  Lockport  where  he 
has  practiced  ever  since.  In  addition  to  his 
activity  in  medical  affairs  Dr.  Gouaux  has 
been  prominent  in  the  local  civic  and  busi- 
ness affairs  of  his  home  town.  He  has  been 
President  of  the  Lockport  Association  of 
Commerce  as  well  as  a member  of  this  or- 
ganization for  some  years. 

In  the  selection  of  their  new  president 
the  State  Society  has  chosen  well ; for  the 
next  year  a man  will  represent  it  who  is 
not  only  an  active,  integral  force  in  the  or- 
ganization but  one  who  has  been  successful 
in  medicine,  business  and  all  else  that  he 
has  undertaken.  The  Journal  also  extends 
its  warm  congratulations*  to  the  new  head 
of  the  Louisiana  State  Medical  Society  upon 
the  honor  that  has  been  conferred  upon 
him. 


SYPHILIS  AND  DIABETES. 

Syphilis  is  an  ubiquitous  disease,  and 
while  diabetes  mellitus  is  considerably  less 
frequent,  in  the  general  population,  never- 
theless it  is  said  to  be  present  in  approxi- 
mately one  out  of  every  hundred  of  the  pop- 
ulation. On  account  of  the  frequency  of 
these  two  diseases  it  necessarily  follows 
that  considerable  interest  has  arisen  as  to 
the  effect  that  the  one  disease  has  on  the 
other,  and  particularly  as  to  whether  there 
is  any  genetic  relationship  of  syphilis  to 
diabetes.  This  argument  commenced  some 
75  years  ago  and  has  continued  up  to  the 
present  time.  Lemann*  has  presented  a 
most  thorough  review  of  the  literature  in  a 
recently  published,  most  complete  discussion 
of  the  whole  subject.  He  notes  that  there 
is  extremely  good  clinical  and  postmortem 
evidence  to  show  that  diabetes  may  in  some 
cases  be  produced  by  syphilitic  diseases  of 
the  pancreas ; a rare  occurrence  however, 
and  one  which  is  extremely  unlikely  to  hap- 
pen to  the  syphilitic  patient.  Diabetes, 
while  attributed  at  times  to  syphilis  of  the 
central  nervous  system,  is  never  secondary 

*Lemann,  I.  I.;  The  relationship  of  syphilis 
and  diabetes^  to  one  another.  Am.  J.  Syph.,  13:70, 
1929. 


to  this  syphilic  manifestation.  Needless  to 
state  the  occurrence  of  one  or  the  other  of 
the  two  diseases  during  the  course  of  that 
disease  which  had  not  been  previously  pres- 
ent effects  unfavorably  the  subsequent  his- 
tory of  the  case.  While  the  progress  is  not 
as  seriously  effected  as  one  would  expect 
when  there  is  an  association  of  two  such  se- 
vere diseases  as  syphilis  and  diabetes,  never 
theless  there  is  an  effect  on  the  primary  dis- 
ease which  is  distinctly  deleterious.  One 
of  the  interesting  observations  which  is 
made  is  that  the  diabetic  with  syphilis  is 
much  more  likely  to  develop  arterial  dis- 
eases associated  with  gangrene  than  is  the 
non-syphilitic  individual  with  diabetes. 

When  one  considers  the  frequency  with 
which  syphilis  attacks  the  central  nervous 
system,  the  cardio-vascular  system,  the 
liver  and  other  important  organs  of  the 
body,  one  is  struck  by  the  fact  that  the 
glands  of  internal  secretion  possess  a pe- 
culiar freedom  from  the  disease.  Proof  of 
this  statement  is  substantiated  by  the  pan- 
creas, with  its  dual  functions,  as  diabetes, 
the  expression  of  disease  of  the  internal 
secretory  portion  of  the  gland,  is  rare  in 
the  syphilitic. 


ANTI-MALARIA  MEDICATION. 

Self  medication  is  one  of  the  habits  and 
customs  of  the  American  people.  This  pleas- 
ant indoor  and  outdoor  and  all-the-year- 
round  sport  might  be  encouraged  if  the  self 
medicator  know  what  was  the  matter  with 
himself,  if  he  knew  what  drug  he  was  taking 
or  why  he  was  so  dosing  himself.  Unfortu- 
nately he  invariably  mis-diagnoses  his  own 
case  and  still  more  unhappily  the  medicinal 
preparations  he  is  able  to  buy  in  the  open 
market  which  he  thinks  would  be  of  benefit 
are  also  frequently  fakes,  misbranded  or 
mislabeled  compounds  or  shot-gun  cure-alls. 
Aside  from  the  question  of  mis-diagnosis 
and  inefficient  and  incorrect  treatment, 
there  is  no  reason  why  the  average  individ- 
ual should  not  doctor  himself,  particularly 
so  if  he  wishes  to  live  only  to  an  immature, 
young  age. 
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As  an  example  of  the  statement  made 
above  concerning  inadequate  medication, 
the  United  States  Department  of  Agricul- 
ture through  its  Food,  Drug  and  Insecti- 
cide Administration,  has  shown  that  ex- 
tremely few  of  the  preparations  on  the  mar- 
ket labeled  for  the  treatment  of  malaria 
contain  sufficient  quinine  to  constitute  ade- 
quate treatment.  The  Department  an- 
nounces that  it  is  only  to  take  active  steps 
in  the  immediate  future  to  effect  suitable 
changes  in  the  formulas  for  the  various 
preparations  on  the  market  labeled  for  the 
treatment  of  malaria  which  do  not  contain 
adequate  quantities  of  the  cinchona  alka- 
loids. It  is  a great  pity  that  the  Govern- 
ment can  not  order  these  preparations  off 
the  market  entirely.  Even  if  they  are  made 
sufficiently  active  to  meet  the  requirements 
for  proper  treatment  of  the  disease,  innum- 
erable individuals  will  take  the  preparation 
with  the  belief  that  they  have  malaria  when 
they  have  not,  while  a very  large  per  cent 
of  those  individuals  who  may  perhaps  have 
the  disease  will  take  dosages  totally  insuffi- 
cient to  destroy  the  plasmodium.  From  the 
above  evidence  it  is  possible  to  deduct  what 
has  long  been  known:  The  self  medicator 

thinks  he  has  a disease,  and  usually  he  has 
not;  but  if  he  does,  he  will  most  certainly 
not  affect  a cure  by  doctoring  himself. 


THE  NEW  OFFICERS  OF  THE 
LOUISIANA  STATE  MEDICAL 
SOCIETY 

At  the  last  meeting  of  the  House  of  Del- 
egates of  the  Louisiana  State  Medical  Soci- 
ety, Dr.  Hermann  Bertram  Gessner  was 
unanimously  elected  to  the  position  of  Pres- 
ident-elect in  the  organization;  a real  trib- 
ute to  a beloved  physician,  a scientific  and 
learned  practitioner  and  teacher  of  medi- 
cine. 

The  First  Vice-President  elected  was  Dr. 
C.  M.  Horton,  one  of  the  best  known  physi- 


cians in  the  southern  part  of  the  state  and 
a man  who  has  been  deeply  interested  in 
the  welfare  of  the  organization. 

Dr.  Hiram  W.  Kostmayer  was  elected  to 
the  position  of  Second  Vice-President.  Dr. 
Kostmayer  needs  no  introduction  to  the 
physicians  of  New  Orleans  as  he  has 
already  served  a term  as  President  of  the 
Orleans  Parish  Medical  Society  during 
which  term  of  office,  under  his  leadership, 
much  was  done  to  advance  the  standards 
of  the  Parish  Society. 

Dr.  Roy  B.  Harrison,  who  was  elected 
Third  Vice-President,  likewise  needs  no  in- 
troduction to  the  doctors  of  the  State.  For 
years  Dr.  Harrison  has  been  the  very  effi- 
cient and  able  Secretary  of  the  Louisiana 
State  Board  of  Medical  Examiners.  It  is 
largely  through  his  efforts  and  those  of 
his  Board  that  quacks  and  cults  have  been 
kept  out  of  the  State  of  Louisiana. 

The  only  change  that  has  occurred  in  the 
councilors  of  the  Society  was  in  the  election 
of  Dr.  John  McKowen  as  Councilor  of  the 
Sixth  Congressional  District. 

The  present  members  of  the  Committee 
on  Public  Policy  and  Legislation,  of  the 
Committee  on  Publication,  of  the  Commit- 
tee on  Medical  Defense,  of  the  Committee 
on  Hospitals  and  of  the  Committee  on 
Health  and  Public  Instruction  were  renom- 
inated and  elected. 

Dr.  Randolph  Lyons  and  Dr.  W.  H.  See- 
mann  were  elected  on  the  Journal  Commit- 
tee. 

Dr.  J.  Q.  Graves  was  nominated  as  Del- 
egate to  the  American  Medical  Association 
with  Dr.  D.  I.  Hirsch  as  Alternate. 

The  next  place  of  meeting  will  be  Shreve- 
port, a city  which  in  the  past  has  given  a 
most  royal  welcome  to  the  Society  when  it 
met  there. 
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JOINT  CLINICAL  MEETING,  ORLEANS  PAR- 
ISH  MEDICAL  SOCIETY  AND  CHARITY 
HOSPITAL  STAFF,  MARCH  25,  1929. 

The  meeting  was  called  to  order  by  Dr.  E.  D. 
Fenner  in  the  Miles  Ampitheatre,  Charity  Hos- 
pital. 

Dr.  E.  L.  King  presented  as  his  first  case  a 
primipara  whose  pregnancy  was  complicated  by 
the  presence  of  an  hookworm  infection.  The 
condition  had  been  diagnosed  in  the  course  of 
a routine  feces  examination  being  conducted  in 
all  obstetrical  cases  on  Dr.  King’s  service.  In 
140  patients  so  examined  there  had  been  7 posi- 
tive hookworm  cases.  All  had  received  thymol 
with  no  ill  effects. 

The  second  case  shown  by  Dr.  King  was  a 40- 
year-old  multipara  almost  at  term,  whose  preg- 
nancy was  complicated  by  the  presence  of  a large 
goitre  and  a hookworm  infection.  The  goitre  had 
been  present  for  20  years.  Her  basal  metabolic 
rate  was  +44,  and  she  had  had  no  treatment.  Dr. 
King  asked  for  discussion  on  these  two  cases,  es- 
pecially regarding  their  management  and  treat- 
ment. 

In  the  discussion  which  followed,  Dr.  E.  Bass 
asked  whether  any  stool  examinations  had  been 
made  upon  any  of  the  newly  bom  infants  deliv- 
ered from  hookworm  infected  mothers.  She  re- 
counted her  observation  of  having  found  hook- 
worm infection  in  a two  weeks  old  infant.  Dr. 
King  replied  that  such  examinations  had  been  at- 
tempted but  had  not  been  made  as  yet.  Dr.  E. 
Bass  also  recounted  the  fact  that  she  had  seen 
several  cases  of  so-called  pernicious  anemia  which 
later  proved  to  be  cases  of  hookworm  instead. 

Dr.  Faust  spoke  of  the  possibility  of  cases  with 
feces  positive  for  intestinal  parasites  being  with- 
out any  clinical  symptoms. 

In  regard  to  the  therapy.  Dr.  Cole  recommended 
carbon  tetrachloride  as  the  drug  of  choice.  Dr. 
Rucker  spoke  of  the  Public  Health  aspect  of  the 
disease. 

A case  of  exophthalmic  goitre  was  presented  by 
Dr.  J.  Snelling.  This  case  had  been  operated  and 
almost  all  of  the  gland  removed.  She  had  re- 
ceived LugoTs  solution  prior  to  operation,  and  it 
had  been  continued  for  quite  a long  time  follow- 
ing it.  Her  exopthalmos  was  still  marked,  and 
her  basal  metabolic  rate  remained  somewhat  ele- 
vated. Dr.  Guthrie  and  Dr.  Maes  discussed  the 
classification  of  goitre.  Dr.  Maes  maintaining  that 
in  his  opinion  the  classification  of  Plummer,  while 
it  left  considerable  to  be  desired,  was  at  present 
the  best  and  most  practical  one  available.  Dr.  J. 


Danna  discussed  the  case,  and  mentioned  that  he 
thought  the  use  of  Lugol’s  solution  actually  con- 
verted an  exopthalmic  goitre  into  a colloidal  goi- 
tre, in  so  far  as  the  gland  structure  was  concerned 
This,  he  thought,  explained  the  discrepancy  in  the 
pathological  findings  in  the  case  under  discussion 
and  in  other  cases. 

Dr.  Fenner  showed  two  very  unusual  congenital 
deformities.  The  first  was  a bilateral  epiphyseal 
coxa  vara  in  a young  female  negro.  The  second 
case  was  one  of  marked  bilateral  club  feet  and 
bilateral  congenital  dislocation  of  both  knees  and 
hips. 

Dr.  Rucker,  of  the  Marine  Hospital,  read  a re- 
port of  the  first  case  of  endemic  typhus  fever,  or 
Brill’s  disease,  in  Louisiana.  This  case  had  orig- 
inated at  the  Marine  Hospital,  and  was  thought 
by  Dr.  Rucker  to  suggest  the  possibility  of  some 
other  vector  than  the  body  louse  as  being  respons- 
ible for  the  disease. 

Drs.  Fossier,  Danna  and  Musser  discussed  the 
case. 

A young  female  child,  shown  by  Dr.  A.  Mattes, 
had  been  relieved  of  eneuresis  by  the  installation 
of  2 ounces  of  silver  nitrate  into  the  bladder  twice 
weekly. 

The  second  case  presented  by  Dr.  Mattes  was 
of  a broncho-renal  fistula  following  a pyelone- 
phrosis.  A nephrotomy  had  been  done. 

Dr.  Mattes  then  presented  three  cases  of  chronic 
granuloma  of  the  vulva  treated  by  vulvectomy. 
Dr.  Reed  discussed  the  cases. 

Dr.  Otis  closed  the  meeting  with  two  cases 
of  types  of  psychomotor  manifestations. 

WILLARD  R.  WIRTH,  M.  D. 


CHARITY  HOSPITAL  MEDICAL  STAFF 
MEETING,  MARCH  19,  1929. 

The  first  case  presented  was  an  aneurism  of 
the  thoracic  aorta  in  a colored  male,  by  Dr.  F. 
Fenno.  There  was  a history  of  the  patient  having 
been  struck  on  his  back  by  a heavy  falling  object. 
Three  months  following  this  accident  he  began 
to  complain  of  a dull  ache  over  the  thorax,  along 
with  certain  sensory  and  motor  symptoms  in  the 
left  leg.  When  seen  there  was  a complete  motor 
paralysis  of  both  lower  extremities,  absent  ab- 
dominal reflexes,  and  a retention  of  urine.  Over 
the  third  to  the  seventh  dorsal  spines  there  was  a 
pulsating  mass.  The  blood  Wassermann  was 
weakly  positive.  Roentgenograms  showed  marked 
erosion  of  the  vertebrae  by  the  aneurism.  The 
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case  was  of  interest  because  of  the  history  of  in- 
jury and  the  marked  pressure  signs  and  symp- 
toms. 

Dr.  N.  Thiberge  discussed  asthma  and  hay  fever, 
dwelling  upon  the  use  of  vaccines  and  pollen  ex- 
tracts in  these  conditions.  He  showed  a series  of 
lantern  slides  to  demonstrate  the  clinical  results 
from  the  use  of  these,  and  discussed  the  dosage 
and  selection  of  these  agents. 

One  autopsy  was  brought  before  the  staff.  A 
tentative  diagnosis  of  coronary  block  had  been 
made.  At  autopsy  the  aorta  was  found  to  have 
ruptured  into  the  pericardial  sac. 

WILLARD  R.  WIRTH,  M.  D. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL  STAFF  MEETING, 
MARCH  11,  1929. 

Abstract:  Post-Mortem  Report — Generalized 

Melanoblastomatos's- — Dr.  Leon  S.  Lippincott. 

White,  male,  age  57,  occupation,  lawyer.  Au- 
topsy performed  February  23,  1929. 

General  Inspection:  Development  of  skeleton 

and  muscles,  powerful;  general  nutrition,  moder- 
ately emaciated;  left  eye  missing.  Otherwise,  not 
remarkable.  Superficial  arteries  calcareous. 

Abdominal  Cavity:  Enlarged  lymph  nodes, 

gray  and  black,  greater  curvature  of  stomach,  re- 
gion of  common  bile  duct,  head  of  pancreas,  mes- 
entery and  black  nodule  in  perirenal  fat,  right. 

Liver,  chocolate  brown,  mottled  gray,  with  num- 
erous black  nodules,  surface  and  throughout  sub- 

Pancreas  enlarged  at  head,  with  numerous  ad- 
hesions. 

Thorax:  Sternum  shows  much  brown  material 

in  medullary  portion,  protruding  through  posterior 
surface;  ribs  similar. 

Left  pleura  contains  1 liter  slightly  turbid 
fluid. 

Right  lung  shows  numerous  black  areas;  lower 
lobe  partially  consolidated.  Left  lung  similar  but 
no  consolidation. 

Heart  shows  calcareous  deposits  in  upper  left 
ventricle;  coronary  arteries  markedly  calcareous 
but  patent.  Some  calcareous  deposits  in  first  inch 
of  aorta. 

Deep  Strictures:  Vessels  below  bifurcation  of 

abdominal  aorta  calcareous.  Rather  numerous 
black  nodules  along  thoracic  aorta.  Thoracic  ver- 
tebrae contain  numerous  black  nodules. 

Microscopic  Examination:  Melanoblastoma  of 

lungs,  rib,  liver,  spleen,  perirenal  fat,  and  lymph 


nodes.  Broncho-pneumonia,  lower  lobe,  right; 
acute  pancreatitis;  considerable  calcareous  infil- 
tration of  thoracic  aorta;  parenchymatous  degen- 
eration of  kidneys. 

Clinical  History:  Entered  hospital  November 

21,  1928,  complaining  of  loss  of  strength,  grradual 
for  past  four  months;  dyspnea  on  exertion;  con- 
fined to  bed  for  past  three  weeks.  History  of  good 
general  health  except  that  left  eye  was  removed 
in  1911,  and  was  microscopically  shown  to  have 
melano-sarcoma;  no  symptoms  since  from  eye  as 
far  as  known. 

Physical  Examination:  Temp.  101°F.,  pulse 

110,  respiration  18;  heart  enlarged;  maxillary 
sinusitis.  Blood:  Hb.  62%;  erythrocytes  2,488,- 
000;  leukocytes  17,000;  differential  leukocyte 
count — small  lymphocytes,  13%,  large  lympho- 
cytes, 5%,  neutrophils,  immature,  34%,  mature, 
48%.  Urea  nitrogen  was  normal  and  Wasserman 
and  Kahn  tests  negative.  Sedimentation  rate  in- 
creased. 

Subsequent:  Blood  transfusion  was  performed 

and  sinusitis  treated  with  some  improvement  clin- 
ically and  in  blood  picture  temporarily.  Removed 
to  home  on  December  23  at  own  request.  Ca- 
chexia became  more  marked  and  weakness  ex- 
treme. Death  February  22. 

Special  Interest : Long  period  between  re- 

moval of  eye  and  symptomatic  recurrence — nearly 
18  years. 


PROCEEDING  OF  THE  APRIL  MEETING 
HOTEL  DIEU  STAFF. 

The  monthly  meeting  of  the  Hotel  Dieu  Staff 
was  held  April  15,  1929,  Dr.  J.  T.  Nix  presiding. 

The  scientific  part  of  the  meeting  was  as  fol- 
lows: Exhibition  of  a case  of  cavernous  sinus 

thrombosis  by  Dr.  T.  J.  Dimitry  and  Dr.  Guy 
Jones.  This  very  interesting  and  unusual  case 
was  illustrated  by  anatomical  drawings  and  was 
discussed  by  Drs.  Danna,  J.  E.  Landi'y,  Maurice 
Couret  and  H.  Dupuy,  Dr.  Dimitry  closing  the  dis- 
cussion. 

Another  case  was  shown,  one  of  diphtheria 
complicated  by  lymphatic  leukemia,  the  patient  of 
Dr.  Ruth  Aleman,  a little  girl  ten  years  of  age 
had  been  sent  to  the  hospital  a week  previously 
with  the  above  diagnosis.  Dr.  Maurice  Couret 
opened  the  discussion  and  exhibited  several  blood 
smears  made  of  this  case;  discussion  by  Drs.  Val 
Fuchs,  J.  B.  Guthrie,  J.  T.  Nix  and  J.  A.  Brennan. 

Dr.  Lucien  Fortier  reported  a case  of  thymoma 
with  complicating  hyperthyroidism  in  a man  of 
twenty-seven  years.  Clinical  cure  resulted  from 
treatment  by  radiation  of  chest  and  thyroid  re- 
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gion.  Patient  is  now  well  one  year  after  first 
seen. 

Two  eases  of  aneurysms  of  the  arch  of  aorta 
were  demonstrated,  one  of  the  secular  type  and 
the  other  one  of  general  dilatation. 

A case  of  hepatic  abscess  with  marked  upward 
displacement  of  right  diaphragm,  post  operative 
pneumonia  and  pleurisy  with  pneumonia. 

Dr.  Aldea  Maher,  junior  pathologist,  presented 
a series  of  pathologic  sketches  and  paintings  she 
had  made  in  the  laboratory.  The  group  consisted 
of  appendices,  gall  bladder,  ovaries,  tubes  kid- 
neys in  various  stages  of  inflammation;  also  di- 
verticulum of  the  appendix  with  microscopic  cross 
section  and  hernia  showing  strangulation  and  cysts 
of  the  sebaceous  type  and  of  the  fallopian  tube 
(tubal  pregnancy). 

Benign  tumors  of  uterus  (polypus  and  leiomy- 
mata)  and  of  fat  (lipoma)  malignant  tumors  of 
the  breast,  intestines,  ovary,  uterus  and  kidney 
(hypernephroma) . 

This  work  of  Dr.  Maher  was  very  warmly  re- 
ceived. The  Chair  announced  that  the  New  Or- 
leans Gynecological  and  Obstetrical  Society  would 
hold  their  next  meeting  as  our  guests  and  also 
stated  that  the  weekly  Pathological  conference 
would  be  held  on  Mondays  at  11:00  a.  m.  with 
Dr.  Maurice  Couret,  Senior  Pathologist,  and  Staff 
leading  the  discussions. 

The  hospital  report  and  the  deaths  occurring 
during  the  month  were  very  fully  discussed. 

LUCIEN  A.  LEDOUX,  M.  D. 


TRANSACTIONS  OF  ORLEANS 

During  the  month  of  April  besides  the  regu- 
lar meeting  of  the  Board  of  Directors,  the  Soci- 
ety held  one  special  meeting  and  one  joint  Scien- 
tific and  Quarterly  Executive  Meeting. 

The  meeting  held  April  8,  was  a special  meet- 
ing and  public  discussion  on  Cancer  with  the 
following  program: 

1.  Introductory  remarks  by  the  President,  Dr. 
E.  D.  Fenner. 

2.  The  nature,  course  and  present  day  con- 
ception of  the  cause  of  cancer,  Dr.  C.  W.  Duval. 

3.  Exhibit  of  the  Canti  films  preceded  by  a 
brief  explanatory  introduction,  Rudolph  Matas, 

M.  D. 


TRANSACTIONS  OF  THE  CHARITY 
HOSPITAL  SURGICAL  STAFF 

The  regular  monthly  meeting  of  the  staff  was 
held  on  March  20,  1929,  with  Dr.  Graffagnino 
presiding.  Routine  business  was  carried  out. 
After  this  the  regular  scientific  session  followed. 

The  usual  monthly  statistical  report  was  at 
hand.  A co'py  of  this  report  is  sent,  each  month, 
to  the  various  members  of  the  staff  for  their 
review  and  discussion. 

A case  of  bilateral  hypernephroma,  which  had 
been  completely  autopsied,  was  first  brought  up 
for  discussion.  An  interesting  feature  of  this 
case  was  the  fact  that  one  kidney  was  completely 
involved,  whilst  the  other  showed  involvement  of 
the  upper  pole  only.  The  case  was  liberally  dis- 
cussed and  a number  of  points  of  interest  were 
brought  out. 

The  second  and  third  cases  were  brought  up 
together  in  order  that  they  might  be  simultane- 
ously discussed.  The  first  was  that  of  a white 
male  who  died  of  a lobar  pneumonia  and  empy- 
ema; and  the  other  a white  male  child,  13  months 
of  age,  who  died,  also,  of  a broncho-pneumonia 
and  empyema.  Many  practical  'points  were 
brought  out  in  the  discussion.  The  methods 
of  handling  such  cases  came  in  for  due  consid- 
eration. 

A white  male,  aged  65  years,  dying  of  a 
fibro-sarcoma  of  the  mesentery,  was  the  last 
patient  presented.  During  the  discussion  it  was 
pointed  out  that  primary  sarcoma  of  the  mesen- 
tery is  rare,  and  that  this  case,  therefore,  pre- 
sented an  unusual  clinical  curiosity. 

FRANK  LORIA,  M.  D. 


PARISH  MEDICAL  SOCIETY 

Exhibit  of  the  Canti  films,  under  the  direction 
of  Dr.  I.  M.  Gage,  Chairman,  Scientific  Essays 
Committee. 

[Through  the  courtesy  and  favor  of  the  Ameri- 
can Society  for  the  Control  of  Cancer  the  Canti 
films  (R.  G.  Canti,  St.  Bartholomew’s  Hospital  and 
Cambridge  University,  London,)  were  exhibited. 
This  unique  moving  picture  ^ows  cell  life  in  liv- 
ing cultures  of  normal  and  cancer  tissue.  The 
cells,  enormously  magnified,  appear  in  all  the  de- 
tail of  their  motile,  reproductive  and  aggressive 
activity.  In  addition,  the  effects  of  radiation  with 
radium  emanation  upon  the  life  of  normal  and 
cancer  cells  are  shown  vividly  as  the  moving 
microscopic  pictures  are  projected  on  the  screen.] 
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5.  Concluding  remarks  by  the  president,  Dr. 
E.  D.  Fenner. 

This  meeting  was  exceptionally  well  attended, 
the  hall  being  filled  to  capacity  and  many  people 
were  turned  away.  A second  showing  of  the  Canti 
films  was  given  the  next  day. 

At  the  joint  Scientific  and  Quarterly  Executive 
Meeting  the  program  was  as  follows: 

“Intestinal  Diverticula,”  by  Dr.  J.  Holmes  Smith, 
Jr.;  discussed  by  Drs.  Alton  Ochsner,  Chaille 
Jamison,  Urban  Maes,  L.  J.  Menville,  E.  D.  Fen- 
ner, T.  B.  Sellers  and  D.  N.  Silverman. 

“Allergic  Reaction,”  by  Dr.  Narcisse  F.  Thi- 
berge;  discussed  by  Drs.  F.  M.  Johns,  J.  A.  Dev- 
ron  artd  E.  D.  Fenner. 

“Serial  Pyeloureterogi-aphy,  Its  Value  in  Medi- 
cine”— lantern  slides,  bu  Dr.  A.  Mattes;  discussed 
by  Dr.  W.  A.  Reed  and  Dr.  Smith. 

Following  the  scientific  program  the  Society 
went  into  Executive  Session  when  the  reports  of 
the  Secretary,  Treasurer,  Librarian  and  the  special 
and  standing  committees  for  the  first  quarter, 
1929,  were  read. 


During  the  past  month  the  following  doctors 
were  elected  to  active  membership: 

Drs.  Jos.  N.  Ane,  Ralph  J.  Christman  and  Park 
Howell. 


REPORT  OF  TREASURER 


Actual  book  balance  2/28/29 $4,490.14 

Receipts  during  March  1,314.79 

Receipts  for  insurance  773.07 

$6,578.00 

Expenditures  $3,630.63 

ACTUAL  BOOK  BALANCE $2,947.37 


REPORT  OF  LIBRARIAN 
Sixty-one  books  have  been  added  to  the  Library 
during  March.  Of  these  41  were  received  by 
binding,  seven  by  gift,  one  by  purchase  and  twelve 
from  the  New  Orleans  Medical  and  Surgical  Jour- 


nal. A list  of  new  titles  of  recent  date  is  ap- 
pended. 

Two  bibliographies  have  been  added  to  our  files 
on  subjects  as  follows:  Amebiasis;  Distribution 

and  Incidence  Encephalomyelitis  Following  Vac- 
cination. 

The  work  of  sorting  and  arranging  the  gift  jour- 
nals and  books  from  Dr.  Van  Wart,  is  progress- 
ing nicely  and  will,  we  hope,  be  completed  before 
May  1.  A number  of  valuable  files  is  being  added 
to  our  shelves  from  this  source.  A list  of  donors 
for  the  month  is  as  follows: 

Columbia  University  College  of  Physicians  and 
Surgeons,  Medical  College  of  South  Carolina,  Drs. 
J.  H.  Musser,  C.  Jeff  Miller,  P.  T.  Talbot,  Haidee 
Weeks,  Iowa  State  Library  Medical  Department, 
Milwaukee  Academy  of  Medicine,  University  of 
Alabama  School  of  Medicine  and  Dr.  E.  H.  Walet. 

NEW  BOOKS— MARCH 

Alleman — Medical  Interpreter,  v.  10,  1929. 

Cort — Studies  on  Hookworm,  Ascaris  and  Tri- 
churis  in  Panama,  1929. 

Henry  Phipps  Institute — 21st  Annual  Report, 

1928. 

Lynch  — Activities  Concerning  Mobilization 
Camps,  1928. 

Peter — Extraocular  Muscles,  1927. 

Rice — Race  Hygiene,  1929. 

Burn — Methods  of  Biological  Assay,  1928. 

Fowweather  — Clinical  Chemical  Pathology, 

1929. 

Institute  of  Child  Guidance — Report,  1928. 

Burkhart — Care  of  the  Mouth  and  Teeth,  1928. 

Lewis — What  Everyone  Should  Know  About 
Eyes,  1928. 

Allen — Diabetes  and  its  Treatment,  1928. 

Kahn — Kahn  Test,  1928. 

Monrad-Krohn — Clinical  Examination  of  the 
Nervous  System,  1928. 

Donnie — Syphilis,  1928. 

Rowe — Handbook  of  the  diabetic,  1928. 

Goldzieher — Adrenals,  1928. 

Bassler — Diseases  of  the  Intestines,  1928. 

H.  THEODORE  SIMON,  M.  D., 

Secretary. 
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H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


PARISH  MEDICAL  SOCIETY  OFFICERS 
FOR  1929 

The  following  Parish  Medical  Societies  have 
elected  officers  for  1929  as  follows: 

Beauregard  Parish:  President,  Dr.  R.  L.  Love, 
DeRidder,  La.;  Secretary-Treasurer,  Dr.  Thos.  R. 
Sartor,  DeRidder,  La.;  Delegate,  Dr.  F.  R.  PYazar, 
Merryville,  La. 

Bossier  Parish:  President,  Dr.  J.  B.  Hall,  Alden 
Bridge,  La.;  Secretary-Treasurer,  Dr.  C.  M. 
Tucker,  Haughton,  La. 

Acadia  Parish:  President,  Dr.  H.  L.  Gardiner, 

Crowley,  La.;  Vice-President,  Dr.  M.  L.  Hoffpauir, 
Crowley,  La.;  Secretary-Treasurer,  Dr.  A.  R.  Mor- 
gan, Crowley,  La.;  Delegate,  Dr.  J.  W.  Faulk, 
Crowley,  La. ; Alternate,  Dr.  A.  B.  Cross,  Crowley, 
La. 

Washington  Parish:  President,  Dr.  U.  S.  Har- 

grove, Bogalusa,  La.;  Vice-President,  Dr.  A.  W. 
Martin,  Bogalusa,  La.;  Secretary-Treasurer,  Dr. 
J.  W.  Pafford,  Bogalusa,  La.;  Delegate,  Dr.  W.  W. 
Warner,  Bogalusa,  La.;  Alternate,  Dr.  J.  H. 
Slaughter,  Bogalusa,  La. 


MEETING  OF  THE  LOUISIANA  STATE 
PEDIATRIC  SOCIETY 

The  annual  meeting  of  the  Louisiana  State 
Pediatric  Society  was  held  in  New  Orleans,  Mon- 
day, April  8,  1929,  in  accordance  with  the  usual 
custom  of  meeting  at  the  same  place  and  during 
the  same  week  as  the  meeting  of  the  Louisiana 
State  Medical  Society. 

The  meeting  was  called  to  order  at  10  A.  M.  by 
Dr.  L.  R.  DeBuys,  Chairman.  There  were  20 
active  members  present,  together  with  a large 
number  of  visitors.  The  program  was  very  instruc- 
tive and  the  members  and  visitors  entered  into 
the  discussions  freely.  Luncheon  was  served  at 
the  Louisiane  Restaurant. 

Program. 

Morning  Session. 

1.  “Congenital  Malformations  of  the  Intes- 
tinal Tract,”  by  Dr.  Charles  J.  Bloom,  New  Or- 
leans, La. 

2.  “Probable  Primary  Ovarian  Sarcoma,  with 
Multiple  Metastasis  in  a Girl  Four  Years  Old,”  by 
Drs.  J.  A.  Crawford  and  L.  A.  Hebert,  Lake 
Charles,  La. 

3.  “The  Role  of  Banana  in  the  Diet  of  In- 
fants,” by  Dr.  L.  von  Meysenbug,  New  Orleans,  La. 


Afternoon  Session. 

(Case  Reports) 

1.  “Gastric  Ulcer  in  a Girl  Three  Years  Old,” 
by  Dr.  Maud  Loeber,  New  Orleans,  La. 

2.  “Pyloric  Stenosis  and  Influenzal  Meningi- 
tis,” by  Dr.  John  Signorelli,  New  Orleans,  La. 

3.  “Celiac  Disease,”  by  Dr.  E.  A.  Socola,  New 
Orleans,  La. 

4.  “Myelo-encephalitis  Following  Small  Pox 
Vaccination,”  by  Dr.  Julian  Graubarth,  New  Or- 
leans, La. 

The  society  adopted  a resolution  which  provides 
for  an  additional  meeting  in  October  of  this  year, 
the  date  and  place  of  the  meeting  to  be  fixed  by 
the  Executive  Committee. 

The  following  officers  were  elected  and  installed 
for  the  ensuing  year: 

Dr.  J.  A.  Crawford,  Lake  Charles,  La.,  Presi- 
dent. 

Dr.  John  Signorelli,  New  Orleans,  La.,  Vice- 
President. 

Dr.  C.  T.  Williams  New  Orleans,  La.,  Secre- 
tary-Treasurer. 


A RESOLUTION  ADOPTED  ON  MARCH  28, 
1929,  BY  THE  ST.  LANDRY  PARISH 
MEDICAL  SOCIETY 

“Whereas:  It  hath  pleased  Almighty  God  to 

remove  from  our  midst  two  valued  members  of 
this  Society,  Dr.  J.  B.  Guillory  of  Grand  Prairie, 
and  Dr.  Lawrence  Daly  of  Bellevue. 

“Resolved:  While  bowing  in  humble  submission 

to  the  Divine  Will,  we  deplore  the  loss  of  valued 
friends  and  cherish  their  memories  as  honest  and 
conscientious  citizens,  able  and  humane  physi- 
cians, whose  loss  has  been  keenly  felt  in  their  re- 
spective communities.  ‘May  they  rest  in  Pease.’ 

“Further  Resolved:  That  this  Resolution  be 

spread  on  the  minutes  and  a copy  sent  to  their 
families  and  to  the  Louisiana  State  Medical  and 
Surgical  Journal.” 


SUMMER  CLINICS,  CHICAGO  MEDICAL 
SOCIETY 

The  Chicago  Medical  Society  will  hold  a two 
weeks’  clinics  at  Cook  County  Hospital  June  17-29. 
Members  of  the  hospital  staff  will  give  these 
clinics  on  the  following  schedule: 
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8 to  10  a.  m.,  Medical  and  surgical  clinics  in 
amphitheatres. 

10  to  12  a.  m.,  Ward  walks. 

12  to  1 p.  m.,  Luncheon. 

1 to  3 p.  m.,  Medical  and  surgical  clinics  in 
amphitheatres. 

3 to  5 p.  m.,  Ward  walks. 

The  amphitheatre  work  will  be  devoted  to  medi- 
cal and  surgical  dry  clinics  and  lectures.  Two 
amphitheatres  will  be  used  simultaneously,  one 
for  medical  and  one  for  sugical  clinics.  Each  clinic 
will  be  one  hour  in  length,  thus  giving  four  medi- 
cal and  four  surgical  clinics  daily.  Operative  work 
will  be  done  during  the  hours  devoted  to  ward 
walks.  The  clinmal  work  will  be  confined  largely 
to  general  medicine  and  surgical  subjects. 

It  is  planned  to  hold  six  meetings  to  be  ad- 
dressed by  speakers  other  than  members  of  the 
hospital  staff  on  such  subjects  as  heart  disease, 
tuberculosis,  obstetrics,  physiotherapy,  gastro-in- 
testinal  disorders  and  possibly  diabetes. 

A registration  fee  of  ten  dollars  will  be  charged 
to  cover  the  cost  of  preparing  for  and  conduct- 
ing the  clinics. 

For  further  information  apply  to  the  Chicago 
Medical  Society,  185  N.  Wabash  Ave.,  Summer 
Clinics  Committee. 


There  will  be  a Post-Graduate  Course  in  Ear, 
Nose  and  Throat  surgery  for  American  Physicians 
at  the  University  of  Bordeaux,  France,  com- 
mencing July  22,  1929. 

Dr.  Leon  Felderman,  Philadelphia,  Pensylvania, 
is  in  charge  of  registering  the  American  Physi- 
cians for  this  course. 


The  gi-eatest  honor  which  the  profession  of 
pharmacy  can  bestow — the  Remington  Medal — has 
been  awarded  by  the  American  Pharmaceutical 
Association  to  Dr.  Wilbur  L.  Scoville,  chief  of 
the  analytical  department  of  Parke,  Davis  & Co., 
the  Association  has  just  announced. 

The  award  was  made  for  Dr.  Scoville’s  “dis- 
tinguished service  to  pharmacy’’  in  acknowledg- 
ment of  his  outstanding  accomplishments  as  chair- 
man of  the  National  Formulary  Committee. 


GORGAS  LABORATORY  OPENED  AT 
PANAMA 

The  Gorgas  Laboratory  of  Tropical  Research, 
founded  in  memory  of  the  late  Major  Gen.  W.  C. 
Gorgas,  who  paved  the  way  for  the  construction 
of  the  Panama  Canal  by  eliminating  yellow  fever 
along  the  Isthmus,  was  formally  dedicated. 


Dr.  Franklin  H.  Martin  of  Chicago,  chairman 
of  the  board  of  directors  of  the  Gorgas  Memorial 
Institute  of  Tropical  and  Preventive  Medicine  at 
Washington,  came  to  Panama  City  especially  to 
take  over  the  new  laboratory  and  supervise  the 
beginning  of  its  work. 

The  building  which  houses  the  laboratory  was 
built  by  the  Panama  Government  as  a medical 
school,  but  was  never  used.  It  has  been  lent  to 
the  laboratory  until  permanent  quarters  can  be 
obtained. 

The  American  Congress  last  year  appropriated 
$50,000  annually  to  support  the  work  in  which  all 
Latin-American  countries  were  invited  to  partici- 
pate. 

Dr.  Herbert  C.  Clark,  director  of  the  laboratory, 
has  had  long  experience  in  tropical  countries, 
including  eight  years  in  the  Canal  Zone. 

Installation  of  laboratory  equipment  will  take 
several  months,  after  which  research  work  will 
begin  in  earnest  upon  tropical  diseases,  especially 
malaria.  Particular  attention  is  being  directed 
to  varieties  of  mosquitoes  in  different  regions. 

ALL  LATIN-AMERICA  TO  SHARE 

The  site  of  the  Gorgas  laboratory  is  just  outside 
the  city  of  Panama  in  the  region  of  Bella  Vista  on 
the  seashore.  It  was  donated  by  the  republic  of 
Panama,  which  also  will  build  the  laboratory  at  an 
estimated  cost  of  $750,000.  This  will  cover  only 
the  cost  of  the  building.  Additional  sums  will 
be  required  for  laboratoi-y  equipment. 

Assui’ances  have  been  given  by  many  Latin- 
American  Governments  that  they  will  contribute 
to  the  permanent  maintenance  of  the  laboratory. 
The  purpose  of  the  laboratory  is  to  make  studies 
of  tropical  diseases  not  only  a protection  to  life 
and  property  in  the  Canal  Zone,  but  also  a 
protection  to  the  United  States  against  the  influx 
of  diseases  which  might  become  indigenous  there. 

PRESENT  FACILITIES  INADEQUATE 

The  present  facilities  of  Canal  Zone  hospitals 
are  not  adequate  for  the  carrying  on  of  research 
work,  according  to  members  of  the  Gorgas  Me- 
morial Institute. 

The  purposes  of  the  establishment  are  ex- 
plained in  a statement  by  Representative  M.  M. 
Thatcher  of  Kentucky,  author  of  the  bill  com- 
mitting this  government  to  its  support. 

“There  are  many  malignant  diseases  in  the 
tropics  yet  to  be  studied  and  yet  to  be  under- 
stood,’’ he  said,  “and  I suggest  that  it  is  of  para- 
mount importance  that  they  be  studied  and  under- 
stood and  aired.  Therefore,  it  is  of  the  highest 
importance  that  the  United  States  should  do  its 
part  to  make  this  laboratory  a success.” 
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Among  those  who  are  associated  with  the  Gor- 
gas  Memorial  Institute  are  Calvin  Coolidge,  Ad- 
miral Cary  T.  Grayson,  Silas  Strawn,  Bernard 
Baruch  and  Surgeon  General  Hugh  S.  Gumming 
of  the  Public  Health  Service. 


UNITED  STATES  PUBLIC  HEALTH  SERVICE 

Surgeon  J.  W.  Trask.  Directed  to  proceed  from 
Baltimore,  Md.,  to  Washington,  D.  C.,  and  return, 
for  the  purpose  of  studying  plans  at  the  Bureau, 
now  in  course  of  preparation  for  the  new  marine 
hospitals  at  New  Orleans  and  San  Francisco,  this 
with  a view  to  new  construction  at  the  Marine 
Hospital,  Baltimore.  Mar.  30,  1929. 

A.  A.  Surgeon  L.  E.  McCanna.  Relieved  from 
duty  at  Pitcher,  Okla.,  and  assigned  to  duty  at 
Quarantine  Station,  New  Orleans,  La.  April  2, 
1929. 

Surgeon  W.  C.  Rucker.  Directed  to  proceed 
from  New  Orleans,  La.,  to  Gulfport,  Miss.,  and 
return,  for  the  purpose  of  attending  the  meeting 
of  the  Mississippi  State  Medical  Association  on 
May  13-15,  1929.  Apr.  5,  1929. 

Surgeon  W.  L.  Treadway.  Directed  to  proceed 
from  Washington,  D.  C.,  to  Philadelphia,  Pa.,  and 
return,  in  connection  with  field  investigations  of 
public  health, — also  directed  to  proceed  to  Atlanta, 
Ga.,  New  Orleans,  La.,  San  Antonio,  Texas,  Los 
Angeles,  Calif.,  and  San  Francisco,  Calif.,  Port- 
land, Oregon,  Seattle,  Washington,  Leavenworth, 
Kansas,  Kansas  City,  Mo.,  and  such  other  points 
in  the  above  mentioned  states  as  may  be  neces- 


sary, and  return,  for  the  purpose  of  carrying  out 
the  provisions  of  Public  Act  672,  being  an  Act  to 
establish  two  United  States  Narcotic  Farms,  and 
for  other  purposes.  Mar.  19,  1929. 


UNITED  STATES  CIVIL  SERVICE 
EXAMINATION 

The  United  States  Civil  Service  Commission 
announces  the  following  open  competitive  exam- 
ination : 

SENIOR  BACTERIOLOGIST 

Applications  for  senior  bacteriologist  must  be 
on  file  with  the  Civil  Service  Commission  at  Wash- 
ington, D.  C.,  not  later  than  April  24. 

The  examination  is  to  all  vacancies  in  the  Food, 
Drug  and  Insecticide  Administration,  Department 
of  Agriculture,  for  duty  in  Washington,  D.  C.,  or 
in  the  field. 

The  entrance  salaries  range  from  $4,600  to 
$5,200  a year.  Higher  salaried  positions  are  filled 
through  promotion. 


HEALTH  REPORT 

During  the  week  ending  March  30  there  were 
131  deaths  in  the  City  of  New  Orleans,  with  the 
death  rate  of  16.0.  The  following  week  ending 
April  6 the  total  deaths  were  149,  with  a death 
rate  of  18.1.  The  death  rate  from  pneumonia 
and  influenza  for  the  week  ending  March  30  had 
decreased  to  16  of  the  former  disease  and  3 of  the 
latter. 


The  following  news  items,  pertaining  to  activ- 
ities of  the  teaching  staff  of  the  Graduate  School 
of  Medicine  of  The  Tulane  University  of  Louisi- 
ana, have  been  received: 

The  Semicentennial  Meeting  of  the  Louisiana 
State  Medical  Society  held  in  New  Orleans  April 
9,  10,  11,  1929,  was  addressed  by: 

Dr.  C.  J.  Bloom,  “Intestinal  Polyposis  in  Child- 
hood.” 

Dr.  W.  R.  Buffington,  “Ocular  Tuberculosis 
with  Report  of  Cases.” 

Dr.  H.  Daspit  delivered  the  memorial  address 
and  paid  fitting  tribute  to  the  deceased  members 
of  the  organization. 

Dr.  John  Raymond  Hume,  “Complications  of 
Pyogenic  Ear  Disease.” 

Dr.  Walter  E.  Levy,  “Clinical  Study  of  Ster- 
ility.” 

Dr.  R.  C.  Lynch,  “Sinus  Disease  in  Children.” 

Dr.  Randolph  Lyons,  “A  Few  Observations  on 
Transient  Auricular  Fibrillation.” 


Dr.  H.  Theodore  Simon,  “Infantile  Paralysis.” 

Dr.  Sidney  K.  Simon,  “The  Whys  and  Where- 
fores of  Non-Surgical  Biliary  Drainage.” 


Dr.  H.  Daspit  addressed  the  School  of  Occupa- 
tional Therapy  at  the  State  Hospital,  Jackson,  La., 
Thursday,  April  11,  1929. 


On  Wednesday,  April  24,  1929,  the  following 
addressed  the  meeting  of  the  Association  of  Sur- 
geons of  the  Southern  Railway  System,  of  which 
Dr.  E.  Denegre  Martin  was  Chairman  of  the  Com- 
mittee on  Arrangement: 

Dr.  Muir  Bradburn,  “Fractured  Thigh.” 

Dr.  Isidore  Cohn,  “Abdominal  Crises.” 

Dr.  H.  Daspit,  “Nervous  System  and  Its  Relation 
to  Industrial  Medicine.” 

Dr.  A.  C.  King,  “Fractures  About  the  Elbow.” 

Dr.  H.  Theodore  Simon,  “Prosthesis.” 


MISSISSIPPI  STATE  MEDICAL  ASSOCIATION  NEWS 

J.  S.  Ullman,  M.  D.,  Associate  Editor 


TO  THE  ENTIRE  MEMBERSHIP  OF  THE  MIS- 
SISSIPPI STATE  MEDICAL  ASSOCIA- 
TION: 

As  your  president 
for  the  1928-29  term 
I have  found  the  work 
both  pleasant  and  prof- 
itable. As  far  as  has 
been  practicable  I have 
visited  the  component 
societies  and  find  good 
work  done  by  all. 

I regret  that  it  has 
been  impossible  to  see 
each  society  so  ask 
that  you  accept  the 
will  for  the  deed.  I 
urge  full  attendance  at 
Gulfport  May  14-16  as 
is  humanly  possible, 
for  it  is  at  these  meet- 
ings that  we  develop 
our  bigger  selves, 
broaden  our  vision  and 
increase  our  capacity 
for  doing  good  to  suf- 
fering humanity.  May 
I confidently  expect  to 
see  YOU  there? 

First  of  all  the  pres- 
idents of  the  various 
County  Societies  should 
show  their  zeal  by  be- 
ing present  at  the  Gulfport  meeting;  next,  let  the 
secretaries  ALL  be  there  as  a matter  of  extreme 
interest  to  them  and  the  fraternity  will  some  up 
before  them.  They  should  have  a full,  concise 
and  written  report.  Those  officers  are  the  main- 
spring of  the  State  Association — ^the  ground  work 
of  the  whole  scheme. 


Entertainment  have  a real  treat  for  all.  Bring 
the  ladies  along  for  their  program  is  even  better 
than  ours. 

Let’s  pull  together 
for  a full,  harmonious 
and  profitable  meeting. 

Cordially  and  sin- 
cerely yours, 

(Signed) 

W.  H.  FRIZELL, 
President, 

Mississippi  State  Medi- 
cal Association. 


It  hardly  seems  nec- 
essary, as  the  close  of 
his  administration  ap- 
proaches, to  introduce 
our  president.  Dr.  W. 
H.  Frizell  of  Brook- 
haven,  to  the  profes- 
sion of  the  state.  How- 
ever, it  may  not  be 
amiss  to  repeat  the 
short  biographical 
sketch  which  the  Jour- 
nal published  last  June. 

Dr.  W.  H.  Frizell  is 
the  son  of  the  late  Dr. 
W.  H.  Frizell  and  Mary 
Horton,  daughter  of 
Dr.  Stephen  Horton,  of 
Georgia.  The  senior 
Dr.  Frizell  was  a graduate  of  the  New  Orleans 
School  of  Medicine,  now  Tulane.  He  served  as 
Lieutenant  and  Surgeon  in  the  12th  Mississippi 
Regiment,  C.  S.  A.,  and  was  one  of  the  immortal 
six  hundred  who  were  confined  in  Charleston, 
South  Carolina,  prison  in  1865.  After  the  war  he 
practiced  for  forty-two  years  at  Poplar  Creek, 


W.  H.  FRIZELL,  M.  D., 

President  of  the  Mississippi  State  Medical  Assn. 


We  shall  also  expect  a full  written  report  from 
the  various  committees  not  only  of  finished  but  of 
unfinished  business. 

Let  all  Delegates  who  have  matters  before  the 
House  of  Delegates  or  parties  who  wish  to  bring 
anything  before  the  Council  have  these  in  due 
form,  in  writing,  with  all  data  complete,  so  that 
they  may  be  acted  upon  promptly  and  intelli- 
gently. These  bodies  are  always  busy  and  any  de- 
lay will  only  slow  down  the  program  of  the  reg- 
ular meeting. 

Each  section  chairman  informs  me  that  he  has 
a full  program,  which  on  inspection  I find  very 
fine  indeed.  There  is  in  store  for  those  who  attend 
a session  of  interest  and  information. 

The  Gulfport  Committee  on  Arrangements  and 


Mississippi,  where  the  subject  of  this  sketch  was 
born  in  July,  1872. 

Dr.  Frizell  received  his  schooling  in  the  Aca- 
demy of  his  native  village  under  the  tutelage  of 
the  late  Dr.  J.  W.  Armstrong.  His  medical  edu- 
cation was  had  at  the  University  of  Nashville. 
He  was  graduated  from  that  old  institution  in 
March,  1897.  In  1901  he  received  a certificate 
from  the  New  York  Polyclinic  in  Medicine  and 
Surgery.  He  practiced  at  his  home  village.  Pop- 
lar Creek,  Mississippi,  until  1901,  when  he  located 
in  Brookhaven  where  he  has  since  lived.  He 
has  been  County  Health  Officer  of  Lincoln  County 
for  the  greater  part  of  the  past  twenty  years. 
He  served  for  many  years  as  Secretary  of  the 
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Tri-County  Medical  Society,  and  later  as  Presi- 
dent of  that  Society. 

For  several  years  he  has  represented  the 
Eighth  District  in  the  Council.  He  is  a member 
of  the  Southern  Medical  and  American  Medical 
Associations.  He  has  been  a member  of  the 
medical  and  surgical  staff  of  the  Kings  Daughters 
Hospital  in  Brookhaven  since  its  organization. 

Dr.  Frizell’s  work  during  the  year  has  meas- 
ured up  to  the  expectations  of  those  in  the  Asso- 
ciation who  have  worked  with  him  so  long  and 
so  agreeably. 


THE  GULFPORT  MEETING 

The  sixty-second  annual  session  of  the  Missis- 
sippi State  Medical  Association  will  be  held 
in  Gulfport  on  May  14-15-16.  The  local  com- 
mittee on  arrangements  consisting  of  W.  A. 
Dearman,  E.  H.  Linfield,  and  W.  P.  Sheely  an- 
nounces the  selection  of  the  Markham  Hotel  as 
headquarters.  All  general  meetings  will  be  held 
on  the  Roof  Garden  of  this  building.  Scientific 
exhibits  will  be  on  the  mezzanine  floor.  As  usual 
the  State  Radiological  Association  will  meet  the 
evening  before  the  State  Association  convenes, 
that  is  on  Monday,  May  13,  and  the  place  will 
be  the  ball  room  of  the  Markham. 

The  luncheon  of  the  Ex-presidents  of  the  State 
Medical  Association  will  be  held  in  the  private 
dining  room  at  noon.  May  15.  At  8 p.  m.,  May 
15,  the  annual  banquet  will  be  given  on  the  Roof 
Garden  of  the  Markham.  This  will  be  followed 
by  an  informal  dance. 

PROGRAM 

Mississippi  Radiological  Association 
Ball  Room,  Markham  Hotel 
Monday,  May  13,  7 :30  p.  m. 

1.  President’s  Address,  W.  W.  Crawford,  Hat- 
tiesburg. 

2.  “Some  Interesting  Urological  Problems,” 
E.  H.  Linfield,  Gulfport.  Discussion  to  be  opened 
by  W.  L.  Britt  and  F.  L.  Van  Alstine. 

3.  “Fractures,”  T.  E.  Ross,  Jr.,  Hattiesburg. 
Discussion  to  be  opened  by  J.  W.  Barksdale  and 

0.  H.  Swayze. 

4.  “The  Heart,”  G.  W.  F.  Rembert,  Jackson. 
Discussion  to  be  opened  by  J.  S.  Gatlin  and  J.  B. 
Howell. 

5.  “The  Modern  X-Ray  Laboratory,”  C.  R. 
Stingily,  Meridian.  Discussion  to  be  opened  by 
J.  E.  McDill  and  Cary  Day. 

Secretary,  Geo.  E.  Adkins,  Jackson, 


GENERAL  MEETING— FIRST  DAY 
Tuesday,  May  14,  1929 

Session  9:30  a,  m.  to  12;  1:30  p.  m.  to  6 p.  m. 
Roof  Garden,  Markham  Hotel 
OPENING  EXERCISES 

1.  Call  to  Order,  President  W.  H.  Frizell, 
Brookhaven. 

2.  Invocation,  Rev.  R.  V.  Saylor. 

3.  Report  of  Committee  on  Arrangements,  W. 
A,  Dearman,  E.  H,  Linfield,  W.  P.  Sheely. 


Section  on  Eye,  Ear,  Nose  and  Throat. 

E.  LeRoy  Wilkins,  Chairman,  Clarksdale. 

1.  “Lye  Stricture  of  the  Esophagus,”  D.  C. 
Montgomery,  Greenville.  Discussion  to  be  opened 
by  H.  H.  West  and  E.  F.  Howard. 

2.  “Early  Recognition  of  Simple  Glaucoma 
in  the  Prevention  of  Blindness,”  (Lantern  Slides), 
L.  S.  Gaudet,  Natchez.  Discussion  to  be  opened 
by  G.  H.  Wood  and  A.  G.  Touchstone. 


Section  on  Medicine 
W.  A.  Dearman,  Chairman,  Gulfport 

1.  Chairman’s  Address,  “The  Forgotten  Doc- 
tor,” W.  A.  Dearman,  Gulfport. 

2.  “The  Management  of  Pneumonia  in  Infants 
and  Children  in  the  Average  Home,”  F.  G.  Riley, 
Meridian.  Discussion  to  be  opened  by  T.  D.  Bor- 
deaux and  N.  C.  Womack. 

3.  “Syphilis  of  the  Lungs,”  H.  L.  Cockerham, 
Gunnison.  Discussion  to  be  opened  by  G.  W.  F. 
Rembert  and  J.  W.  Gray. 

4.  “Achlorhydria  with  Special  Reference  to 
Gall-Bladder  Disease,”  J.  P.  Culpepper,  Jr.,  Hat- 
tiesburg. Discussion  to  be  opened  by  G.  W.  F. 
Rembert  and  J.  S.  Ullman. 

5.  “The  Early  Recognition  aned  Treatment  of 
Cretinism,”  G.  Y.  Gillespie,  Jr.,  Greenwood.  Dis- 
cussion to  be  opened  by  J.  W.  Lipscomb  and  H. 
L.  McKinnon. 

6.  “Coronary  Artery  Occlusion,  with  Especial 
Reference  to  Symptoms,”  G.  W.  F.  Rembert, 
Jackson.  Discussion  to  be  opened  by  A.  H.  Little 
and  Henry  Boswell. 

7.  “Treatment  of  the  Diabetic  in  the  Home,” 
Seale  Harris,  Birmingham.  Discussion  to  be 
opened  by  F.  G.  Riley  and  Chas.  LeBarron. 
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8.  “Endocarditis,”  C.  L.  Simmons,  Hazlehurst. 
Discussion  to  be  opened  by  J.  S.  Ullman  and  E. 
B.  French. 

9.  “Acute  and  Chronic  Colitis  in  Infants  and 
Children,”  Joe  E.  Green,  Richton.  Discussion  to 
be  O'pened  by  R.  W.  Burnett  and  H.  F.  Garrison. 

1(K  “The  Treatment  of  Primary  and  Secon- 
dary Pneumonia,”  W.  L.  Little,  Wesson.  Discus- 
sion to  be  opened  by  0.  N.  Arrington  and  D.  W. 
Jones. 

11.  “The  Recent  Epidemic  of  Influenza,  and 
its  Complications,”  W.  L.  Stallworth,  Columbus. 
Discussion  to  be  opened  by  N.  S.  Dickson  and 
D.  W.  Holliday. 


EVENING  SESSION— EIGHT  O’CLOCK 
Tuesday,  May  14,  1929 
Roof  Garden,  Markham  Hotel 
To  Which  the  Public  Is  Cordially  Invited. 

1.  Invocation,  Rev.  W.  A.  McComb. 

2.  Addresses  of  Welcome:  On  Behalf  of  the 

City  of  Gulfport,  Mayor  Joseph  Milner. 

On  Behalf  of  the  Harrison-Stone-Hancock  Med- 
ical Society,  W.  A.  Dearman,  Gulfport. 

3.  Response  to  Addresses  of  Welcome,  Henry 
Boswell,  Sanatorium. 

4.  President’s  Address,  W.  H.  Frizell,  Brook- 
haven. 

5.  Annual  Oration:  “The  Physician  and  the 

Patient:  Their  Reciprocal  Duties,”  Alton  Ochsner, 
New  Orleans. 


GENERAL  MEETING— SECOND  DAY 
Wednesday,  May  15,  1929 
Session  9:00  a.  m.  to  12:30  p.  m. 

Roof  Garden,  Markham  Hotel 
Section  on  Hygiene  and  Public  Health. 

C.  C.  Applewhite,  Chairman,  Jackson. 

1.  Chairman’s  Address,  C.  C.  Applewhite, 
Jackson. 

2.  “Modern  Methods  and  Measures  in  Preven- 
tive Medicine,”  F.  M.  Smith,  Vicksburg.  Discus- 
sion to  be  opened  by  J.  W.  Lipscomb  and  L.  S. 
Lippincott. 


3.  “A  Practical  Child  Health  Program  for  a 
Rural  County,”  J.  B.  Black,  Murfreesboro,  Tenn. 
Discussion  to  be  opened  by  F.  J.  Underwood  and 
H.  C.  Ricks. 

4.  “The  Correction  of  Physical  Defects  of 
Pre-School  and  School  Children  in  a Rural 
County,”  J.  H.  Janney,  Indianola.  Discussion  to 
be  opened  by  N.  C.  Womack  and  W.  H.  Anderson. 

5.  “Oxyperitoneum  in  the  Treatment  of  Tu- 
berculous Peritonitis,”  W.  B.  McCorkle,  Colorado 
Springs,  Colo.  Discussion  to  be  opened  by  H.  R. 
Shands  and  Henry  Boswell. 

6.  “The  Responsibility  of  the  Medical  Profes- 
sion in  Handling  Venereal  Disease  Problem,” 
Frank  L.  Van  Alstine,  Jackson.  Discussion  to 
be  opened  by  W.  C.  Rucker  and  E.  H.  Linfield. 

7.  “Brewers’  Yeast  As  a Prophylactic  and  Cur- 
ative Agent  for  Pellagra,”  Paul  S.  Carley,  Belzoni. 
Discussion  to  be  opened  by  A.  K.  Barrier  and 
R.  D.  Dedwylder. 


Section  on  Eye,  Ear,  Nose  and  Throat. 

E.  LeRoy  Wilkins,  Chairman,  Clarksdale. 

Special  Session — Gold  Room,  Markham  Hotel. 

Wednesday,  May  15,  1929 
Session  9:00  a.  m.  to  12:30  p.  m. 

1.  Chairman’s  Address,  E.  LeRoy  Wilkins, 
Clarksdale. 

2.  “Indications  for  Tonsillectomy,”  H.  L.  Ar- 
nold, Meridian.  Discussion  to  be  opened  by  W. 
B.  Dobson  and  D.  W.  Hamrick. 

3.  “A  Few  Observations  on  the  Maxillary 
Sinus,”  Edley  H.  Jones,  Vicksburg.  Discussion 
to  be  opened  by  Robin  Harris  and  D.  C.  Mont- 
gomery. 

4.  “Perimetry,”  Jas.  D.  Perdue,  Mobile. 
Discussion  to  be  opened  by  C.  A.  McWilliams  and 
Fern  Champenois. 

5.  “Nasal  Surgery  on  Allergic  Patients,”  B. 
S.  Guyton,  Oxford.  Discussion  to  be  opened  by 
R.  E.  Anderson  and  W.  A.  Stevens. 

6.  “Vincent’s  Angina,”  R.  A.  Clanton,  Gren- 
ada. Discussion  to  be  opened  by  G.  E.  Armstrong 
and  B.  S.  Guyton. 

7.  “External  Otitis:  Its  Cause  and  Treat- 

ment,” G.  E.  Adkins,  Jackson.  Discussion  to  be 
opened  by  N.  S.  Dickson  and  H.  R.  Fairfax. 
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Section  on  Surgery. 

W.  W.  Crawford,  Chairman,  Hattiesburg 
Session  2:00  p.  m.  to  5:00  p.  m. 

Roof  Garden,  Markham  Hotel 

1.  Chairman’s  Address,  W.  W.  Crawford,  Hat- 
tiesburg. 

2.  “Acute  Pelvic  Infection  in  the  Female,”  A. 

G.  Payne,  Greenville.  Discussion  to  be  opened 
by  H.  R.  Shands  and  J.  S.  Ullman. 

3.  “Osteo-Chondro-Sarcoma  of  Knee,”  George 
A.  Brown,  Water  Valley.  Discussion  to  be  opened 
by  Frank  H.  Hagaman  and  George  Street. 

4.  “The  Medical  and  Surgical  Aspects  of  Goi- 
tre,” C.  F.  Dixon,  Rochester,  Minn. 

5.  “Diagnosis  and  Treatment  of  Bladder  Tu- 
mors,” Paul  G.  Gamble,  Greenville.  Discussion 
to  be  opened  by  E.  H.  Galloway  and  I.  C.  Knox. 

6.  “Caesarean  Section,”  H.  M.  Mayes,  New 
Albany.  Discussion  to  be  opened  by  J.  P.  Wall 
and  John  W.  D.  Dicks. 

7.  “Some  Acute  Condition  within  the  Abdo- 
men,” .J.  W.  Barksdale,  Jackson.  Discussion  to  be 
opened  by  S.  H.  Hairston. 

8.  “Abdominal  Drainage,”  C.  C.  Hightower, 
Hattiesburg.  Discussion  to  be  opened  by  H.  A. 
Gamble. 


GENERAL  MEETING— THIRD  DAY 
Thursday,  May  16,  1929 
Session  9:00  a.  m.  to  12:30  p.  m. 

Roof  Garden,  Markham  Hotel 
Section  on  Surgery  (Continued) 

9.  “Abdominal  Section  and  Its  Consequences,” 

0.  N.  Arrington,  Brookhaven.  Discussion  to  be 
opened  by  John  Darrington. 

10.  “Appendicitis,”  R.  H.  Foster,  Laurel.  Dis- 
cussion to  be  opened  by  John  C.  Cully  and  T.  E. 
Ross. 

11.  “Congenital  Pyloric  Stenosis,”  A.  B.  Har- 
vey, Tylertown.  Discussion  to  be  opened  by  S.  W. 
Johnston  and  E.  C.  Parker. 

12.  “Some  Diagnostic  and  Prognostic  Blood 
Indications,”  Leon  S.  Lippincott,  Vicksburg.  Dis- 
cussion to  be  opened  by  A.  E.  Gordon  and  W. 

H.  Parsons. 

13.  “Prostatic  Obstruction,”  W.  H.  Sutherland, 
Booneville.  Discussion  to  be  opened  by  S.  H. 
McLean  and  T.  W.  Holmes. 


WOMAN’S  AUXILIARY 
Mrs.  M.  H.  Bell,  President,  Vicksburg. 

Mrs.  Henry  Boswell,  Secretary,  Sanatorium. 

Woman’s  Club  House 

Tuesday,  May  14 — Registration. 

Tuesday,  May  14,  3:00  p.  m. — Executive  Board 
Meeting. 

Wednesday,  May  15,  10:00  a.  m. — Business 
Session. 

Wednesday,  May  15,  4:00  p.  m. — Auto  Ride 
along  the  Coast.  Garden  Party  at  Gulf  Hills. 

Thursday,  May  16,  10:00  a.  m. — Sight-seeing 
Drive,  Golfing  at  the  Country  Club. 

The  South  Mississippi  Medical  Society  met  in 
Hattiesburg  on  March  14th.  Their  program  was 
as  follows: 

1.  “Pneumonia  and  Some  of  Its  Complica- 
tions,” Dr.  J.  W.  Stringer. 

2.  “Intra-abdominal  Postoperative  Complica- 
tions,” Dr.  E.  W.  A.  Ochsner. 

3.  “Light  Therapy  as  an  Adjunct  in  the  Treat- 
ment of  Carbuncle,”  Dr.  W.  P.  Gray. 

4.  “A  Paper,”  Dr.  J.  H.  Musser. 

5.  “Treatment  of  Pueperal  Eclampsia,”  Dr.  L. 
B.  Hudson. 

6.  “Ulcer  of  the  Duodenum — Leutic,”  Dr.  E. 
L.  Grubb. 


Dr.  A.  G.  Payne  of  Greenville  attended  the 
meeting  of  the  American  Association  for  the 
Study  of  Goitre  in  Dayton,  Ohio,  on  March  25-27. 
At  this  meeting  Dr.  W.  H.  Parsons  of  Vicksburg 
was  elected  to  membership. 


Dr.  E.  W.  Holmes  of  Winona,  Mississippi,  is 
specializing  on  genito-urinary  surgery  and  is  as- 
sociated with  his  brother.  Dr.  T.  W.  Holmes,  at 
the  Winona  Infirmary,  Winona,  Mississippi. 


Dr.  C.  E.  Burnham,  formerly  of  Bay  Springs, 
has  located  in  Laurel  to  do  ear,  eye,  nose  and 
throat  work. 


Dr.  B.  G.  Barentine,  having  completed  a course 
at  the  Ear,  Eye,  Nose  and  Throat  Hospital  in 
New  Orleans,  has  located  in  Laurel. 


Dr.  Rufus  Johnson,  recently  an  interne  at  the 
South  Mississippi  Charity  Hospital,  has  located  in 
Laurel. 
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Negotiations  for  the  purchase  of  the  Cranford 
Hospital  in  Laurel  by  the  Kings  Daughters  are 
pending.  If  the  Kings  Daughters  buy  this  hos- 
pital, they  propose  to  repair  and  re-equip  the  in- 
stitution and  possibly  to  enlarge  it. 


The  Gamble  Clinic,  Greenville,  Mississippi,  an- 
nounces that  Dr.  J.  C.  Pegues,  formerly  of  At- 
lanta, Georgia,  will  be  associated  with  their  ear, 
eye,  nose  and  throat  section. 


Dr.  J.  M.  Dampeer  of  Crystal  Springs  who  has 
undergone  a serious  operation  at  Mayo  Hospital 
has  informed  us  that  he  is  progressing  nicely. 


Dr.  C.  McKee  of  Hazlehurst  was  operated  on 
March  28  for  gall-bladder  trouble.  He  is  re- 
ported as  doing  well. 


Dr.  L.  D.  Chapman  of  Georgetown  died  recently 
at  the  Baptist  Hospital,  Jackson,  following  an 
operation  for  appendicitis. 


The  Tri-County  Medical  Society  held  its  regular 
meeting  at  Brookhaven,  March  12.  Papers  were 
presented  as  follows: 

1.  “Ectopic  Pregnancy,”  Dr.  G.  S.  Ramsey. 

2.  “Influenza  and  Its  Complications,”  Dr.  0. 
N.  Arrington. 

3.  “Uncinariasis  a Factor  in  Diagnosis,”  Dr. 
R.  H.  Brumfield. 


The  monthly  staff  meeting  of  the  Vicksburg 
Sanitarium  was  held  April  10.  Their  program  was 
as  follows : 


1. 

“Suppurative  Cholecystitis,” 

Dr. 

G.  M. 

Street. 

2. 

“Post- Operative  Pneumonia,” 

Dr.  A. 

Street. 

3. 

“Rectro-cecal  Gangrenous 

Appendicitis,” 

Dr.  J.  A.  K.  Birchett,  Jr. 

4.  “Tuberculous  Meningitis,”  Dr.  H.  H.  John- 
ston. 

5.  Demonstration  of  Radiographic  Studies: 

(1)  Fracture  of  the  hip. 

(2)  Fhracture  of  dorsal  spine. 

(3)  Metastatic  carcinoma  of  sacrum  from  car- 
cinoma of  vagina. 

(4)  Bone  tumor  of  skull,  benign. 

(5)  Subdeltoid  bursitis. 

(6)  Duodenal  ulcer. 

(7)  Aortic  aneurism. 

(8)  Tuberculosis  of  lung. 


The  Homochitto  Valley  Medical  Society  held  its 
regular  quarterly  meeting  in  Natchez  on  April 
11.  The  following  papers  were  presented: 

“The  Relationship  of  a Full  Time  Health  De- 
partment to  the  General  Practitioner,”  Dr.  B.  D. 
Blackwelder. 

“The  Use  of  in  the  Diagnosis  of  Antrum  Dis- 
ease,” Dr.  L.  S.  Gaudet. 

After  general  discussion  on  the  subject  of  the 
advisability  of  establishing  a state  medical  journal, 
the  society  went  on  record  as  being  opposed  to 
any  change  in  the  present  method  of  publication, 
at  the  same  time  sending  its  delegates  to  the 
state  meeting  uninstructed. 


The  North  Mississippi  Six  County  Medical  Soci- 
ety met  in  Oxford  April  17.  In  the  forenoon  two 
papers  were  presented  on  “Caesarean  Section,” 
one  by  Dr.  C.  M.  Speck  of  New  Albany,  the  other 
by  Dr.  H.  R.  Shands,  of  Jackson.  In  the  after- 
noon their  program  was  as  follows: 

“Bronchoscopy  and.  Esophagoscopy,”  Dr.  Wm. 
J.  Greenfield,  Memphis. 

“Influenza,”  Dr.  D.  R.  Moore,  Byhalia. 

“Operation  in  Acute  Mastoiditis,”  Dr.  Robin 
Harris,  Jackson. 

“The  Opportunity  and  Responsibility  of  the 
Doctor  of  Today,”  Dr.  Felix  J.  Underwood,  Jack- 
son. 


The  Delta  Medical  Society  met  in  Drew,  Mis- 
sissippi April  10.  Their  program  was  as  follows: 

1.  “Benign  Hemorrhage  of  the  Uterus,”  Dr.  J. 
Preston,  Greenwood. 

2.  “Pneumonia,”  Dr.  E.  R.  McLean,  Cleveland. 

3.  “Value  of  Sedimentation  Test  in  Infec- 
tions,” Dr.  R.  C.  Thompson,  Greenville. 

4.  “Infant  Feeding,”  Dr.  Sarah  Ruth  Dean, 
Greenwood. 

5.  “Complications  Following  Gall-Bladder  Sur- 
gery,” Dr.  H.  A.  Gamble,  Greenville. 

6.  “Blood  Transfusion  as  a Therapeutic  Meas- 
ure in  Children,”  Dr.  Ed.  Clay  Mitchell,  Memphis. 


BOOK  REVIEWS 


Bacteriology,  General,  Pathological  and  Intestinal: 
By  Arthur  Isaac  Kendall,  B.  S.,  Ph.D.,  Dr. 
P.  H.  3 ed.  rev.  Philadelphia,  Lea  & 
Febiger.  1928.  pp.  733. 

This  third  edition  of  a standard  work  on  bac- 
teriology has  been  brought  very  completely  up  to 
date  and  contains  most  of  the  new  ideas  about 
bacteriology  in  general.  While  the  book  is  not 
detailed  enough  in  some  respects  for  the  purposes 
of  specialists  in  this  field,  the  casual  worker  or 
reader  will  find  it  broad  enough.  Professor  Ken- 
dall is  maintaing  his  usual  high  standards  in  this 
edition.  The  reviewer  would  like  to  disagree  with 
Professor  Kendall  in  his  statement  regarding  the 
Kahn  reaction.  While  it  is  a recognized  fact  that 
the  Kahn  reaction  is  a reliable  one  and  well  worth 
using,  it  would  seem  that  this  test  should  be  used 
to  supplement  the  Wassermann  reaction  and  not 
to  supplant  it,  as  suggesed  by  Professor  Kendall. 
In  this  I think  that  the  majority  of  experienced 
laboratory  workers  assuredly  agree.  As  for  the 
simplicity  of  the  Kahn  reaction,  the  reviewer  feels 
that  it  is  not  so  very  simple  as  pictured  and  not 
at  all  “fool-proof,”  as  many  seem  to  think.  In 
searching  through  the  book,  the  reviewer  could 
find  no  mention  made  of  the  Leishman-Donovan 
bodies,  the  commonly  accepted  causative  agents 
of  granuloma  inguinale.  Many  of  the  new  books 
in  which  one  would  expect  to  find  mention  of  such 
things,  do  not  give  any  information  on  this  sub- 
ject. In  as  much  as  granuloma  inquinale  has 
been  demonstrated  to  be  a common  infectious  con- 
dition in  and  about  New  Orleans  by  local  work- 
ers and  in  various  portions  of  the  United  States, 
it  would  seem  that  more  attention  would  be  given 
to  the  subject  in  any  complete  bacteriologic  or 
pathologic  work. 

S.  J.  Lewis,  M.  D. 


Surgical  Treatment  of  Malignant  Disease:  By  Sir 
Holburt  J.  Waring,  M.  S.,  M.  B.,  B.  Sc. 
(Lond.),  F.  R.  C.  S.  London,  Oxford  Univer- 
sity Press.  1928.  pp.  667. 

It  is  with  pleasure  that  I attempt  to  make  a 
few  comments  on  a book  that  is  so  ably  written. 
To  undertake  such  a gigantic  task  and  present 
the  material . in  such  a simple  manner  is  to  me 
an  outstanding  achievement.  The  author  does  not 
attempt  to  go  into  the  minute  microscopic  path- 
ology as  in  other  texts,  but  holds  to  the  clinical 
aspect  which  will  help  the  good,  every-day  sur- 
geon in  his  diagnosis.  When  dealing  with  malig- 
nant tumors  it  is  impossible  to  classify  to  suit 
the  opinions  of  all  pathologists,  but  he  has  fought 
shy  of  this  and  held  fast  to  basal  facts.  His 
system,  including  the  description  by  anatomic 
classification,  the  minuteness  of  detail  and  the  ex- 


tensive bibliography  is  excellent.  The  opening 
chapter  of  the  book  is  his  Bradshaw  Lecture,  de- 
livered at  the  Royal  College  of  Surgeons  of 
England,  Dec.  14,  1921,  dealing  superficially  with 
the  experimental  work  of  Gye  and  Barnard,  and 
under  eleven  headings,  with  the  important  factors 
necessary  to  consider  before  expressing  a view  as 
to  probable  success  or  non-success  of  surgical 
operative  treatment.  The  principles  outlined  in 
this  chapter  are  more  or  less  held  to  in  the  dis- 
cussion in  each  chapter  with  the  addition  of  prog- 
nosis, including  the  opinions  of  others  throughout 
the  world.  As  a concluding  remark,  I should 
recommend  that  all  surgical  diagnosticians  and 
operators  read  this  book. 

Emile  Bloch,  M.  D. 


Handbook  of  Microscopial  Technique : Edited  by 

C.  E.  McClung,  Ph.D.  New  York,  Paul  B. 

Hoeber  Inc.  1928.  pp.  xiv-f-495. 

This  handbook,  the  production  of  twenty-four 
contributors,  aims  to  meet  the  needs  both  of  be- 
ginners in  microscopial  technique  and  experienced 
workers  desiring  a compact  treatment  of  various 
specialized  procedures.  “It  is  assumed  that  the 
book  will  be  of  interest  particularly  to  workers  in 
bacteriology,  botany,  cytology,  embryology,  his- 
tology and  pathology,  but  the  presentation  of 
general  methods  in  Part  I makes  it  useful  to  any 
student  of  microscopical  anatomy.” 

The  35  pages  of  Part  I are  devoted  to  discus- 
sion of  generalized  methods  of  preparing  materials 
for  study.  Part  II,  covering  about  450  pages, 
deals  with  the  specialized  techniques  employed  in: 
microdissection,  microinjection,  vital  and  supra- 
vital staining,  bacteriology,  botany,  cytology,  em- 
bryology, histology  and  protozoology.  It  concludes 
with  three  chapters  on  fixation,  staining  and  “mis- 
cellaneous,” which  could  have  been  placed  to 
greater  advantage  in  Part  I. 

The  individual  chapters  and  chapter  divisions 
are  written  by  investigators  in  whose  researches 
the  specialized  methods  have  been  employed,  and 
in  many  instances  originated.  In  consequence,  one 
interested  in  the  application  of  the  methods  here 
described  will  find  an  authoritative  guide  in 
Part  II.  It  is  to  be  regretted,  however,  that  the 
extent  of  the  work  over  so  broad  a field  has 
necessitated  a limitation  of  the  scope  of  some  of 
the  chapters.  In  histology,  for  example,  the 
special  methods  are  limited  to:  red  blood  cor- 
puscles, leukocytes,  bone,  dental  tissues,  intercel- 
lular elements  of  connective  tissue,  muscle  and 
electric  organ,  neurological  technique,  neuroglia 
and  microglia.  The  book  is  well  made,  conve- 
niently arranged  typographically  and  contains  a 
good  index. 


Harold  Cummins,  Ph.D. 
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Diseases  of  the  Eye:  By  C.  W.  Rutherford,  M.  D., 
F.  A.  C.  S.  New  York,  D.  Appleton  & Co. 
1928.  pp.  404. 

The  author  is  to  be  congratulated  on  this  first 
edition  of  a volume  which  fills  a needed  place  in 
American  Ophthalmology.  No  intermediate  text 
has  recently  been  written  in  this  country  between 
the  larger  volumes  of  Ball  and  de  Schweinitz,  and 
the  more  condensed  work  of  May,  which  inci- 
dentally the  present  volume  may  succeed.  The 
subject  matter  is  reasonably  complete  and  very 
practical,  the  style  simple  and  readable,  the  illus- 
trations excellent,  and  the  index  comprehensive. 

The  anatomy  and  more  frequent  diseases  of  the 
lid  are  adequately  discussed.  The  surgical  treat- 
ment is  perhaps  described  at  greater  length  than 
necessary,  because  the  ophthalmic  beginner  for 
whom  the  book  is  essentially  written  usually  per- 
forms but  few  Tansley-Hunt  or  other  similar 
plastic  operations,  which  the  author  describes  in 
detail,  during  the  first  half  of  his  career. 

Diseases  of  the  conjunctiva  are  rather  briefiy 
described,  and  the  more  frequent  forms  of  conjunc- 
tivitis, such  as  catarrhal  and  seborrheic,  could 
well  have  been  discussed  at  greater  length. 

The  rather  large  group  of  corneal  affections 
characterized  by  a variable  loss  of  substance,  very 
slow  healing  and  negative  explanatory  bacterial 
findings,  usually  classified  as  “herpetiform”  are 
not  correlated  by  the  author.  The  extra  ocular 
causative  factors  are  not  described  nor  are  the 
benefits  obtainable  by  physio  therapy. 

The  author  is  to  be  complimented  upon  the 
simple  and  effective  manner  in  which  the  chap- 
ters on  visual  fields,  extra  ocular  muscles,  and 
reflection  are  presented.  Greater  detail  in  the 
modus  operandi  of  subjective  testing,  however, 
would  have  apparently  been  of  sei'vice  to  the 
average  ophthalmic  student  whose  ability  in  pre- 
scribing efficient  and  comfortable  glasses  is  unfor- 
tunately often  limited. 

Many  of  our  modern  conceptions  are  incorpor- 
ated in  the  chapter  on  the  uveal  tract.  Dr.  Ruth- 
erford, like  other  text-book  authors,  does  not 
describe  in  sufficient  detail  the  importance  of 
personal  hygiene,  in  its  relation  to  secondary  in- 
volvement of  the  eye  and  especially  uveal  tract. 
Let  us  not  forget  that  our  living  habits  to  a 
large  degree  determine  our  resistance  to  disease 
and  in  an  emergency,  such  as  secondary  uveitis, 
often  decides  the  fate  of  the  eye,  irrespective  of 
the  attacking  organism  or  where  it  comes  from. 

Most  of  us  memorize  too  much  and  reason  too 
little,  which  may  be  one  of  the  reasons  our 
patients  do  not  get  well  quicker.  The  objective 
findings  contained  in  the  various  tabulated  diag- 


noses given  by  Dr.  Rutherford  and  other  authors 
vary  so  greatly  and  are  so  seldom  seen  as  pic- 
tured, that  I doubt  their  value. 

The  chapter  on  intra-ocular  tumors  and  indus- 
trial injuries  are  well  conceived  and  executed. 
One  is  often  surprised  and  disagreeably  so  at  the 
ophthalmic  tragedies  that  result  from  ignorance 
on  these  subjects.  A chapter  covering  the  eye  in 
general  diseases  and  one  describing  modern  equip- 
ment such  as  the  slit  light  and  corneal  microscope, 
sterocampimeter,  and  light  therapy,  would  have 
obvious  advantages. 

In  conclusion,  I feel  that  the  beginner  in 
ophthalmology  will  make  no  mistake  in  purchas- 
ing this  book  which  contains  a great  amount  of 
practical  information  simply  expressed.  It  de- 
serves recognition  not  only  because  of  its  merit, 
but  also  because  an  efficient  American  volume  of 
this  type  should  attain  more  than  one  edition. 

Chas.  a.  Bahn,  M.  D. 


Recent  Advances  in  Chemistry  in  Relation  to 
Medical  Practice:  By  W.  McKim  Marriott, 

B.  S.,  M.  D.  .St.  Louis,  The  C.  V.  Mosby  Co. 
1928.  pp.  138. 

This  book  is  a series  of  lectures  given  by  the 
author  at  the  San  Diego  Academy  of  Medicine. 
No  one  is  perhaps  better  qualified  to  do  this  than 
Doctor  Marriott,  as  he  is  an  outstanding  example 
of  one  who  is  highly  trained  in  the  laboratory 
side  of  medicine  as  well  as  being  a most  able 
pediatrist. 

The  lectures  are  primarily  intended  to  make 
clear  such  fundamental  consideration  as  the 
atom,  osmotic  pressure,  colloids,  etc.  He  also  feels 
that  a better  understanding  of  these  subjects 
clarifies  such  phenomenae  as  acidosis,  alkolosis, 
blood  chemistry,  foods  and  metabolisms,  and  en- 
docrines,  which  he  discusses  most  ably.  Under 
this  discussion  he  considers  symptomatology  and 
treatment  of  acidosis  and  alkolosis. 

This  series  of  lectures  are  strongly  recom- 
mended for  anyone  wishing  to  obtain  a better 
understanding  of  the  recent  advances  in  chemistry 
as  applied  to  modern  medicine. 

Julian  Graubarth,  M.  D. 


Diabetic  Surgery:  By  Leland  S.  McKittrick,  M.  D., 
F.  A.  C.  S.,  and  Howard  F.  Root,  M.  D. 
Philadelphia,  Lea  & Febiger.  1928.  pp.  269. 

In  the  preface  to  this  volume  the  authors  state 
that  “insulin  has  placed  a new  responsibility  upon 
the  surgeon.”  They  call  attention  to  the  fact 
that  “surgical  complications  have  replaced  coma 
in  importance,  so  that  the  surgeon  is  faced  with 
the  care  of  a group  of  cases  requiring  special 
consideration.” 
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In  a foreword  Dr.  Daniel  F.  Jones  makes  a 
statement:  “It  is  probably  true  that  no  group 

of  cases  have  been  so  neglected  surgically  as  the 
diabetic,  and  when  we  consider  that  at  least  25 
per  cent  become  surgical  problems  it  would  seem 
that  they  deserve  more  consideration  than  they 
have  received.” 

The  preface  and  this  foreword  by  Dr.  Jones 
give  sufficient  reason  for  the  publication  of  this 
volume. 

The  quotation  given  below,  taken  from  the  fore- 
word by  Dr.  Elliott  P.  Joslin,  should  be  sufficient 
to  interest  medical  men  as  well  as  surgeons  in 
this  contribution. 

“What  a blessing  it  has  been  to  have  two  young 
zealots  working  over  my  cases,  striving  to  make 
the  result  of  each  fresh  surgical  encounter  more 
successful  than  the  last,  and  now  it  gives  me 
pleasure  to  see  their  experience  made  available 
for  all.” 

No  word  of  praise  is  too  extravagant  in  appre- 
ciation of  the  stupendous  amount  of  detail  work 
which  the  authors  have  done  in  order  to  present 
in  a concrete  useful  fashion  their  knowledge.  The 
average  surgeon  and  practitioner  who  sees  only 
the  occasional  case  of  diabetes  must  have  a handy 
reference  which  is  dogmatic  and  authoritative  in 
its  expression.  This  volume  meets  the  demand. 

In  the  first  chapter,  devoted  to  the  incidence  of 
surgical  diseases,  attention  is  called  to  the  fact 
that  the  clinical  character  of  diabetes  is  chang- 
ing— cases  are  diagnosed  earlier — life  is  pro- 
longed— and  complications  may  seem  to  occur 
later,  due  to  prolonged  life. 

The  authors  state  that  the  surgeon  had  only 
a “speaking  acquaintance  formerly,  only  peremp- 
tory surgery  was  done ; now,  for  the  vigorous  and 
optimistic  patient  the  best  that  surgery,  as  well 
as  medicine,  has  to  offer  is  demanded.” 

The  authors  emphasize  the  fact  that  .surgical 
complications  replace  coma  in  importance  since 
insulin  has  come  into  use. 

This  little  volume  is  valuable  because  it  repre- 
sents personal  observations  in  a well  conducted 
clinic.  It  emphasizes  the  need  for  co-operation 
and  intelligent  understanding  of  the  patient’s 
condition. 

The  surgeon  after  reading  the  statistics  in  this 
book  can  no  longer  consider  diabetes  a medical 
disease;  of  2179  cases  treated  by  Joslin,  507  were 
operated  upon  and  285  others  were  surgical  dis- 
eases. 

A special  chapter  is  devoted  to  the  diabetic  as 
a surgical  risk.  Emphasis  is  laid  on  the  impor- 
tance of  obesity,  age,  infection,  cardiac-vascular 


diseases  and  many  other  conditions  too  numerous 
to  mention  in  a brief  review. 

The  chapter  devoted  to  problems  of  differential 
diagnosis  and  treatment,  both  pre-operative  and 
post-operative,  contain  clear,  concise  and  unmis- 
takable delineations  of  the  many  conditions  to  be 
differentiated. 

This  chapter  should  be  carefully  studied  by  all 
likely  to  be  contracted  with  these  cases.  For  the 
surgeon  not  fortunate  enough  to  be  associated 
with  expert  internists,  who  are  interested  in  the 
management  of  the  diabetic,  this  chapter  should  be 
of  inestimable  value. 

The  chapter  devoted  to  anesthesia,  in  which  due 
consideration  is  given  to  the  effects  of  various 
anesthetics  on  the  diabetic  patient  with  conclusions 
by  the  author  as  to  the  anesthetic  of  election  for 
the  diabetic  operation,  is  interesting  and  should 
be  carefully  read  by  surgeons,  anesthetics,  and 
internists.  The  authors  remind  us  that  the  same 
effects  which  are  observed  in  the  normal  indi- 
vidual, occur  in  the  diabetic,  exaggerated  in  pro- 
portion only  to  the  degree  of  the  metabolic 
disturbance. 

In  the  chapter  devoted  to  diabetic  gangrene  the 
authors  have  laid  great  stress  on  careful  exam- 
ination and  differential  diagnosis  of  those  con- 
ditions which  produce  deficient  blood  supply. 

The  authors,  when  considering  the  prognosis  of 
the  diabetic  patient  who  develops  gangrene,  re- 
mind us  that  these  patients  are  not  unlike  a 
group  of  patients  who  of  the  same  age  develop 
cancer.  “Without  treatment  either  is  usually  a 
fatal  disease.” 

The  effects  of  infections  are  stressed.  Statistics 
are  given  with  reference  to  mortality  following 
operation.  The  methods  suggested  for  the  hand- 
ling of  the  diabetic  patient  with  gangrene  or 
threatened  gangrene  contain  suggestions  which 
might  well  be  followed  by  everyone. 

Chapters  are  devoted  to  major  and  minor 
amputations,  infections,  such  as  cai’buncles,  and 
emergency  abdominal  surgery. 

It  is  not  too  much  to  say  of  this  book  that  it 
should  be  in  the  hand  of  every  surgeon  and  in- 
ternist interested  in  the  diabetic  patient.  It 
should  prove  to  be  a valuable  reference  work 
because  assimilation  of  its  contents,  by  the  reader 
will  enable  him  to  make  the  vast  experience  of 
the  authors  readily  available  for  his  own  use. 

Time  and  experience  may  change  our  ideas,  but 
this  volume  should  stand  out  as  an  expression  of 
the  best  that  is  known  today  on  this  subject. 

Isidore  Cohn,  M.  D. 
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Diseases  of  Children:  By  Henry  Dwight  Chapin, 
A.  M.,  M.  D.,  and  Lawrence  Thomas  Royster, 
M.  D.  6th  ed.  and  rev.  New  York,  Wm. 
Wood  & Co.  1928.  pp.  675. 

This  is  the  sixth  edition  of  the  work  first  pub- 
lished in  1909  by  Chapin  and  Pisek.  It  is  a 
complete  ready  reference  work  on  all  subjects 
dealing  with  children’s  diseases.  The  absence  of 
bibliographies  at  the  end  of  chapters  seems  to  be 
the  only  weakness  of  the  book. 

Illustrations  are  numerous  and  there  are  some 
very  good  colored  plates,  especially  those  show- 
ing the  various  exanthemata.  An  appendix  gives 
tables  of  weights,  caloric  values  of  foods,  etc. 

A valuable  book  for  general  practitioners  and 
pediatrists. 

L.  VON  Meysenbug,  M.  D. 


Child  Health  and  Character : By  Elizabeth  M. 

Sloan  Chesser,  M.  D.  New  York,  Oxford 
University  Press.  1927.  pp.  204. 

The  book  should  be  read  by  all  interested  in 
the  child  and  its  problems.  Its  real  merit  lies  in 
the  excellent  practical  physiological  approach  to 
the  subject.  The  author  has  undoubtedly  bad  a 
large  experience  in  dealing  with  child  problems 
and  her  ideas  concerning  them  are  presented  in  a 
manner  both  interesting  and  instructive.  The 
chapter  devoted  to  “Sickness  in  the  Nursery’’  is 
fragmentary  enough  to  puzzle  the  lay  reader  and 
would  have  been  much  better  left  out  of  an  other- 
wise good  book. 

I.  L.  Robbins,  M.  D. 


Proctology : By  Frank  C.  Yeomans,  A.  B.,  M.  D., 

F.  A.  C.  S.  New  York,  D.  Appleton  & Com- 
pany. 1929.  pp.  661. 

This  new  text  embodies  all  that  is  latest  in  the 
specialty.  Each  subject  is  dealt  with  in  the  orderly 
sequence  of  etiology,  pathology,  symptoms,  diag- 
nosis, complications,  prognosis,  and  treatment. 
Recognizing  that  good  results  may  be  obtained  by 
various  methods  of  treatment,  the  author  de- 
scribes the  different  methods,  giving  fair  and 
unprejudiced  comments  on  the  relative  merits  of 
each,  and  indicates  plainly,  but  without  undue 
emphasis,  the  method  of  his  choice.  The  book 
is  thorough  and  includes  chapters  on  related 
subjects  such  as  Coccygodynia.  The  section  on 
.\mebic  Dysentery  is  aptly  handled  and  illustrates 
the  care  which  Yeomans  gave  to  the  preparation 
of  his  book. 

The  subject  matter  is  excellently  presented, 
and  the  style  is  lucid.  Its  colored  plates  and 
the  numerous  illustrations  are  clear  and  well  se- 
lected. The  book  has  a wide  field  of  usefulness 
and  will  fulfill  the  purpose  for  which  it  was  in- 
tended. 

Maurice  Lescale,  M.  D. 
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SOME  PROBLEMS  IN  MEDICAL 
ECONOMICS.* 

PRESIDENTIAL  ADDRESS. 

W.  H.  FRIZELL,  M.  D., 

Brookhaven,  Miss. 

I am  before  you  tonight,  not  because  of 
any  outstanding  merit  or  accomplishment 
of  valor  or  deeds  worthy  of  notice,  but  by 
the  friendship  of  my  fellow  members  who 
have  placed  this,  the  highest  honor  within 
their  gift,  upon  me,  a representative  of  the 
ranks  of  general  practioners  of  medicine, 
for  deeds  and  service  attempted  to  uphold 
the  high  standards  and  traditions  of  his 
profession,  but  who  feels  that  he  has  fallen 
far  short  of  that  glorious  attainment.  I 
wish  to  make  public  acknowledgment  of  my 
appreciation  of  this  honor  and  to  say  that 
in  my  feeble  way  I have  endeavored  to  re- 
turn the  commission  unspotted  to  the  asso- 
ciation as  have  my  worthy  predecessors. 

It  is  my  purpose  now  to  bring  briefly  to 
your  attention  a problem  that  is  of  more 
importance  to  us  than  is  industrial  or 
agricultural  relief — That  problem  is  medi- 
cal economics. 

Man  in  his  social  relations  meets  many 
problems  that  stand  out  preeminently  to 
engage  his  attention  in  economics,  politics 
and  science. 

By  comparison  there  are  some  of  these 
problems  that  seem  more  to  engage  his 


*Read  before  the  Mississippi  State  Medical  As- 
sociation, Gulfport,  Mississippi,  May  14,  1929. 


attention — indeed  there  must  be  one  that 
occupies  the  high  point. 

From  the  viewpoint  of  science  medicine 
and  surgery  are  today  better  equipped  than 
at  any  former  period  in  the  world’s  history 
to  meet  the  issues  of  society,  but  we  can 
not  say  so  much  for  its  economics. 

We  pass  politics  with  mere  mention  to 
discuss  only  the  status  of  our  medical 
economics. 

In  medical  economics  this  one  feature  or 
problem  is  the  hospitalization,  medical  and 
surgical  care  of  the  sick — the  conservation 
of  human  resources,  if  you  please. 

Now,  man’s  society  may  be  classified  into 
three  divisions,  namely;  the  poor,  the  mid- 
dle classes  and  the  wealthy.  Some  one 
has  very  wisely  said  that  “hospitals  are 
only  for  the  very  poor  and  the  big  rich”. 
This  aphorism  was  most  aptly  put.  We 
medical  men  who  are  intently  occupied 
with  the  care  of  the  sick  of  all  classes,  of 
course,  see  this  economic  problem  more 
vividly  than  those  whose  attention  is  di- 
rected along  other  channels,  and  whose  in- 
terests are  not  along  lines  of  the  healing 
art. 

Some  methods  must  be  worked  out, 
some  measures  must  be  taken  whereby  the 
cost  of  promoting  and  conserving  health 
can  be  lowered  to  the  point  where  the  man 
of  the  great  middle  class  can  furnish  at 
least  the  necessities  of  life  to  his  family — 
including  modest  cost  of  maintaining 
health. 
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This  problem  has  for  many  years  begun 
to  engage  the  attention  of  those  employing 
large  numbers  of  men,  those  who  must  of 
necessity  conserve  man  power  and  effici- 
ency, thus  directly  affecting  their  earning 
capacity  and  their  employees  income.  In- 
deed some  concerns  thus  engaged  have  in- 
stituted physicial  examinations  before  em- 
ployment, annual  and  semi-annual  ex- 
aminations thereafter,  community  nurses, 
etc.  These  and  all  big  companies  who  em- 
ploy large  forces  of  men  or  women  will 
sooner  or  later  employ  these  measures  of 
prophylaxis,  thereby  benefitting  themselves 
financially  and  their  employees  physically, 
morally  and  financially.  However  such 
measures  only  touch  those  so  employed  and 
their  families.  They  do  not  include  the 
multiplied  thousands  of  agriculturists, 
small  business  men,  wage  earners,  and  the 
millions  who  work  on  their  own  account. 

This  middle  class  which  constitutes  the 
largest  division  in  the  body  politic  has  no 
such  protection  of  their  health  except  that 
furnished  by  the  Public  Health  Depart- 
ment of  National,  State,  or  District  gov- 
ernment. This  latter  has  been  a great  boon 
to  this  special  class  of  citizenry.  But 
since  the  support  of  such  measures  is 
drawn  largely  from  the  people  by  taxa- 
tion, this  very  class  that  needs  help  so 
much,  can  ill  afford  the  taxation.  Their 
financial  condition  precludes  their  receiv- 
ing the  alleviating  and  preventive  aids  so 
necessary. 

It  is  this  large  class  of  people  who  are 
the  backbone  of  our  moral,  spiritual,  social 
and  political  society  and  who  present  the 
most  complicated  and  complex  problems, 
especially  in  our  southland,  that  we  should 
direct  our  every  energy  to  devise  some  way 
whereby  their  medical  care  and  hospitali- 
zation could  be  effected  within  their  finan- 
cial reach. 

This  to  my  mind  is  the  biggest,  most  en- 
gaging problem  that  our  American  people 
have  before  them  in  their  political  economy. 


One  can  readily  prescribe  the  remedy, 
that  is  quite  easy,  but  it  is  another  thing 
to  fill  this  prescription. 

We  are  of  the  opinion  that  there  is  only 
one  cure  for  this  prevailing  condition,  and 
is  the  well  arranged,  well  operated  Com- 
munity Hospital,  whose  doors  should  be 
so  wide  as  to  admit  any  class  who  suffer 
or  require  reclamation,  from  acquired  or 
inherited  diseases  or  impediments. 

There  will  always  be  the  poor,  they  must 
be  cared  for,  then  the  few  big  rich  can 
command  care  at  any  price,  but  it  is  this 
almost  countless  middle  class  that  causes 
us  the  most  concern.  With  the  present 
high  cost  of  bringing  medical  and  surgical 
attention  and  hospital  care  to  them,  it  is 
well  nigh  prohibitive. 

Let  me  pause  here  long  enough  to  say 
that  while  physician’s  and  surgeon’s  fees 
may  seem  high,  yet  you  do  not  find  any 
one  of  them  growing  opulent  from  his  pro- 
fession, indeed  if  you  should  find  such  a 
monstrosity  as  a rich  doctor,  you  will  find 
that  he  acquired  his  wealth  with  his  wife 
at  the  altar,  or  else  he  gained  it  by  specula- 
tion in  other  fields  than  that  of  his  profes- 
sion. You  find  no  hospitals  that  more 
than  make  their  expenses,  then  how  is  this 
Utopian  idea  to  be  realized? 

This  is  the  engaging  question,  after  we 
have  become  thoroughly  aroused  to  the  con- 
ditions in  our  economy.  How  shall  they 
be  met?  Through  what  media  shall  the  re- 
quired results  be  effected? 

Science  and  economy  must  each  play  her 
part  in  the  solution  of  this  problem.  Medi- 
cal science,  as  above  stated,  is  very  well 
equipped  for  her  part,  but  must  be  better 
prepared  and  conserved. 

It  was  the  renowned  Dr.  Oliver  Wendell 
Holmes  who  said : “Science  is  a first  class 
piece  of  furniture  for  a man’s  upper 
chamber,  if  he  has  common  sense  on  the 
ground  floor;  but  if  a man  has  not  got 
plenty  of  good  common  sense,  the  more 
science  he  has  the  worse  for  his  patient.” 
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So  science  alone  can  not  solve  the  ques- 
tion, just  here  Medical  Economics  must 
step  in  to  bridge  the  chasm.  She  can  most 
effectually  work  when  properly  equipped. 
This  then  demands  concentration  of  ma- 
terial, conservation  of  forces  and  elimina- 
tion of  waste.  It  is  through  the  Com- 
munity Hospital  only  that  these  can  be  ef- 
fectually accomplished.  She  could  con- 
centrate her  material  by  bringing  the  sick 
to  this  institution  where  all  could  be  cared 
for  more  scientifically  and  cheaply  than 
in  many  private  homes. 

She  could  conserve  man  force  by  this 
concentration  further  reducing  cost.  She 
could  eliminate  appalling  waste  by  this 
concentration  and  conservation.  Indeed 
this  type  of  hospital,  this  method  of  hos- 
pitalization would  revolutionize  our  medi- 
cal economics  and  go  far  toward  realizing 
our  dream. 

In  this,  as  in  all  big  governmental  prob- 
lems, funds  must  be  obtained  by  two  chief 
methods,  namely;  voluntary  contributions 
and  taxes.  The  former  can  come  only 
through  philanthropies  of  the  living  and 
bequests  of  wealthy  decedents.  These 
have  already  been  bestowed  in  a measure 
by  a few  great  humanitarian  citizens  in  es- 
tablishing foundations  to  be  used  under  the 
direction  of  constituted  governmental  medi- 
cal authorities.  These  have  done  much 
toward  stamping  out  contagious  and  in- 
fectious diseases  that  affect  largely  the 
poor  and  middle  classes. 

Taxes  constitute  the  other  element  in  es- 
tablishing the  remedy  for  this  problem  and 
can  be  levied  and  raised  only  by  the  gov- 
ernment, National,  State  or  Municipal. 
Now,  these  funds  so  necessary  for  carry- 
ing out  such  a big  undertaking  must  be 
guarded  jealously,  expended  carefully  and 
to  the  very  best  advantage. 

To  do  this  brings  us  to  the  point  where 
we  see  another  big  necessity — that  of  a 
National  Public  Health  Department  in  our 
government.  It  is  surpassing  strange  that 
we  Americans,  we  who  boast  so  of  our 


civilization,  liberties,  wealth  and  social 
standing,  should  be  so  slow  to  recognize 
and  fully  appreciate  this  big  problem,  these 
great  economic  wastes,  and  to  hasten  their 
correction. 

Surely  some  modern  Moses  will  arise  to 
lead  us  out  of  this  Wilderness.  Our  very 
moral,  social,  spiritual  and  financial  bet- 
terment demand  the  conservation  of  health 
in  these  three  classes,  especially  in  the  first 
and  second  great  classes — those  that  form 
the  greater  part  of  our  social  and  economic 
fabric. 

MEDICAL  ETHICS* 

F.  M.  THORNHILL,  M.  D., 

Arcadia,  La. 

The  definition  of  medical  ethics  as  given 
by  our  best  lexicographers  is  that  it  is  the 
duties  the  physician  owes  to  himself,  to  his 
profession  and  to  his  fellowmen.  In  most 
countries  either  a written  or  an  unwritten 
code  for  the  government  of  physicians  in 
their  intercourse  with  one  another  has  ex- 
isted from  the  days  of  Hippocrates  down 
to  the  present  time.  This  code  consists  of 
a collection  of  rules  based  on  the  highest 
principles  of  equity,  of  honor  and  of  jus- 
tice, embodying  the  letter  and  the  spirit  of 
the  golden  rule.  Many  of  these  principles 
were  contained  in  the  Hippocratic  oath  and 
with  but  few  modifications  have  been  the 
guide  and  rule  of  action  of  the  medical  pro- 
fession from  that  day  until  this.  Had  these 
principles  always  been  the  rule  of  conduct 
and  practice  on  the  part  of  mankind  in  gen- 
eral, Burns  probably  would  never  have  felt 
the  incentive  to  write  “Man’s  inhumanity 
to  man  makes  countless  thousands  mourn.” 

Dr.  Percival,  an  English  physician,  in  a 
small  book  published  in  1807,  formulated  a 
code  of  ethics  which  it  is  said  with  few  ex- 
ceptions made  necessary  by  the  advance  of 
medical  science  and  the  differences  in  social 
conditions  is  the  identical  one  adopted  by 
the  American  Medical  Association  at  its  or- 

*Read  before  the  Bienville  Parish  Medical  So- 
ciety twenty-five  or  thirty  years  ago. 
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ganization  in  1847,  and  which  has  been  the 
rule  and  guide  of  the  medical  profession  of 
the  United  States  since  that  time.  In  some 
respects  my  subject  today  resembles  a cer- 
tain preacher’s  text  I once  heard  of  which 
he  said  was  a kind  of  triangular,  three-cor- 
nered one,  having  three  main  points,  the 
world,  the  flesh  and  the  devil.  He  said  he 
proposed  touching  lightly  on  the  world,  to 
wrestle  awhile  with  the  flesh  and  then  he 
would  go  straight  to  the  devil,  where  he 
would  probably  dwell  for  a very  long  time. 
Taking  up  the  points  contained  in  the  defi- 
nition of  my  subject  in  their  regular  order 
I shall  first  notice  the  duties  of  the  physi- 
cian to  himself,  then  to  his  profession,  and 
lastly  to  his  fellowmen,  and  if  I should  not 
dwell  on  either  point  for  as  long  a time  as 
the  reverend  brother  declared  his  intention 
of  spending  on  the  third  division  of  his 
subject,  I hope  I shall  at  least  be  able  to 
say  something  on  each  that  will  be  of  some 
help  to  our  Society. 

As  the  first  and  most  important  duty  the 
physician  owes  to  himself,  I would  place 
thorough  equipment  and  proper  prepara- 
tion for  the  practice  of  his  profession. 
These  involve  certain  moral,  intellectual 
and  scientific  qualifications.  The  physician 
should  be  a person  of  the  highest  order  of 
moral  integrity,  imbued  with  a high  sense 
of  honor  and  a correct  conception  of  justice 
and  of  right  between  man  and  man.  The 
base,  the  low  and  the  dishonest  and  such  as 
seek  success  by  “Ways  that  are  dark  and 
tricks  that  are  vain,”  should  have  no  place 
in  the  medical  profession.  The  health,  the 
lives,  the  honor,  the  happiness  and  all  that 
is  holy  and  sacred  to  the  individual  and  the 
family  are  committed  into  the  care  and 
keeping  of  the  physician.  A trust  he  should 
seek  to  guard  and  to  protect  with  the  most 
jealous  care  and  fidelity.  Of  course,  we 
have  no  control  primarily,  over  our  mental 
constitution  and  natural  endowments,  for 
brains  and  superior  natural  ability  are  said 
to  be  special  gifts  from  heaven.  But  indi- 
vidual members  of  the  profession  can  and 
should  discourage  the  incapable  and  the 


physically  and  mentally  weak  from  enter- 
ing the  profession.  I verily  believe  that  a 
strong  mind  in  a strong  body  is  more  essen- 
tial to  true  success  in  the  profession  of 
medicine  than  any  profession  or  calling  in 
the  world.  The  lawyers  have  a good  deal 
to  say  about  what  they  call  fine  legal  minds, 
I suppose  they  mean  persons  of  good  minds, 
having  correct  conceptions  of  the  funda- 
mental principles  of  the  law  and  a peculiar 
aptness  for  correctly  understanding  and  in- 
terpreting the  law.  So  I believe  that  if 
there  are  persons  of  so-called  legal  minds, 
there  are  likewise  medical  minds.  The  pro- 
fession of  medicine  has  to  do  with  the 
science  of  life  and  with  the  hidden  and  oc- 
cult physiological  functions  of  the  different 
organs  of  the  body  in  health  and  disease  and 
certainly  requires  as  high  an  order  of  in- 
tellect correctly  to  understand  them  as  the 
law  or  any  other  profession.  The  consti- 
tution of  the  physician’s  mind  should  be 
one  of  abundant  common  sense  coupled 
with  the  ability  to  think  and  reason  cor- 
rectly on  all  subject,  especially  from  cause 
to  effect. 

One  of  the  chief  duties  the  physician  owes 
to  himself  is  to  seek  to  improve  whatever 
talent  he  may  have,  by  every  legitimate 
means  at  his  command,  in  order  that  he 
may  be  the  better  prepared  to  discharge 
alike  the  obligation  he  owes  to  himself,  to 
his  profession  and  to  his  fellowmen,  for 
we  shall  find  as  we  proceed  with  the  dis- 
cussion of  this  subject,  that  these  obliga- 
tions are  inseparately  connected  and  inter- 
dependent one  upon  the  other.  An  honest 
endeavor  and  an  earnest  desire  on  the  part 
of  the  physician  to  get  the  best  there  is  in 
the  science  of  medicine  for  himself  is  a 
laudable  ambition  and  one  worthy  of  emu- 
lation by  every  member  of  the  profession, 
while  at  the  same  time  it  is  the  most  effi- 
cient and  satisfactory  manner  of  discharg- 
ing the  obligations  he  owes  to  himself,  to 
his  profession  and  to  those  who  employ 
him.  The  goal  of  professional  success  is 
best  reached  by  conscientious,  sober,  studi- 
ous habits  of  life,,  striving  to  steer  clear 
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of  the  vices  that  so  often  creep  in  and  con- 
taminate the  heart,  and  dwarf  the  intellect 
and  which  prove  the  wreck  and  ruin  of 
many  a promising  career. 

There  are  many  ways  by  which  the  phy- 
sician may  improve  his  professional  op- 
portunities. To  the  young  man  just  en- 
tering on  the  practice  of  his  profession  the 
matter  of  a location  is  an  important  one 
as  it  may  be  the  turning  point  in  his  life 
for  success  or  failure.  The  young  physi- 
cian should  seek  the  location  most  congenial 
to  his  taste,  commensurate  with  his  profes- 
sional attainments  and  his  financial  ability 
to  sustain  himself,  until  he  has  established 
himself  in  practice.  I believe  many  young 
physicians  make  mistakes  in  seeking  iso- 
lated locations  in  order  to  avoid  competi- 
tion. An  honorable  rivalry  and  contact 
with  educated  and  progressive  physicians 
will  do  more  to  strengthen  and  develop  our 
professional  gifts  than  any  course  we  can 
adopt.  But  we  are  all  creatures  of  circum- 
stances and  should  endeavor  to  adapt  our- 
selves to  them.  Julius  Caesar  is  quoted  as 
having  said  he  would  rather  be  the  first 
man  in  a village  than  the  second  one  in  a 
great  city.  We  should  not  be  satisfied  with  a 
mere  superficial  knowledge  of  our  profes- 
sion, but  should  strive  for  the  very  highest 
plane  of  learning  and  skill.  The  public 
will  soon  measure  our  true  professional 
merit  and  sooner  or  later  we  will  stand  or 
fall  before  the  infallible  tribunal  of  public 
opinion.  Lincoln’s  axiom,  “That  you  can 
fool  all  the  people  a part  of  the  time,  part 
of  the  people  all  the  time,  but  that  you  can 
not  fool  all  the  people  all  the  time,’’  is  as 
true  in  medicine  as  in  any  of  the  other 
walks  of  life.  Honesty  and  industrious  ap- 
plication to  the  study  of  the  science  and 
practice  of  his  profession  and  the  cultiva- 
tion of  friendly  and  honorable  relations 
with  his  professional  colleagues  will  do  a 
great  deal  to  broaden  the  field  of  profes- 
sional knowledge  of  the  physician  and  to 
establish  his  reputation  on  an  honorable 
and  enduring  foundation.  Next  to  the  edu- 
cational and  scientific  qualifications  as  a 


part  of  the  duties  the  physician  owes  to 
himself  I would  place  an  acquaintance  with 
and  a knowledge  of  the  code  of  medical 
ethics.  Since  professional  morals  is  an  im- 
portant part  of  medical  education  it  would 
be  a good  rule,  as  has  been  suggested  by 
some  if  the  medical  colleges  in  the  United 
States  were  required  to  furnish  their  grad- 
uates with  a copy  of  the  Ethics  of  the 
American  Medical  Association  with  their 
diplomas  and  to  teach  them  rigidly  to  ob- 
serve it  as  their  rule  of  conduct  in  their 
professional  lives. 

In  this  day  and  time  of  scientific  ad- 
vancement and  progress  in  medical  organ- 
izations every  graduate  in  regular  medicine 
owes  it  to  himself  as  well  as  to  his  profes- 
sion to  affiliate  with  his  parish  and  state 
medical  societies  and  thus  assist  in  pushing 
forward  the  popular  demand  for  a higher 
standard  of  medical  education  and  a more 
efficient  organization.  There  is  a con- 
stantly growing  public  sentiment  in  favor 
of  higher  medical  education  and  for  proper 
legislation  to  secure  it  and  the  physician 
who  fails  to  discern  the  signs  of  the  times 
and  to  fall  in  line  with  the  procession  is 
destined  soon  to  become  a back  number  in 
his  profession.  The  public  is  becoming 
aroused  as  never  before  to  the  necessity 
of  legislation  to  protect  the  people  against 
the  impositions  of  quacks  and  charlatans 
and  ignorant  and  incompetent  practitioners 
in  general,  and  we  may  confidently  look 
forward  to  important  state  and  national 
medical  legislation  at  no  very  great  distant 
day.  At  the  next  session  of  the  Legislature 
of  our  own  state  there  will  probably  be 
certain  legislation  proposed  vitally  affect- 
ing the  interest  of  the  profession,  and 
which  every  honorable  physician  in  the 
state  should  feel  ethically  bound  to  support. 

Time  and  space  will  not  permit  me  to 
further  enlarge  on  the  duties  of  the  physi- 
cian to  himself  and  I shall  now  proceed 
to  notice  briefly  some  of  the  duties  he  owes 
to  his  profession.  This  I fear  will  be  the 
most  difficult  part  of  my  subject  to  deal 
with,  as  professional  competition  and 
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rivalry  is  the  source  from  which  spring 
most  of  the  disagreements,  dislikes  and  bit- 
ternesses that  disrupt  friendly  and  honor- 
able relations  among  physicians  and  pre- 
vent fair  and  just  treatment  toward  one 
another.  The  physician  should  endeavor 
t*  identify  himself  in  every  honorable  rela- 
tion with  his  profession  and  to  cultivate 
the  friendship  and  good  will  of  his  profes- 
sional neighbors  and  competitors.  Above 
all  he  should  strive  to  be  honest  and  just 
in  his  professional  intercourse  with  his  fel- 
low physicians  and  to  accord  to  them  that 
meed  of  praise  on  all  occasions,  to  which 
their  merits  justly  entitle  them.  We  should 
be  actuated  toward  this  course  of  conduct 
from  a sense  of  justice  and  for  the  sake  of 
right  itself.  There  is  a double  amount  of 
truth  in  the  old  adage  that  “right  is  might” 
in  its  application  to  the  practice  of  medi- 
cine and  the  physician  who  has  the  ap- 
proval of  his  own  conscience  and  the  con- 
sciousness of  having  accorded  to  his  com- 
petitor in  the  struggle  for  professional  suc- 
cess and  reputation,  fair  and  just  treat- 
ment, wields  a most  powerful  weapon 
against  his  less  charitable  and  generous 
brother.  Do  not  allow  envy  and  jealousy 
to  cause  you  to  disparage  the  professional 
merit  or  traduce  the  good  name  of  your 
honorable  and  more  successful  competitor. 
You  have  all  heard  what  a dangerous  and 
unruly  member  the  tongue  is,  and  by  some 
it  has  been  called  the  rudder  of  our  ships 
and  therefore  should  be  guided  with  the 
utmost  care  and  prudence  in  order  to  avoid 
unjust  and  damaging  collisions  with  the 
barks  of  others  while  sailing  the  high  seas 
of  professional  life.  I imagine  it  would 
be  an  easy  matter  to  be  generous  and  just 
and  even  magnanimous  in  the  day  of  suc- 
cess, of  prosperity  and  of  professional  tri- 
umph, but  the  physician  who  in  the  day  of 
defeat  and  failure  can  maintain  his  honor 
and  integrity  and  accord  to  his  more  for- 
tunate and  successful  colleague  fair,  just 
and  impartial  treatment  is  the  real  hero 
and  the  one  who  should  challenge  our  ad- 
miration and  most  sincere  respect.  It  is 
said  of  Robert  E.  Lee  whose  memory  every 


Southern  heart  loves  and  reveres,  that  in 
all  his  illustrious  career,  he  never  appeared 
so  grand  and  great  as  in  the  day  of  his  sur- 
render at  Appomatox. 

The  association  of  physicians  with  one 
another  in  medical  societies  and  attention 
to  the  cultivation  of  social  exchange  have  a 
softening  and  beneficent  effect  on  the  as- 
perities of  professional  life.  There  they 
meet  face  to  face  on  a common  level  where 
they  can  talk  over  their  successes  and  fail- 
ures and  learn  to  imitate  one  another’s 
virtues  and  to  avoid  each  other’s  faults. 
There  attachments  are  formed,  there  ac- 
quaintances ripen  into  lifelong  friendships 
that  are  both  pleasant  and  profitable,  and 
there  a fellow  feeling  is  begotten  which 
makes  us  wondrous  kind.  The  medical  so- 
ciety stands  in  the  same  relation  to  the 
country  physician  that  the  lectures,  the 
alumni  association,  the  polyclinic  and  the 
post  graduate  school,  do  to  the  city  pro- 
fession. Before  leaving  this  part  of  my 
subject  I want  to  consider  briefly  the  con- 
duct that  should  govern  physicians  in  the 
matter  of  consultations.  This  is  a matter 
I have  reason  to  believe  in  which  profes- 
sional etiquette,  dignity  and  decorum  are 
frequently  violated  either  consciously  or 
unconsciously.  Consultations  are  usually 
had  at  the  suggestion  of  the  patient  or  the 
family  and  friends  of  the  attending  physi- 
cian and  in  either  event  presumably  chiefly 
in  the  interest  of  the  patient.  This  is  a 
matter  in  which  both  the  patient  and  fam- 
ily and  the  attending  physician  have  cer- 
tain rights  which  it  is  here  unnecessary  to 
discuss  as  all  honorable  and  educated  physi- 
cians are  supposed  to  be  familiar  with 
them.  The  welfare  of  the  patient  is  of  the 
first  consideration  and  neither  the  attend- 
ing nor  the  consulting  physician  should  al- 
low any  selfish  or  sinister  motive  to  come 
between  them  and  their  patient’s  best  pos- 
sible welfare.  It  is  customary  and  fair  for 
the  consulting  physician  to  be  allowed  to 
name  the  hour  of  meeting.  When  the  hour 
has  been  agreed  on,  he  should  endeavor  to 
be  on  hand  promptly  at  that  time,  so  as  not 
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to  keep  the  attending  physician  waiting  or 
subject  him  to  unnecessary  inconvenience 
and  embarrassment.  I will  omit  mention  of 
the  preliminary  ceremonies  that  should 
govern  the  meeting  as  most  physicians  are 
presumed  to  be  acquainted  with  them,  fur- 
ther than  to  say  that  the  consulting  physi- 
cian should  not  enter  the  room  of  the  pa- 
tient in  the  absence  of  the  attendant,  or  ex- 
press an  opinion  on  the  management  of 
the  case  that  may  in  any  way  come  to  his 
knowledge.  Ostentation  and  officiousness 
should  be  strenuously  avoided  on  the  part 
of  the  consultant  and  he  should  be  actuated 
by  an  honest  and  sincere  desire  to  help  both 
the  patient  and  the  attending  physician  and 
his  conduct  should  be  honorable  and  cir- 
cumspect in  every  particular.  When  the 
consulting  physician  has  examined  the  pa- 
tient and  noted  carefully  his  conditions  and 
observed  all  the  symptoms  and  elicited  all 
the  information  possible  in  order  to  enable 
him  to  arrive  at  a correct  opinion,  he 
should  announce  the  same  to  the  attending 
physician  when  they  should  retire  to  some 
place  of  privacy  where  they  can  discuss 
the  case.  Whatever  may  be  said  or  what- 
ever difference  of  opinion  may  obtain  un- 
less absolutely  irreconcilable  should  remain 
a sealed  book  between  themselves.  When 
the  line  of  treatment  has  been  agreed  on 
of  course  it  is  understood  that  the  attend- 
ing physician  should  give  the  necessary  in- 
structions to  the  nurse  and  that  the  part  of 
the  consultant  should  not  be  known  in  it. 
It  is  just  and  right  however  at  the  proper 
time  and  in  the  proper  way  for  the  consult- 
ant to  express  his  approval  of  the  attend- 
ant’s management  of  the  case  unless  un- 
fortunately there  should  be  an  irreconcil- 
able disagreement.  And  in  this  connection, 
I want  to  say  that  among  right  minded, 
honorable,  progressive  and  up-to-date  phy- 
sicians, there  should  be  no  very  great  dif- 
ference of  opinion,  especially  when  the  mat- 
ter of  diagnosis  has  been  settled.  Consul- 
tations honorably  and  intelligently  con- 
ducted are  calculated  to  be  of  inestimable 
benefit  to  the  patient  as  well  as  to  the  at- 


tending physician,  and  may  be  the  begin- 
ning of  a lifelong,  pleasant,  agreeable  and 
profitable  friendship  between  them.  On  the 
other  hand  if  the  physicians  should  not  be 
influenced  by  correct  conception  of  fair, 
just  and  honorable  professional  conduct, 
they  may  prove  to  be  the  source  of  a life- 
time of  bitterness  and  strife  between  them, 
which  will  be  bad  for  both  the  head  and 
the  heart.  Talking  with  a medical  friend 
of  merit  and  good  attainments  in  New  Or- 
leans, a few  months  ago,  the  conversation 
turned  on  the  subject  of  consultations  in 
which  he  said  that  they  had  been  very  dis- 
appointing and  unsatisfactory  to  him  in  as 
much  as  he  had  been  the  victim  of  very  un- 
just and  gross  unprofessional  conduct  on 
several  occasions.  He  related  an  instance 
in  which  a physician  from  a distant  town 
of  larger  pretensions  had  been  summoned 
to  meet  him  in  consultation  at  a small  town 
a few  miles  distant  from  his  own  and  after 
having  seen  and  examined  the  patient  to- 
gether and  agreeing  as  to  the  diagnosis  and 
treatment,  they  separated.  The  consulting 
physician  (or  rather  I believe  we  should 
say  in  this  instance,  the  insulting  one)  was 
compelled  to  remain  at  the  patient’s  town 
for  the  most  of  the  day  before  being  able 
to  catch  a train  home,  and  the  attending 
physician  having  other  patients  to  see,  left 
with  the  promise  to  return  late  that  after- 
noon. On  his  return  he  found  the  family 
in  a very  unhappy  and  distressed  state  of 
mind,  because  in  his  absence  the  consultant 
had  told  them  that  he  had  discovered  that 
the  diagnosis  and  treatment  was  all  wrong 
and  that  the  patient’s  life  was  in  great 
peril.  He  had  had  the  treatment  discon- 
tinued and  promised  them  to  send  appro- 
priate treatment  by  the  next  morning’s 
train  and  had  left  no  word  or  note  of  ex- 
planation to  him  (the  attending  physician) . 
In  my  own  estimation  it  is  impossible  to 
conceive  of  a baser,  lower,  more  contempt- 
ible and  despicable  conduct  than  this,  and 
I do  hope  and  trust  that  no  member  of  the 
Bienville  Parish  Medical  Society  will  ever 
display  so  base  and  low  a disposition. 
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I come  now  to  the  consideration  of  the 
duties  of  the  physician  to  his  fellowmen, 
the  third  and  last  division  of  my  subject. 
These  carry  with  them,  certain  private  and 
public  responsibilities.  Physicians  to  a cer- 
tain extent  at  least  are  considered  the  guar- 
dian and  proctectors  of  the  private  and 
public  health.  As  the  family  physician  they 
are  expected  to  advise  their  friends  and 
patrons  how  to  preserve  their  health  when 
well  and  to  be  able  to  cure  them  when  sick. 
Physicians  are  consulted  in  matters  of  pri- 
vate and  public  health  and  are  expected  to 
give  their  advice  and  services  gratuitously 
frequently  to  an  extent  for  which  their 
friends  of  the  legal  and  other  more  mer- 
cenary and  less  charitable  professions 
would  receive  liberal  fees.  When  wither- 
ing and  blighting  epidemics  overshadow  the 
country  bringing  death,  sorrow  and  desola- 
tion to  hundreds  of  homes,  it  is  to  the  med- 
ical profession  that  the  people  instinctively 
turn  for  succor  and  deliverance. 

How  much  physicians  have  to  do  with 
the  public  health  and  the  safety  of  the 
lives  of  the  people  in  times  like  these,  has 
been  forcibly  demonstrated  during  the  year 
that  has  just  closed.  In  the  face  of  oppo- 
sition and  amid  the  jeers  and  satire  and 
ridicule  of  a skeptical  and  prejudiced  laity, 
and  in  not  a few  instances  members  of  our 
own  profession,  the  medical  profession  of 
our  own  state  waged  a relentless  war  for 
the  extermination  of  the  mosquito  and  es- 
tablished the  role  of  that  pestiferous  insect 
in  the  propagation  and  spread  of  yellow 
fever  on  an  acknowledged  scientific  basis, 
and  are  preparing  for  still  greater  sacri- 
fices of  time  and  labor  in  order  to  prevent 
a recurrence  of  the  disease  in  the  future. 
The  profession  in  its  organized  capacity  of 
the  State  Medical  Society  has  called  a spe- 
cial meeting  of  that  body  for  February  6, 
7 and  8,  in  New  Orleans,  for  the  purpose 
of  formulating  a sanitary  code  as  well  as 
to  discuss  the  mosquito  doctrine  of  yellow 
fever,  and  to  inaugurate  a campaign  of  ed- 
ucation and  prevention  along  the  lines  of 
that  theory.  But  it  is  in  his  capacity  as  a 


private  practitioner  that  I wish  more  par- 
ticularly to  discuss  the  duties  of  the  physi- 
cian to  his  fellowmen.  The  most  binding 
duty  and  the  one  from  which  there  is  no 
escape  is  faithfulness  and  fidelity  to  his  pa- 
tient’s welfare  while  under  his  care.  To 
cure  and  prevent  disease  and  to  relieve  hu- 
man suffering  is  the  first  business  of  the 
physician  and  having  once  assumed  the 
care  of  a case  he  is  bound  by  every  feeling 
of  humanity  and  sense  of  professional  ob- 
ligation to  do  everything  in  his  power  for 
the  relief  of  his  patient  and  his  speedy  re- 
storation to  health.  These  duties  often  in- 
volve great  physical  discomfort,  hardships 
and  outlay  of  time  and  means.  The  profes- 
sion of  medicine  is  pre-eminently  a human- 
itarian one  and  the  physician  as  a type  of 
the  good  Samaritan  should  be  ever  ready 
to  do  good  as  he  has  the  opportunity.  The 
rich  and  the  poor  alike  have  a claim  on  our 
kind  offices  and  do  good  unto  a'l  is  an  in- 
junction that  finds  a responsive  chord  in 
every  true  physician’s  heart.  The  physi- 
cian’s only  reward  will  often  be  the  con- 
sciousness of  duty  faithfully  and  conscious- 
ly performed.  It  is  not  to  be  understood 
from  what  I have  said  that  the  physician 
is  required  to  allow  himself  be  imposed  on 
by  the  unworthy  and  the  dishonest,  but  on 
the  other  hand,  the  laborer  should  be  con- 
sidered worthy  of  his  hire  and  he  that 
practices  medicine  should  live  by  his  pro- 
fession. For  good  and  sufficient  reasons 
every  physician  has  the  right  to  accept  or 
decline  the  care  of  any  private  or  public 
charge  offered  him,  nor  is  it  always  neces- 
sary that  he  should  make  known  his  rea- 
sons for  declining.  The  employment  of 
more  practical  business  methods  on  the 
part  of  physicians  would  be  the  means  of 
more  amicable  relations  with  their  patrons 
and  would  rebound  to  a higher  sense  of  ap- 
preciation for  their  services.  Gratitude  is 
short  lived  and  the  best  time  to  collect  a 
bill  is  before  it  has  lived  out  its  allotted 
time  of  three  score  days  and  ten,  if  by  rea- 
son of  strength  it  should  be  able  to  reach 
that  limit.  The  physician  who  is  not  pre- 
pared to  brook  frequent  exhibitions  of  in- 
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gratitude  and  lack  of  appreciation  for  hon- 
est and  sincere  endeavor  will  as  often  be 
doomed  to  humiliating  and  disheartening 
experiences.  Often  when  your  bill  is  pre- 
sented it  will  be  disputed  and  declared  to 
be  exorbitant  and  yourself  to  be  a first  class 
fake.  But  many  good  people  and  those 
who  sincerely  appreciate  your  services,  for 
different  reasons  will  expect  you  to  dis- 
count their  bills.  Some  fairly  intelligent 
people  regard  it  as  an  ill  omen  indeed  to  be 
sick  on  a birthday,  Sunday,  Christmas  day 
or  other  holidays  or  to  have  to  pay  for  med- 
ical services  rendered  on  any  of  those  days, 
thus  presenting  a phase  of  ignorance  and 
superstition  with  which  the  profession  of 
medicine  has  had  to  contend  since  its  earli- 
est history  and  as  an  example  of  his  fact 
and  as  a fitting  conclusion  to  my  paper,  I 
want  to  reproduce  in  part  what  I consider 
a very  pretty  little  Christmas  story  which 
I read  in  one  of  my  medical  journals  on  last 
Christmas  day. 

The  writer  of  the  story  was  called  some 
years  ago  to  see  the  wife  of  a Russian  re- 
cently arrived  in  this  country.  She  was 
very  ill  and  he  found  it  necessary  to  visit 
her  every  day  for  a month,  commencing 
December  15th.  She  recovered  and  in  due 
time  he  sent  his  bill.  The  husband  in  some- 
what overdue  time,  so  the  writer  stated, 
called  at  his  office  to  pay  it,  when  he  en- 
tered the  following  plea : “Mr.  Doctor,  dat 
bill  you  sendt  mein  vife,  he’s  all  dright,  but 
vone  dem  visits  you  make  mein  vife  you 
makes  him  on  a Grisdmas  day,  and  I vandt 
you  make  me  a bresent  dat  visit  you  makes 
mein  vife  ond  Grisdmas  day.”  The  writer 
said  that  the  request  was  so  original  and 
so  different  in  tone  and  spirit  from  the 
usual  peremptory  demand  for  a large  dis- 
count that  he  knocked  off  the  visit  made  on 
“Grisdmas”  day  and  made  him  a “bresent” 
of  it,  and  that  he  had  received  many  times 
the  value  of  it  telling  the  story  to  his 
friends. 


MEDICAL  SOCIOLOGY.* 

0.  N.  ARRINGTON,  M.  D., 
Brookhaven,  Miss. 

The  purposes  of  a society  are;  1.  Main- 
tenance of  the  life  of  the  society,  2.  Main- 
tenance of  the  lives  of  its  members. 

The  principal  functions  are:  A defense 
of  the  whole,  and  the  preservation  of  the 
whole  from  destructive  enemies.  It  is 
therefore  necessary  to  have  restraints  for 
the  individuals  and  from  these  restraints 
or  obligations  imposed  upon  the  whole 
there  arises  individual  benefits.  “It  is  obvi- 
ous that  the  medical  man  who  removes  pain, 
sets  broken  bones,  cures  diseases  and  wards 
off  prematrue  death,  increases  the  amount 
of  life.” — Spencer.  Likewise,  we  might 
draw  similar  conclusions  from  the  poet,  the 
historian,  the  lawyer,  the  minister,  the 
teacher,  and  the  architect,  citizens  who  all 
add  their  mite  to  the  benefit  of  the  whole, 
yet  in  none  of  these  can  we  find  any  that  is 
so  interesting  as  that  of  the  development 
of  medical  social  science.  And  we  find  so 
little  written  on  this  subject. 

Those  of  us  who  are  today  living,  pros- 
pering and  receiving  the  benefits  derived 
from  the  slow  but  progressive  evolution  of 
society  cannot  have  greater  reflective  honor 
than  to  recognize  an  appreciation  of  this 
slow  but  sacrificial  progress  made  by  those 
who  have  preceded  us.  While  we  recognize 
the  fact  that  the  father  of  medicine  planted 
the  seed  which  has  produced  medical 
anthroponomics  from  four  hundred  years 
before  Christ  to  the  present  day;  yet  we 
cannot  read  the  history  of  medicine  with- 
out being  impressed  with  the  fact  that 
there  has  been  more  developed  within  the 
past  one  hundred  and  fifty  years  than  there 
was  from  all  the  time  following  the  life  of 
Hippocrates  to  within  one  hundred  and 
fifty  years  ago. 

The  ancient  Egyptians  believed  in  vari- 
ous methods  of  cure;  some  inclined  to  sor- 
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eery,  formulae,  etc.  Others  believed  in 
drugs  derived  from  plants  and  minerals, 
but  the  best  doctors  of  that  time  carefully 
avoided  binding  themselves  to  any  exclu- 
sive method,  suiting  their  remedies  to  the 
peculiarities  of  their  respective  patients. 
This  selective  method  has  inclined  down  to 
this  present  day,  until  what  we  call  regular 
physicians  or  surgeons  who  accept  and 
exercise  all  truth  to  the  end  of  relief  for 
the  suffering  of  humanity.  The  regular 
practitioner  of  today  might  be  considered 
an  f^fficer  of  the  state,  being  duly  licensed 
and  - obligated  by  the  license  given  him  at 
graduation.  His  well-developed  knowledge 
of  the  science  of  medicine  enables  him  to 
operate  under  well-recognized  and  proven 
methods  to  the  great  advantage  of  himself 
and  of  suffering  humanity,  to  do  the  great- 
est good  to  the  greatest  number.  We 
should  not  lose  sight  of  one  main  issue,  that 
is  the  attainment  of  truth  and  the  publica- 
tion of  this  to  the  end  of  standardizing 
these  truths  in  one  school,  making  it  impos- 
sible for  quacks,  sorcerers  and  the  dealers 
of  the  black  hand  to  ply  their  chicanery  to 
the  grasping  hope  of  the  sick  and  the  dis- 
eased of  body  and  mind. 

Let  me,  therefore,  hasten  to  draw  this 
conclusion  for  our  great  and  honored  pro- 
fession. Let  us  apply  well  the  recognized 
and  time-honored  remedies  that  have 
proven  themselves  beyond  the  vale  of  ex- 
perimentation. Let  us  be  slow  to  experi- 
ment and  grasp  too  quickly  at  the  new  un- 
proven theories  of  the  novelist  of  today 
which  glitter  and  sparkle  but  for  a time 
and  then  have  to  go  into  the  discard.  This 
causes  our  science  to  appear  to  be  an  ex- 
perimentation altogether,  and  before  we 
have  established  any  one  fact  we  find  our- 
selves reversing  our  former  practices, 
thereby  proving  to  the  world  that  we  are 
unfit  to  establish  new  truth. 

Quoting,  in  part,  from  Harlow  Brooks, 
J.  M.  A.,  July  2,  1927,  “Misunderstandings 
have  arisen  it  is  true,  honest  misunder- 
standings between  the  profession  and 
some  worthy  public  health  activities.  Was 


there  ever  progress  without  argument? 
There  is  little  or  none  in  those  activities 
controlled  by  the  United  States  Public 
Health  Service,  or  in  those  of  the  state  or 
city  health  departments  when  they  have 
been  controlled  and  directed  by  trained 
medical  men.”  Such  misunderstandings, 
he  says,  “have  almost  without  exception, 
originated  when  we  have  been  asked  to 
abrogate,  to  forget,  our  scientific  training, 
or  when  our  code  of  ethics  has  been  ruth- 
lessly ignored.  . . . What  does  the  physician 
in  family  practice  resent  in  the  activities  of 
public  health?  He  resents  the  nurse  doing 
the  work  of  physicians,  making  diagnoses 
and  dictating  treatments  which  the  family 
physician  shall  carry  out.  He  resents  the 
underpaid,  time-serving  employee  of  the 
department  who,  from  the  wealth  of  his 
experience,  minimizes  to  school  children  the 
work  and  ridicules  the  respect  of  the  family 
doctor.  He  resents,  too,  wholesale  vaccina- 
tions and  other  evidences  of  legal  but  bad 
practices.  He  resents  the  snap  diagnosis  of 
an  employee  of  a department  in  a case  to 
which  he  has  given  serious  and  experienced 
study.”  Suffice  it  to  say  that  free  examina- 
tion of  the  poor,  that  the  free  public  clinic, 
that  the  free  examination  of  school  chil- 
dren, a good  so  broad,  so  benevolent,  so 
charitable,  so  great  when  properly  carried 
out  by  men  in  our  own  profession  handled 
and  supported  by  them,  cannot  but  finally 
work  the  greatest  good,  not  only  to  the 
public  in  general,  but  to  our  honored 
profession. 

“Numberless  are  the  confidences  locked 
up  in  the  bosoms  of  physicians;  and,  in 
behalf  of  our  social  order.  Heaven  is  to  be 
thanked  they  are  locked  up.”  Medical  men 
are  always  to  be  open  and  frank  in  their 
communications  to  all  social  orders  of  truth 
but  never  to  be  a news  box  or  a source 
for  tattlers  to  comment  upon  their  say- 
ings. We  should  keep  constantly  abreast 
with  progress  and  mark  well  our  step  of 
vaunted  remedies,  prophylaxes  and  cures 
in  keeping  with  truth.  For,  as  one  writer 
has  pointed  out,  “Should  Henry  Ward 
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Beecher  come  back  to  his  pulpit,  he  would 
find  his  preachment  just  as  understand- 
able and  effective  as  in  his  day.  Should 
Chief  Justice  Marshall  return  to  his  bench, 
he  would  find  the  law  unchanged  and  his 
decisions  acceptable.  But  should  the  most 
competent  physician  or  surgeon  of  fifty 
years  ago  return  he  would  be  at  a loss, 
for  the  physician  would  be  obliged  to 
study  medicine  over  again,  and  the 
surgeon  would  not  be  able  to  do  the 
ordinary  work  required  in  the  operat- 
ing room.”  Just  here  I do  not  wish  to  be 
infidelic  or  to  spread  any  suspicion  or 
doubt  upon  the  most  wonderful  discoveries 
of  science,  and  I wish  to  state  furthermore 
that  antitoxin  has  brought  to  the  human 
race  one  of  the  greatest  resources  of  relief 
to  the  suffering,  but  I can  recall,  in  my 
own  short  period  of  practice,  when  500 
units  was  used  as  a prophylactic  and  1000 
units  was  used  as  a curative  dose,  whereas, 
tnow,  it  is  generally  conceded  by  the  best 
authorities  that  the  initial  curative  dose 
should  not  be  less  than  10,000  units.  I can 
recall  further,  twenty  years  ago,  calomel 
was  considered  an  indispensable  drug  in 
the  care  and  treatment  of  typhoid  fever, 
whereas,  now,  the  physician  giving  a dose 
of  calomel  in  the  course  of  typhoid  fever 
would  be  open  to  severe  criticism  by  our 
profession  and  not  guiltless  of  crime  in  the 
courts  of  justice. 

I wish  to  note,  in  passing,  that  the  prac- 
tice of  medicine  has  developed,  as  I think, 
under  the  two  great  divisions:  First,  the 

art  of  medicine  was  practiced  by  the  an- 
cients and  the  great  medical  lights  noted 
in  ancient  sociology  gave  themselves  more 
or  less  to  the  great  art  of  healing,  and  one 
gets  the  impression  that  they  held  their 
sociological  relationship  to  each  other  in 
profounder  respect,  and  in  this  initial 
period  was  developed  the  greatest  medical 
sociological  creed  from  which  we  have 
never,  to  this  day,  departed;  second,  the 
science  of  medicine  which  has  come  to  us 
principally  within  the  last  one  hundred  and 
fifty  years  through  a thorough  understand- 


ing of  disease  and  its  causative  factor. 
The  principals  of  these  sciences  are  bacte- 
riology and  pathology.  Pasteur,  Lister  and 
Koch  are  the  initial  promoters  of  the 
science  of  from  cause  to  effect.  Medical 
development  has  been  more  or  less  in- 
volved in  the  ecclesiastical  influence  from 
the  beginning  of  man.  The  priesthood 
originally  administering  not  only  to  the 
spiritual  needs  but  to  the  physical  needs 
also.  This  influence  had  a most  serious 
objection  to  post-mortems  and  human  dis- 
sections. Human  dissections  were  not  ’ler- 
mitted  until  1306  and  then  on  criminal 
bodies  from  the  gallows.  It  can  be  seen, 
therefore,  that  there  was  great  and  suffi- 
cient reason  for  the  healing  art  to  be 
predominant  in  the  minds  of  medical  men 
of  those  days.  Now  that  dissections  are 
authorized  by  legal  enactment  anatomy  of 
the  most  delicate  structure  may  be  studied. 
Pathology,  bacteriology  and  serology  are 
made  possible  by  the  compound  microscope. 
These  sciences  have  not  yet  reached  their 
zenith  and  such  new  fields  as  the  labora- 
tory or  the  roentgen  ray  have  perfected 
the  science  of  medicine  to  such  a degree 
that  the  student  knows  while  the  artist  or 
clinician  does.  The  advance  of  these 
sciences  has  so  elaborated  medicine  and  so 
widened  our  knowledge  of  the  healing  of 
the  human  body  that  to  comprehend  the 
whole  field  seems  to  be  now  almost  an  im- 
possibility and  the  end  is  not  yet.  The 
specialists  have  come  into  their  own  and 
the  family  physician  has  been  almost  min- 
imized to  a degree  that  he  can  have  no 
place  in  human  economy  in  the  not  far  dis- 
tance. We  should  not  wail  or  bemoan  our 
plight  for  the  evolution  of  human  society 
has  demanded  these  changes  and  it  should 
be  a congratulatory  privilege  for  us  to  have 
met  them  in  so  proud  a fashion  of  modern 
medicine.  This  rapid  development  of  recent 
years,  however,  has  almost  divorced  medi- 
cine from  church  influence,  and  the  science 
may  advance  unhampered  except  from  a 
few  anti-vivisectionists  who  write  long  and 
hard  in  the  scientific  magazines  against 
vivisection  and  yet  will  eat  the  flesh  of  in- 
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nocent  lambs  slain  for  their  luncheon.  But 
the  hospital  has  replaced  for  sectarian  and 
religious  workers  the  open  field  for  ben- 
evolent work,  and  this  institution  has  be- 
come one  of  pride  to  every  heart  that  beats 
with  the  impulse  of  love  for  human  science. 
This  institution  has  become  the  medical 
man’s  workshop  and  the  medium  through 
which  much  scientific  knowledge  is  obtained 
and  much  art  of  healing  performed.  It 
would  now  be  as  difficult  to  keep  people 
from  the  hospital  as  it  was  ten  years  ago 
to  get  them  to  it.  We  could  never  have 
developed  this  institution  to  its  present- 
day  efficiency  without  the  trained  nurse. 

CRIMINAL  ABORTIONS. 

There  is  no  segment  of  the  whole  social 
cycle,  medical  or  moral,  in  general,  that  is 
filled  with  so  much  grave  responsibility  as 
that  of  the  medical  man  in  this  phase  of 
his  responsibility.  The  young  doctor  with 
his  great  ambition  to  win  new  friendship 
and  the  old  medical  man  with  his  ambitions 
to  favor  a long  and  faithful  client  has  this 
temptation  presented  to  his  door  far  more 
often  than  is  generally  thought.  In  re- 
viewing the  laws  of  our  great  common- 
wealth of  Mississippi  we  note  that  the 
physician’s  license  may  be  revoked  for 
three  outstanding  guilts:  First,  perform- 

ing a criminal  abortion;  second,  for  violat- 
ing the  Federal  anti-narcotic  laws;  third, 
for  habitual  drug  addiction.  So,  review- 
ing the  functions,  a defense  of  the  whole 
being  a principal  fiber,  it  is  necessary  for 
the  human  race  to  strengthen  itself  by  the 
reproduction  of  its  kind.  In  order  to  pro- 
duce the  best  results  in  the  reproduction  of 
the  human  strain  it  is  necessary  for  society 
to  forestall  this  evil,  and  we  should  not  put 
on  the  soft  pedal  when  it  comes  to  the  con- 
demnation of  this  evil.  I do  not  know  of 
my  own  knowledge  whether  any  medical 
man  in  the  state  of  Mississippi  would  be 
so  low  as  to  stoop  to  this  form  of  crime,  but 
it  is  currently  rumored  that  we  have  some 
medical  men  who  are  lax  in  this  practice  if 
not  actually  indulged  in  the  production  of 
criminal  abortions.  I think  it  would  be 


well  for  us  to  review  the  whole  situation 
and  to  loudly  decry  this  practice,  and  if 
there  be  those  found  among  our  ranks  who 
are  guilty  there  should  be  every  effort  on 
the  part  of  the  medical  profession  to  bring 
these  men  to  the  bar  of  justice,  and  if 
proven  guilty,  prosecuted  to  full  extent  of 
the  law  and  forever  barred  from  the 
medical  profession  as  a stench  to  human 
society. 

LIFE  AND  SICK  ACCIDENT  EXAMINATIONS  AND 
REPORTS. 

Practically  all  the  heads  of  business  and 
families  of  today  carry  life  insurance  based 
upon  insurability  and  life  expectancy,  as 
measured  by  the  medical  profession.  Sick 
and  accident  insurance  has  of  recent  years 
been  very  sporadic  and  most  phenomenal 
in  its  growth.  An  imperfect  science  like 
the  science  of  medicine  has  been  depended 
upon  to  set  the  working  basis  of  health 
and  disability  from  accident  and  sickness 
at  the  doors  of  the  medical  man.  Just 
where  health  ends  and  sickness  begins 
theoretically  is  very  easy,  but  when  we 
analyze  it  as  being  based  upon  two  great 
sources  of  information,  first,  subjective, 
and,  second,  objective,  we  sometimes  find 
ourselves  very  seriously  blocked  in  our 
interpretation  of  the  rights  of  a client,  and 
we  find  ourselves  called  upon  to  serve  as 
judge  and  jury  in  a sick  and  accident 
claim.  This  position  is  one  not  very  at- 
tractive to  the  highly  moral  medical  man, 
seeing  that  the  ideas  of  his  client  may  be 
in  serious  conflict  with  his  own  judgment 
in  a claim  on  such  insurance.  Theoretically, 
sick  and  accident  insurance  is  a wonderful 
thing  for  the  protection  of  human  society, 
and  yet  I fear  that  we  are  not  now  to  the 
point  in  its  development  where  justice  and 
equity  can  be  measured  by  us  for  this  form 
of  protection.  The  medical  man  who  may 
be  so  inclined,  may  prepare  a claim  so  that 
it  will  work  an  injustice  on  the  company 
primarily,  but  secondarily  by  upsetting  the 
whole  system,  and  not  only  making  an 
inequity  in  an  honest  business  but  reacts  to 
the  detriment  of  the  entire  scheme.  So,  in 
this  peculiar  phase  of  our  social  develop- 
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ment,  we  need  men  who  will  follow  the 
lines  of  the  highest  ethical  standards. 

In  reviewing  our  study  it  is  interesting 
to  note  that  the  art  of  medicine  and  the 
science  of  medicine  arose  in  the  beginning 
of  man  from  the  physical  needs  of  his 
personal  and  physical  suffering.  It  is  a 
vital  characteristic  of  the  human  race  that 
wherever  a need  arises  this  need  is  sooner 
or  later  fulfilled  in  some  sort  of  fashion; 
man  being  the  highest  specimen  of  the 
architecture  of  God.  The  art  of  medicine 
finally  being  released  from  ecclesiastical 
prejudices  and  the  hospital  an  admirable 
adjunct  of  medicine  being  substituted  for 
their  original  claim,  and  certain  human 
bodies  being  turned  over  after  death  for 
real  study  and  investigation,  has  released 
the  profession  to  the  acquirement  of  real 
truth  and  knowledge.  This  development  is 
left  largely,  and  I should  say,  almost 
totally,  to  the  personnel  of  medical  men 
and  medical  minds.  This  development  has 
gone  on  principally,  and  of  right  should 
have  been,  through  two  great  and  out- 
standing influences,  the  influence  of  the 
medical  school  and  the  influence  of  the 
medical  society.  The  modern  medical 
school,  backed  and  supported  by  the  best 
men  of  the  profession  of  today,  has  made 
a wonderful  progress  and  is  deserving  of 
our  commendation,  support  and  endorse- 
ment. In  common  parlance  the  medical 
school  takes  the  applicant  for  the  work 
commended  to  them  for  their  moral  char- 
acter and  intellectual  attainments  in  the 
form  of  educational  acquirements  and 
through  a standard,  studious  process  of 
graded  teaching  and  training,  undertakes 
to  mould  the  medical  fiber  of  our  profes- 
sion for  tomorrow.  It  is  not  difficult,  if  I 
may  be  allowed  to  judge,  to  weed  out  the 
intellectual  weaklings  or  those  not  compe- 
tent to  take  the  scientific  training  and  per- 
fection; but  I have  some  reservations  in 
mind  if  the  schools  are  doing  enough  in 
looking  into  the  character  of  the  students 
of  medicine  as  they  should. 


Now  comes  last,  but  not  least,  the  medi- 
cal man  and  his  society.  The  organization 
of  medical  men  into  medical  societies  comes 
in  for  the  lion’s  share  of  praise  for  all  of 
the  attainments  of  modern  medicine  and  I 
think  the  fact  that  medical  societies  have 
developed  principally  during  and  since  the 
eighteenth  century,  that  the  outstanding 
discoveries  in  medicine  have  been  since 
that  date,  is  fair  proof  of  this  assertion. 
Also  reviewing  it  is  a fact  that  the  ex- 
ample of  New  York  was  followed  in  the 
legalizing  of  medical  societies  and  by  1850 
nearly  qvery  state  in  the  Union  had  laws 
enacted  providing  for  medical  societies. 

The  Woman’s  Auxiliary,  a development 
of  recent  years,  has  an  enviable  scope  of 
social  work  in  the  profession  and  is  living 
up  to  that  expectancy  as  the  work  of  noble 
women  always  does. 

During  the  student  days  of  the  medical 
man  he  forms  his  ties  of  friendship  as 
binding  and  as  lasting  as  the  endless  cir- 
cle of  the  wedding  ring,  and  it  is  easy  for 
him  to  cultivate  a love  for  his  calling, 
teachers  and  his  college  chums.  On  enter- 
ing the  career  of  a practitioner  he  finds 
his  old  companions  scattered  to  the  four 
winds  of  the  earth  and  faces  the  competi- 
tion of  the  world  for  a survival  of  the  fit- 
test. A few  of  the  weaker  minds  and 
weaker  characters  change  their  schemes 
with  methods  of  prey  upon  the  sick  and 
the  uncanny.  A few,  and  I would  that 
there  were  more,  load  their  hearts  with  a 
passion  of  love  for  their  fellows  with  a 
determination  to  follow  the  truth  as  found 
in  the  true  science  of  medicine,  recogniz- 
ing the  opinions  and  finding  of  their  fel- 
lows, associating  themselves  with  their 
medical  societies  and  taking  no  opportunity 
to  back-bite  and  pulling  hard  to  a common 
good  and  to  a common  end.  I know  no 
better  criterion  to  work  upon  than  to  in- 
sist that  those  who  enter  the  study  of  medi- 
cine be  required  to  stand  as  exacting  test 
morally  as  of  mental  attainments  and  for 
us  as  older  practitioners  to  purge  our  ranks 
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of  those  who  are  unworthy  on  account  of 
violations  of  the  laws  of  the  country. 

DISCUSSION. 

Dr.  G.  S.  Bryan  (Amory) : Mr.  President  and 

Gentlemen:  This  is  a very  important  subject 

that  Dr.  Arrington  has  brought  to  us  for  con- 
sideration, and  I also  think  it  is  a very  splendid 
presentation  of  the  subject,  and  I am  a little  bit 
hesitant  about  undertaking  to  open  he  discussion 
of  the  subject,  yet  it  is  with  much  pleasure  that 
I do. 

We  are  taught  in  Scripture  that  no  man  lives 
unto  himself,  and  no  man  dies  unto  himself.  It 
is  true,  I think,  I know  it  is  true;  it  is  particularly 
true  of  Doctors,  yet  I fear  that  we  as  Doctors 
think  very  little  along  that  line.  Dr.  Arrington 
brought  out  that  every  bone  set,  every  bone  or 
lesion  was  not  only  a service  to  the  individual,  but 
to  the  public,  and  that  is  true,  but  in  the  field  of 
curative  medicine  I think  we  can  do  the  most 
good  as  socialists — it  is  in  this  field  of  medicine 
that  I think  we  can  do  the  most  good.  I want  to 
illustrate  by  a story  that  I used  to  tell.  Soon  after 
the  World  War,  as  that  is  the  only  war  I ever 
remember,  there  came  into  my  office  a man  in 
uniform.  He  introduced  himself  to  me  as  Maj. 
Somebody,  said  he  belong  to  the  United  States 
Public  Health  department;  that  he  had  been 
loaned  to  the  State  of  Mississippi  to  make  a 
malarial  survey;  that  he  had  come  into  my  county, 
and  naturally  thinking  the  county  health  officer 
lived  in  the  county  seat  rather  than  out  in  a 
small  town,  he  had  gone  first  to  the  county  seat 
and  inquired  for  the  county  health  officer.  At 
that  time  I was  acting  as  county  health  officer, 
and  he  said  to  me  “I  am  leaving  the  county,  and 
only  came  up  to  present  my  compliments  to  you 
and  tell  you  why  I am  leaving  your  county  with- 
out putting  on  the  survey.”  He  said,  “Well,  in 
your  county  site  I visited  each  of  the  Doctors  and 
they  measured  up,  I think  quite  well  with  the 
Doctors  in  any  town  in  the  state  of  Mississippi.” 
He  said,  “I  got  very  little  sympathy — very  little 
co-operation.  I went  to  one  of  the  most  promin- 
ent physicians  of  the  town  and  asked  him  if  he 
was  willing  to  cooperate  and  he  said  (pardon  the 
language)  “Hell,  no  why  should  I cooperate  with 
you  in  stamping  out  malaria?  I asked  him  “Pray, 
why  shouldn’t  you?”  and  he  said,  “For  the  simple 
reason  that  more  than  50  per  cent  of  my  work  is 
from  malaria.”  He  said,  “I  am  shaking  the  dust 


of  the  country  off,  because  I find  that  sentiment 
here.”  Pretty  soon  he  had  shaken  the  dust  of 
the  State  of  Mississippi  off  and  was  gone.  I 
am  wondering  if  he  found  that  same  sentiment 
elsewhere. 

It  was  my  good  fortune  some  years  ago  to  take 
a small  part  with  Dr.  Darrington  and  others  pre- 
sent, in  putting  on  a program  of  public  health  and 
hygiene  in  the  State  of  Mississippi.  We  were  up 
against  a stone  wall.  There  semed  to  be  no  open 
avenue,  and  I remember  that  I myself  suggested 
to  the  Board  that  we  put  on  a campaign  of  educa- 
tion, go  direct  to  the  people,  and  it  was  something 
new  at  that  time.  We  hired  a man  to  canvass 
the  state  and  talk  to  the  lay  people  on  the  sub- 
ject of  health  and  the  prevention  of  disease.  It  is 
now  bearing  splendid  fruit.  Mississippi  is  com- 
ing into  her  own,  so  I want  to  say  this  not  as  a 
Public  Health  officer,  not  a member  of  the  staff 
of  the  State  Board  of  Health,  but  as  individual 
practitioner,  I want  to  appeal  to  every  one  of 
you  and  try  to  impress  on  you  that  I think  the 
most  important  duty  devolving  on  any  physician  is 
not  to  cure  sickness,  but  to  prevent  sickness,  and 
thereby  lengthen  the  span  of  human  life  and 
add  to  the  happiness  and  to  the  prosperity  of  the 
state.  Last  week  in  a convention  that  was  held 
in  the  city  of  Memphis — I think  it  was  Child’s 
Welfare,  I forget  the  name  of  the  convention,  but 
there  were  2500  delegates  there  and  Dr.  Lyman 
Fisk  made  this  rather  startling  statement,  start- 
ling to  me  at  least.  He  said,  “I  believe  that  it 
is  possible  in  the  lifetime  of  those  now  living  to  ex- 
tend the  span  of  human  life  from  45  to  60  years, 
not  by  curing  disease  but  by  teaching  the  people 
the  cause  of  sickness  and  showing  them  that  the 
prevention  of  disease  is  almost  always  near  at 
hand.  Forty-five  to  sixty  years  added  to  the  span 
of  human  life.  Isn’t  that  worth  striving  for 
friends?  I think  it  is. 

Dr.  O.  N.  Arrington  (Closing)  : Mr.  Chair- 

man, this  is  rather  a dry  subject,  and  knowing 
that  we  are  all  anxious  to  get  through,  I will  just 
give  the  rest  of  my  time.  I thank  Dr.  Bryan  and 
the  people  for  their  patient  hearing,  and  I think 
there  is  room  for  better  development  of  the 
auxiliary  of  medical  men.  I make  it  a point 
that  the  auxiliary  has  done  greater  work  toward 
the  development  of  the  social  side  of  medical 
work  in  Mississippi  than  any  other  one  function 
I know  of.  I thank  you. 
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THE  RELATION  OF  THE  SURGEON 
AND  THE  ANESTHETIST  TO 
THEIR  PATIENT. 

ISIDORE  COHN,  M.  D.,t 
New  Orleans. 

‘‘Whatever  triumphs  still  hold  the  mind, 

Whatever  gifts  shall  yet  enrich  mankind, 
Ah,  here,  no  hour  shall  strike  through 
all  the  years, 

No  hour  so  sweet  as  when  hope,  doubt  and 
fears, 

’Mid  deepening  silence  watched  one  eager 
brain 

With  Godlike  will  decree  the  Death  of 
Pain.” 

Weir  Mitchell. 

Anesthesia  as  a specialty  is  young.  In 
spite  of  the  fact  that  the  birth  of  anes- 
thesia antedated  Lister’s  remarkable  work 
by  nearly  twenty-five  years,  specialization 
in  anesthesia  is  well  within  the  memory  of 
many  of  you  who  are  members  of  this 
Association. 

The  first  to  practice  anesthesia  as  a 
specialty  in  the  United  States  was  Dr. 
Thomas  Bennet.  The  British  Association 
of  Anesthetists  was  organized  in  1897  with 
Dr.  Buxton  at  its  head.  The  American 
Association  of  Anesthetists  was  organized 
in  1912  at  a meeting  of  the  American 
Medical  Association.  Your  own  Association 
was  organized  in  1922  through  the  efforts 
of  Dr.  Hamilton  Long. 

The  first  to  practice  anesthesia  exclu- 
sively in  Canada  was  Dr.  Samuel  Johnson 
in  1907.  One  of  the  first  to  devote  his  prac- 
tice to  anesthesia  in  the  South  was  Dr. 
Ansel  M.  Caine  of  New  Orleans,  who  began 
his  active  work  in  1909. 

It  must  be  a source  of  pride  to  the 
American  Anesthetists  to  note  that  our 
Canadian  neighbors  acknowledge  that 
Americans  were  pioneers  in  anesthesia, 
and  in  particular  Dr.  Samuel  Johnson  has 
stated  that  Dr.  Frank  McMechan  “stands 
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foremost  as  the  great  exponent  of  the  de- 
velopment of  the  art.” 

It  is  a privilege  to  address  an  organiza- 
tion whose  guiding  spirit.  Dr.  W.  Hamilton 
Long,  has  been  acclaimed  by  national  and 
international  bodies  as  a leader  in  foster- 
ing research,  advancing  teaching  and  who, 
by  his  untiring  efforts,  has  done  so  much 
in  the  service  of  Anesthesia. 

Of  him  it  may  be  said,  as  has  been  said 
of  Dr.  Sidney  Rawson  Wilson:  “For  him 

there  is  more  in  anesthesia  than  the  mere 
production  of  sleep.  In  it  is  wrapt  up  the 
mystery  of  life  and  death,  of  dreams  and 
awakenings,  of  the  separation  of  soul  from 
body.” 

You  have  the  privilege  of  following  in 
the  footsteps  of  those  who,  according  to  the 
late  Sir  William  Osier,  gave  the  “greatest 
single  gift  ever  made  to  suffering  human- 
ity ; at  a single  stroke  the  curse  of  Eve  was 
removed.” 

Oliver  Wendell  Holmes  said  of  the  in- 
troduction of  ether  and  chloroform,  “The 
fiercest  extremity  of  suffering  was  steeped 
in  the  waters  of  oblivion  and  the  deepest 
furrow  in  the  knotted  brow  of  agony  has 
been  smoothed  away  forever.” 

*****  4: 

In  discussing  the  subject  of  the  Surgeon 
and  His  Patient  several  problems  present 
themselves : 

1.  What  are  the  surgeon’s  obligations 
to  the  patient? 

2.  The  relation  of  the  surgeon  and  the 
anesthetist:  is  the  anesthetist  to  be  part 
of  the  surgeon’s  staff,  or  is  he  to  take  his 
place  as  a consultant? 

3.  What  is  the  relationship  of  the  anes- 
thetist to  the  patient:  is  he  to  be  merely 
one  who  puts  the  patient  to  sleep  so  that 
the  patient  will  be  oblivious  to  pain,  or 
does  he  appreciate  his  responsibilities?  Is 
he  to  be  prepared  by  proper  training  to 
meet  emergencies  and  what  constitutes 
proper  training? 
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4.  What  should  be  the  relationship  of 
the  surgeon  or  the  anesthetist  to  death, 
both  immediate  and  delayed? 

In  approaching  the  first  of  these  prob- 
lems, the  relationship  of  the  surgeon  and 
the  patient,  I must  quote  rather  freely 
from  a previous  paper  of  my  own  on  this 
subject. 

“A  surgeon  should  appreciate,  above  all, 
that  expression  of  Emerson,  ‘Character  is 
higher  than  intellect.’  You  must  agree 
that  the  surgeon  without  character  is  not 
worthy  of  the  name.” 

“When  the  patient  selects  the  surgeon, 
he  does  it  in  the  pursuit  of  happiness; 
without  health  there  can  be  no  real  happi- 
ness. Disease  distracts  one’s  attention 
from  those  things  which  he  could  do  to 
contribute  his  share  to  the  welfare  of  the 
community.  In  this  light  our  responsi- 
bility looms  large.” 

A surgeon  should  appreciate  that  he  is 
dealing  with  that  which  can  not  be  re- 
created by  the  hand  of  man ; that  the  all  to 
a family  is  in  his  hand  materially,  that 
through  neglect  or  ignorance,  an  irrepar- 
able damage  may  result. 

To  relieve  suffering,  or  preyent  it,  is 
certainly  the  most  merciful  act  given  to 
man  to  do. 

The  appreciation  of  our  moral  respon- 
sibility is  the  first  step  in  the  line  of  duty 
to  the  prospective  patient. 

Anesthesia  has  made  modern  surgery 
possible.  Modern  surgery  has  made  the 
development  in  anesthesia  a necessity. 

Crawford  W.  Long,  Morton,  and  James 
Y.  Simpson  made  their  contributions  be- 
fore Pasteur. 

Lister  linked  the  two  great  discoveries 
and  has  made  the  chain  complete. 

Increasing  knowledge  demanded  that 
new  fields  which  were  opened  to  surgery 
should  be  invaded.  The  problem  which 
confronted  surgeons  has  been  not  only  to 


make  surgery  possible,  but  to  make  it  safe. 
Many  notable  workers  have  invaded  the 
field  and  have  contributed  their  share,  but 
in  recent  years  the  most  notable  work  has 
been  the  work  of  Luckhardt. 

His  contribution  is  the  most  valuable  be- 
cause it  represents  a scientific  application 
of  a principle  which  is  based  upon  research. 

The  most  notable  contribution  in  recent 
years  has  been  the  skilled  anesthetist  and 
not  the  particular  drug,  according  to 
Finney. 

Many  of  you  like  me  can  look  back  over 
a period  of  observation  of  twenty-five 
years.  During  the  early  part  of  that  period 
we  recall  the  long  struggle  which  preceded 
the  stages  of  anesthesia,  and  the  many 
days  of  nausea,  persistent  vomiting,  urinary 
suppression,  delirium  and  the  not  in- 
frequent fatality  which  followed  in  the 
wake  of  the  operation. 

The  anesthetic  risk  was  great  because  of 
the  nature  of  the  administration  and  the 
toxic  nature  of  the  drug. 

Local  and  regional  anesthesia  were  de- 
veloped as  a means  of  obviating  the  dan- 
gers incident  to  general  anesthesia. 

Surgeons  needed  capable  anesthetists. 
Demands  in  any  field  are  never  unan- 
swered long.  Hewit,  Buxton,  Bennett, 
Gwathney,  Long,  Caine  and  others  arose 
to  sei;ve  the  cause. 

As  a class  surgeons  are  men  of  char- 
acter. In  their  desire  to  perform  their 
duty,  with  the  least  possible  morbidity  and 
mortality,  it  was  not  long  before  surgical 
literature  became  flooded  with  pleas  to 
“save  the  hundredth  man”  and  to  conserve 
the  patient’s  resistance. 

In  1909  R.  S.  Cathcart  at  a meeting  of 
the  Southern  Surgical  Association  said: 
“The  office  of  the  anesthetist  is  second  to 
none  at  an  operation,  for  upon  him  de- 
pends much  of  the  successful  termination 
of  a case.  Timidity  results  in  an  imperfect 
anesthesia,  while,  on  the  other  hand,  ex- 
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cessive  use  of  the  agent  may  kill  the 
patient  on  the  table  or  produce  serious 
post-operative  complications.  The  profes- 
sion should  encourage  men  to  become 
skilled  anesthetists.  He  should  be  thor- 
oughly reliable,  a man  of  ability  and  good 
judgment,  and  before  the  selection  of  any 
agent  for  an  anesthetic  is  made  cases 
should  be  reviewed  and  patients  examined 
with  him,  and  upon  his  advice  the  selection 
based.” 

It  remained  for  Yandell  Henderson  in 
1911  to  bluntly  reveal  the  truth  in  regard 
to  fatalities  following  ether  anesthesia.  He 
said:  “The  majority  of  all  deaths  under 

anesthesia  fall  into  one  or  the  other  of 
two  general  classes:  those  of  primary  res- 
piratory failure,  and  those  in  which  sud- 
den cardiac  standstill  is  the  critical  feature. 
The  attitude  of  surgeons  towards  these 
two  forms  of  death  presents  a peculiar 
contrast.  They  blame  the  first  on  the 
anesthetist,  the  second  on  the  patient.” 

“The  principal  point  which  I wish  to 
urge  in  this  paper  is  that  in  the  large 
majority  of  fatalities  of  the  cardiac  type 
these  expressions  are  mere  excuses.” 

“I  believe  that  these  forms  of  death  and 
in  fact  by  far  the  greater  number  of  all 
deaths  under  anesthesia  are  fundamentally 
due  to  acapnia  resulting  from  the  excessive 
pulmonary  ventilation  of  the  stage  of  ex- 
citement.” 

Raymond  Coburn  in  1913,  pleading  for 
better  anesthesia,  said : “To  handicap 

Nature  needlessly  with  the  anesthetic  is 
sometimes  to  turn  the  tide  of  battle  against 
the  one  we  are  striving  to  aid.’” 

Following  the  valuable  teaching  of  Hen- 
derson, we  find  A.  D.  Bevan  in  1915  advo- 
cating “drop  ether  and  gas  and  oxygen.” 

In  1927  the  American  Surgical  Associ- 
ation expressed  its  interest  by  way  of  a 
symposium  which  was  participated  in  by 
Bevan,  Richardson,  Finney  and  others.  In 
summary  their  conclusions  were  for  better 
anesthesia.  We  need  more  time  devoted  to 


teaching  of  the  subject  and  consequently 
more  skilled  anesthetists.  Finney  said: 
“The  greatest  advance  toward  the  solution 
of  this  question  of  anesthesia  is  the  intro- 
duction of  the  trained  anesthetist.” 

Surgeons  are  no  longer  willing  to  per- 
mit the  use  of  the  expression  “unavoidable 
surgical  calamity.”  Cutter  say:  “In  the 

ultimate  analysis  poor  judgment  is  more 
often  a tenable  expression.” 

In  spite  of  the  above  and  more,  we  find 
that  A.  E.  Rives  has  recently  stated  that 
anesthetist’s  associations  have  met  with 
opposition  by  organized  medicine.  He  asks 
the  question : “Whether  this  is  because  of 

the  normal  tendency  to  retard  progress, 
and  out  of  ignorance  of  the  subject  in 
question,  prejudice,  jealousy  or  all  three 
we  do  not  know.” 

My  own  observation  and  my  contact  with 
surgeons  as  a whole  is  certainly  contradic- 
tory to  such  statements. 

There  is  neither  ignorance,  prejudice, 
nor  jealousy  in  the  minds  of  leaders  in 
either  field,  but  there  is  a demand  for  better 
work,  based  on  more  information  in  each 
branch. 

See  what  C.  Hirsch  has  to  say : “ ‘Safety 
first’  is  the  slogan  we  all  have  before  us. 
A path  can  be  found  through  the  anes- 
thetic jungle,  where  dread  spectres  of  sud- 
den death  once  lurked.  These  spectres  can 
be  banished.  The  seashore  of  our  anesthe- 
tic dream  need  not  in  future  be  strewn  with 
wreckage.  The  barque  of  life  under  our 
guidance  need  not  drift  from  its  anchor- 
age in  a sheltered  harbour,  nor  plunge  into 
a storm  tossed  ocean,  to  be  prosecuted  by 
tormenting  winds  or  battered  by  immense 
waves.” 

The  late  Stanley  Wilson  insisted  on  the 
value  of  breath-holding  tests,  blood  pres- 
sure and  other  equally  valuable  means 
which  are  available  to  the  anesthetist  for 
the  benefit  of  the  patient: 

Charles  T.  Hirsch  said : “The  chances 

of  the  patient  may  be  likened  to  that  of  a 
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snowball  in  hell,  unless  these  matters  be 
considered  and  we  nourish  our  minds  with 
the  combined  vintage  of  the  experiences  of 
those  who  have  devoted  thought  and  time 
in  these  side  lanes  of  research,  which  have 
proved  not  to  be  blind  alleys.” 

These  quotations  emphasize  the  true  part- 
nership of  responsibility  which  exists. 
Let  us  separate,  if  we  can,  the  responsi- 
bility.” 

The  surgeon  must  realize  his  moral  re- 
sponsibility not  to  undertake  a surgical 
operation  on  a patient  until  he  has  a com- 
plete record  of  the  individual  patient’s 
physical  condition.  The  existence  of  a de- 
fect which  is  mechanically  remediable  is 
not  an  indication  for  surgery.  If  the  risk 
involved  is  greater  than  the  prospects  for 
a safe  recovery,  the  operation  is  not  justi- 
fiable unless  it  is  a question  of  death  with- 
out intervention. 

To  decide  this  question  judgment  is 
required. 

Judgment  is  the  result  of  observation, 
but  this  must  be  done  with  an  inquisitive 
eye;  otherwise,  time  and  opportunity  are 
wasted. 

Experience  enables  one  to  form  judg- 
ment more  readily  than  his  less  experi- 
enced colleague.  But  if  that  experience 
has  not  been  coupled  with  a progressive 
appreciation  of  the  ever-increasing  number 
of  laboratory  tests,  judgment  then  will  be 
fallacious  in  an  ever-increasing  proportion, 
because  of  the  fallaciousness  and  unde- 
pendability of  intuition. 

Even  with  the  exercise  of  the  greatest 
care  errors  in  judgment  are  made. 

In  order  to  reduce  morbidity  and  mor- 
tality the  surgeon  must  be  qualified  to 
approach  the  diseased  organ  in  a direct 


manner.  This  can  be  done  by  the  appre- 
ciation of  the  value  of  detailed  anatomic 
knowledge. 

This  coupled  with  gentle  manipulations 
shorten  the  operation  and  diminishes  the 
insult  from  the  operation. 

If  the  surgeon  has  been  honest  in  his 
advice,  painstaking  in  the  analysis  of  the 
patient’s  vital  capacity,  properly  prepared 
to  execute  the  operation,  and  careful  in  the 
selection  of  a qualified  anesthetist,  he  has 
done  all  but  one  thing  within  his  power  for 
the  welfare  of  the  patient. 

The  one  thing  left  to  be  done  is,  with 
the  counsel  of  the  anesthetist,  the  selection 
of  that  anesthetic  best  suited  to  the  needs 
of  the  particular  patient. 

Keen  said  that  “the  ideal  anesthetic  will 
abolish  pain  by  the  abolition  of  conscious- 
ness, but  without  danger  to  life.” 

All  are  agreed  that  the  ideal  anesthetic 
has  not  been  discovered ; that  all  anesthetic 
agents  are  toxic  in  a greater  or  lesser 
degree;  that  the  selection  of  the  anesthetic 
is  a matter  of  greater  importance. 

Primrose,  Ross  and  Harding  have  within 
the  last  two  years  discussed  in  their  pub- 
lications the  subject  of  training  of  the 
anesthetist. 

Harding’s  expression  summarizes  a 
great  need  “to  be  a specialist  takes  two  to 
three  years  to  learn  his  work.  He  must 
not  only  know  how  to  give  an  anesthetic, 
but  when  to  give  them,  and  when  not  to 
give  them  and  what  anesthetic  to  use.” 

Sidney  R.  Wilson  said : “In  no  sphere 

of  practical  medicine  have  the  extraordi- 
nary developments  in  physiology  and  phar- 
macology exerted  a greater  influence  than 
in  the  realm  of  anesthetics.” 
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A.  L,  Fleming  in  his  presidential  ad- 
dress before  the  British  Medico-Chirugical 
Society  stated : “It  is  I think  no  exagger- 

ation to  say  that  the  goal  eivery  modern 
anesthetist  tries  to  keep  in  view  is  to  con- 
duct his  administration  on  purely  physi- 
ological lines;  his  ideal  is  to  keep  and  to 
leave  the  patient  normal  or  physiological 
and  it  is  chiefly  by  observing  certain  rather 
complicated  reflex  phenomena  that  he  gets 
near  his  goal.” 

If  this  be  the  goal  how  can  we  expect  it 
to  be  reached  unless  the  men  who  qualify 
pay  more  attention  to  the  results  of  modern 
physiological  research. 

So  long  as  anesthetists  as  a group  are 
not  trained  in  physiology,  pharmacology, 
chemistry  and  physical  diagnosis,  so  long 
as  they  are  willing  to  walk  into  an  operat- 
ing room  and  administer  ethylene  and 
other  anesthetic  agents  without  ever  hav- 
ing seen  the  patient  before;  so  long  as 
they  are  unwilling  to  accept  responsibility 
for  complications  and  even  fatalities;  so 
long  as  the  anesthetist  feels  a personal 
affront  if  the  suggestion  is  made  that  the 
anesthetic  has  been  faulty  and  that  some 
post-operative  complication  has  been  due 
to  some  failure  on  his  part,  just  so  long 
will  the  anesthetists  not  reach  the  goal 
which  their  position  in  the  operative  team 
should  be. 

How  can  we  continue  to  speak  of  con- 
serving resistance  and  other  superlative 
idealistic  conceptions  when  our  practice 
does  not  co-ordinate  with  our  profession. 

Let  us  hope  that  the  dawn  of  a new  day 
is  not  distant,  then  as  now  the  true  anes- 
thetist may  well  wear  the  badge  of  the 
Canadian  Anesthetist,  “We  safeguard 
those  who  sleep.” 


STANDARD  MILK  ORDINANCE.* 

A PLEA  FOR  UNIFORMITY  IN  PROCEDURE 
AND  ACTIVE  SUPPORT  OF  THE 
MEDICAL  PROFESSION. 

L.  S.  FRANK,  M.  D., 

Montgomery,  Ala. 

The  subject  of  milk  control  is  like  every 
other  detail  subject,  so  vast  that  all  I can 
hope  to  do  in  the  short  time  that  can  be 
allotted  to  any  one  paper  in  a course  like 
this,  is  to  jump  swiftly  from  crag  to  crag 
and  touch  on  the  outstanding  peaks  of  the 
subject,  and  then  look  back  and  hope  to  see 
those  peaks  lined  up  behind  us,  and  hope 
that  you  who  are  interested  may  possibly 
look  back  or  retrace  your  steps  and  in- 
vestigate what  may  lie  upon  the  slopes  of 
the  mountains  over  which  we  have  jumped, 
and  possibly  you  can  get  down  to  the 
valleys.  I therefore  will  have  to  speak 
quickly  and  possibly  a little  bit  more  con- 
centratedly  than  you  like.  I will  try  to 
outline  the  subject  about  in  this  way. 

1.  Why  do  we  need  a standard  milk 
control  program? 

2.  What  has  been  the  history  of  the 
standardized  milk  program  in  the  United 
States  ? 

3.  What  does  the  future  offer,  and  how 
can  the  Medical  profession  relate  itself  to 
it  in  such  a way  as  to  be  most  helpful  to 
the  movement? 

First  then  in  regard  to  the  reason  for  a 
standard  milk  program.  Why  do  we  need 
standard  methods  of  milk  control?  I 
think  I can  explain  that  most  simply, 
most  clearly  by  saying  that  it  is  analgous 
to  the  need  for  a common  language;  that 
it  is  analgous  to  the  need  for  a common 
monetary  system  in  this  country;  that  the 
business  of  a standard  milk  control  is  very 
similar  to  what  would  be  true  if  we  were 
to  have  in  Meridian  the  use  of  dollars  and 
cents,  in  Jackson  the  use  of  marks,  and  in 
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Gulfport  the  use  of  the  lira.  We  would 
not  understand  each  other,  and  in  not 
understanding  each  other  we  would  fail 
to  have  confidence  in  each  other,  and  fail- 
ing to  have  confidence  in  each  other,  we 
would  fail  to  make  the  ideal  progress. 

Certainly  the  history  of  milk  control  has 
demonstrated  that  we  have  failed  to  make 
the  ideal  progress.  I do  not  know  how 
many  of  you,  who  have  had  occasion  to 
investigate  the  source  of  the  milk  supply 
of  this  country,  know  as  you  go  from  state 
to  state  that  it  is  impossible  for  you  to 
have  confidence  in  any  milk  supply,  and  if 
you  move  your  family,  it  takes  you  quite  a 
while  to  know  that  the  milk  is  what  you 
can  trust.  You  do  not  know  the  Health 
Otficer,  you  do  not  know  that  you  can  have 
confidence  in  his  work.  And  if  you  know 
what  I know,  you  know  that  the  vast  ma- 
jority of  health  officers  have  far  less  con- 
trol in  the  milk  department  than  anywhere 
else.  Certainly  milk  control  has  not  been 
taught  in  our  public  schools.  Certainly  it 
is  not  yet  being  taught  in  our  schools  of 
medicine,  in  our  schools  of  engineering, 
from  which  some  of  the  men  are  taken, 
and  the  truth  is  that  the  majority  of  men 
when  they  are  given  milk  control  know 
very  little  or  nothing  about  the  subject, 
and  therefore  we  are  unable  to  have  the 
confidence  in  the  milk  supply  which  we 
should  have  and  which  would  induce  us  to 
drink  as  much  of  it  as  possible. 

We  need  a common  language  in  order  to 
have  confidence  in  each  other.  Now  I think 
it  goes  without  saying  that  if  we  were  to 
have  a standard  method  of  milk  control, 
we  would  have  a better  milk  control.  The 
first  item  is  one  of  mutual  confidence,  the 
second  is  excellence.  Anything  that  is 
not  standardized  embraces  a big  factor  of 
low  quality  stuff.  You  know  very  well 
that  when  milk  control  is  handled  in  all  of 
the  cities  of  the  United  States  in  a hap- 
hazard way,  what  a big  proportion  of  the 
cities  are  going  to  have  a low  quality  sup- 
ply, therefore  we  need  standardization. 
First  because  we  need  mutual  confidence. 


and  second,  because  by  standardization  we 
will  increase  the  level  of  the  milk  quality. 
I think  that  is  demonstrated  by  the  fact 
that  there  are  reported  in  my  office  ap- 
proximately fifty  epidemics  of  milk  dis- 
ease every  year  in  this  country  alone.  I 
know  there  are  many  more  from  milk  dis- 
ease than  are  reported  in  my  office.  That 
does  not  represent  more  than  25  per  cent 
of  the  amount.  Any  condition  which  re- 
sults in  fifty  milk  disease  epidemics  of- 
fering per  year,  with  the  knowledge  that 
there  must  be  many  more,  is  a serious 
thing  and  therefore  from  the  stand-point 
of  increasing  and  improving  the  quality  of 
milk  supply  we  need  a standardization  of 
our  methods. 

Thirdly  we  need  standardization  of  our 
methods  because  the  problem  of  milk  con- 
ti'ol  is  getting  into  the  transition  phase. 
If  you  look  back  on  the  years  during  which 
America  has  grown,  it  is  easy  to  conceive 
of  the  fact  that  in  the  past  milk  control 
was  a purely  local  question.  Each  city 
and  town  derived  its  milk  supply  from 
small  areas.  Now  that  we  are  developing, 
that  our  transportation  system  is  growing, 
we  find  that  milk  for  one  city  is  apt  to 
come  from  an  enormous  area,  so  that 
Florida  is  getting  milk  from  Wisconsin. 
We  ship  milk  from  Alabama  to  Washing- 
ton, D.  C.,  and  to  bring  it  closer  home  the 
city  of  New  Orleans  draws  a lot  of  milk 
from  Mississippi.  In  other  words,  it  is 
an  interestate  problem,  and  I think  your 
state  health  department  is  very  keenly 
aware  of  the  fact  that  some  sort  of  stand- 
ardization is  necessary  in  view  of  its  ex- 
perience with  the  problem  of  the  milk  sup- 
ply that  goes  to  New  Orleans.  We  have  to 
have  common  understanding  between  the 
states.  We  can  not  afford  to  have  Louisi- 
ana have  one  set  of  standards,  and  Missis- 
sippi another.  The  State  officer  of  Florida 
says  to  the  state  officer  of  Alabama,  “We 
are  taking  milk  from  you,  will  you  tell  us 
that  your  milk  is  safe  from  the  Florida 
standard?”  He  answers  “I  wish  I could,” 
and  if  Florida  was  the  only  state  that  Ala- 
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bama  was  shipping  milk  to  I could  take 
Florida’s  standard  and  tell  him  that  it  com- 
plied with  his  unit,  but  unfortunately  Ala- 
bama is  shipping  milk  to  a great  many 
states,  and  while  we  would  be  glad  to  apply 
Florida’s  standards,  we  will  be  hanged  if 
we  will  apply  ten  different  standards.  The 
expense  would  be  exhorbitant,  so  the  only 
thing  we  can  say  is  we  will  apply  Ala- 
bama’s standards  and  tell  you  if  the  milk 
complies  with  our  standards.  So  what  we 
really  need  is  this  common  system  by 
means  of  which  we  can  have  confidence  in 
each  other  and  which  will  facilitate  inter- 
state milk  shipments,  because  gentlemen 
what  we  need  is  to  reduce  as  far  as  pos- 
sible the  resistance  of  low  milk  supplies. 
Milk  is  the  greatest  food  we  have;  it  con- 
tains everything  necessary  for  the  ideal 
food  except  iron,  and  iron  you  can  get  in 
other  ways,  and  we  certainly  do  not  want 
any  resistance  to  a low  milk  supply,  and 
therefore  from  that  standpoint  we  need 
standardization. 

Now  having  outlined  the  general  need 
for  standardization,  I would  like  to  call  at- 
tention to  one  element — I pass  over  quick- 
ly— that  of  confidence  of  the  dairy  men  in 
ourselves.  Until  the  dairy  industry  feels 
that  we,  the  health  officers  know  what  we 
are  talking  about,  it  is  not  going  to  comply 
cheerfully  with  our  demands.  Until  they 
get  away  from  the  idea  that  every  health 
officer  is  working  up  in  his  mind  his  own 
idea  of  milk  control,  that  it  is  a personal 
attack  on  the  people,  that  it  is  an  individual 
thing  against  the  dairymen  of  that  com- 
munity, so  long  as  every  health  officer  has 
a different  method  of  control  (most  of 
them  must  be  wrong) , as  long  as  they 
maintain  that  idea,  they  will  resist  our 
demands  to  bring  about  a better  milk  sup- 
ply, and  therefore  again  we  need  a stand- 
ardization of  our  milk  control  problems. 

Having  outlined  rapidly  the  average  pro- 
gram, I would  like  to  give  you  a history  of 
the  program.  It  began  in  1922  when  Ala- 
bama asked  the  public  health  service  to 
help  it  organize  a standard  state  program. 


and  it  has  progressed  rapidly  to  the  pres- 
ent time.  In  Alabama  we  worked  up  a 
standard  program  that  would  do,  and  it 
has  resulted  in  a standardization  of  our 
ideas  of  that  which  is  the  highest  grade  of 
raw  milk,  the  safest  form  of  Pasteurized 
milk.  There  will  be  Grade  A raw  milk  and 
Grade  A Pasteurized,  so  that  wherever  we 
go  over  the  state  of  Alabama  we  know 
that  Grade  A is  the  best,  and  we  will  know 
where  we  can  get  the  grade  with  which  we 
can  be  satisfied.  That  in  general  is  the 
program,  without  specifying  definitely 
that  all  grades  shall  be  pasteurized,  but  not 
being  absolutely  mandatory  because  of  the 
consequent  factor  of  our  inability  to  con- 
vince the  average  city  council  as  to  the 
kind  of  milk  control  that  he  should  pass. 

In  other  words  despite  the  fact  that  we 
know  that  the  safest  grade  would  be  milk 
you  should  produce  and  then  pasteurize, 
realizing  that  you  can  not  get  all  city  coun- 
cils to  pass  that  kind  of  an  ordinance,  what 
we  standardize  upon  is  quality  of  raw  milk 
on  the  one  hand  and  quality  of  pasteurized 
milk  on  the  other  hand,  and  that  requires 
every  dairy  man  who  produces  a lower 
grade  to  carry  it  and  also  grade  liberally. 
That  is  the  system  which  we  have  put  into 
effect,  the  outstanding  feature  being  the 
grading  system.  We  recognize  that  we  can 
not  force  immediately  all  dairy  men  to 
produce  the  highest  grade,  and  to  denomi- 
nate the  different  grades  and  make  the 
highest  stand  out  from  the  rest.  The  his- 
tory has  been  that  Alabama  has  very  rapid- 
ly put  that  program  into  effect.  Thirty- 
nine  cities  pasteurize  in  Alamaba  and  in 
five  years  so  far  as  we  have  been  able  to 
recognize,  there  hasn’t  been  a milk  form 
of  outbreak  of  disease  in  the  State  of  Ala- 
bama— that  has  been  the  outstanding  re- 
sult. 

Now  to  progress  a little  further  with 
history,  that  work  attracted  sufficient  at- 
tention so  that  other  states  began  to  adopt 
it,  and  now  14  states  are  operating  under 
this  milk  program  with  over  200  cities 
adopting  the  ordinance,  and  it  looks  as  if 
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there  will  not  be  any  generations  before 
most  of  the  cities  in  the  United  States  will 
be  operating  under  one  standard  program. 
I do  not  know  whether  the  future  will  go 
beyond  the  American  nation  or  not.  I will 
come  back  in  a moment  to  a letter  I got 
last  week  from  an  Italian  in  regard  to  this 
Milk  Code,  but  I want  to  say  now  in  re- 
gard to  the  relationship  of  this  medical 
profession  to  this  work,  that  the  beggest 
help  they  can  be  to  this  program  is  to  ad- 
vise their  patients  in  all  cases  to  take  only 
the  highest  grade  of  milk.  If  you  are  in 
a city  that  does  not  afford  pasteurized 
milk,  take  Grade  A.  raw  milk.  The  dif- 
ference is  pratically  very  little.  On  the 
other  hand  if  you  have  a pasteurizing  plant 
and  you  are  not  quite  certain  that  you  can 
depend  upon  your  patients  themselves 
pasteurizing  the  milk,  recommend  that 
they  use  Grade  A pasteurized  milk,  and  if 
you  are  located  in  a city  that  hasn’t  passed 
a standard  milk  ordinance  encourage  your 
local  health  officer,  and  your  city  council, 
to  get  it  passed  so  that  it  won’t  be  very 
long  before  all  of  the  cities  in  Mississippi 
will  be  under  the  safest  form  of  milk  sup- 
ply, and  wherever  you  are  you  can  depend 
on  safe  milk.  Already  fourteen  cities  have 
passed  the  ordinance  and  I understand 
twelve  more  will  shortly  do  so.  We  are 
large  enough  and  in  position  to  pass  this 
ordinance,  and  I hope  the  medical  profes- 
sion will  get  busy  and  see  that  this  is  done. 

DISCUSSION. 

Dr.  W.  E.  Noblin  (Jackson)  ; I was  just  sit- 
ting there  wondering  what  his  Italian  friend 
would  say  had  he  heard  this  wonderful  paper — 
what  he  would  do  with  it.  I am  afraid  he  might 
kidnap  him.  I certainly  enjoyed  the  paper — I 
think  it  is  wonderful.  Of  course,  just  recently 
having  gone  through  with  voting  on  all  the  stand- 
ard ordinances  of  milk  control  it  is  worth  quite 
a bit  to  me,  and  be  has  covered  the  ground  so 
thoroughly  there  is  little  left  to  say.  I just 
wanted  to  mention  one  or  two  things,  and  one  is 
what  he  has  to  say  relative  to  the  physicians  and 
their  patients.  I believe  that  the  physicians  as 
a whole  are  too  quick  to  carelessly  recommend 
milk.  I believe  that  is  misleading  a great  many 
parents  who  follow  this  advice  without  first 
having  looked  into  the  whole  thing.  Another 
thing,  I think  we  ought  to  discourage  the  giving 


away  of  milk  until  we  have  a standard  milk 
ordinance.  We  have  junior  leagues,  auxiliary 
leagues,  American  legion  and  other  people  who 
are  giving  away  a tremendous  amount  of  milk. 
Now  that  milk  is  given  on  the  basis  of  under- 
weight. They  have  no  record  as  far  as  the  donors 
are  concerned  as  to  whether  or  not  that  milk  is 
pure  or  not.  For  one  thing  that  child  has  never 
been  examined  from  any  angle,  as  to  whether  it 
was  only  milk  it  needed,  or  whether  it  was  down 
from  defects,  so  I think  the  best  thing  for  the 
health  officers  to  do,  until  we  get  the  ordinance, 
is  to  discourage  the  wholesale  giving  of  milk  by 
the  local  people.  Now  the  junior  ladies  are  mak- 
ing a specialty  of  recommending  milk  to  infants 
and  pre-schools.  To  me  that  really  is  a little  bit 
of  a dangerous  situation.  In  the  first  place,  the 
organization  hasn’t  looked  into  the  subject;  they 
haven’t  looked  up  just  where  they  get  the  milk, 
and  in  some  instances  through  whose  hands  it  has 
been  handled,  and  I really  think  we  had  better  do 
a little  bit  of  discouraging  of  milk  as  much  as 
we  have  been  boosting  it,  until  it  is  standardized. 
Now,  we  have  over  in  Jackson  a big  supply  of 
milk  coming  from  nine  different  counties.  We  had 
no  check  on  tubercular-tested  cattle;  we  had  no 
check  on  the  typhoid  carriers.  Of  course,  we  do 
have  a check  on  the  bacterial  count  and  the  butter 
fat.  There  have  been  just  lots  of  that  milk  given 
in  Jackson,  and  the  American  Legion  think  they 
have  done  a wonderful  piece  of  work,  and,  had 
they  had  a milk  ordinance,  they  would  have. 
They  have  given  as  much  as  $80.00  worth  of 
milk  a month.  And  I would  like  to  say  to  the 
physician  in  his  discussion  of  this  fact  with  the 
mother,  as  Dr.  Frank  has  brought  out,  be  abso- 
lutely sure  of  what  milk  you  are  going  to  give. 
As  time  is  short,  there  is  nothing  I can  add  to 
that,  but  I would  love  for  the  health  officers  and 
the  physicians  to  look  at  the  danger  side  as  well 
as  the  food  value  and  the  condition  of  the  supply. 

Now,  one  more  thing.  I believe  that  the  county 
health  officer  of  the  unit  should  function  from 
a money  standpoint  in  favor  of  milk  men.  I 
believe  our  offices  should  be  used  to  further  profit 
the  production  of  milk.  To  help  that  group  we 
should  function  to  a certain  extent  with  the 
Board  of  Trade,  we  should  assist  the  dairyman 
in  every  way  we  can,  and  then  give  him  infor- 
mation as  far  as  we  can  of  what  has  been  going 
on  in  other  states.  I enjoyed  Dr.  Frank’s  paper 
and  I hope  we  will  have  him  next  year.  I thank 
you. 

Dr.  D.  V.  Galloway  (Clarksdale)  : As  one  of 

the  younger  members  of  the  association  I think 
it  will  be  presumptions  of  me  to  attempt  to  dis- 
cuss this  paper,  but  when  we  go  into  a house  as 
a doctor,  we  can  ask  the  patient  how  he  feels, 
what  is  the  matter  with  him,  and  he  can  give 
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us  information  about  himself  and  his  symptoms. 
In  Coahoma  County  at  this  time  we  are  under- 
going the  application  of  this  standard  milk  ordi- 
nance; we  have  had  it  about  two  months,  and  I 
can  tell  you  of  two  reactions  we  have  had  so  far. 
One  of  them  is  that  some  of  the  people  have  said, 
“You  have  gone  to  work  to  try  to  standardize  this 
milk  here — ^why  have  you  taken  only  milk?  Why 
don’t  you  take  all  foods?  Why  don’t  you  go  into 
the  houses  and  certify  them?  Why  isn’t  all  other 
food  as  important  as  milk?”  And  then  there  is 
another  one  from  the  dairymen.  They  have  been 
required  to  secure  rather  expensive  equipment, 
some  of  them  have  spent  as  high  as  $15,000  in 
new  equipment  to  meet  this  ordinance,  and  they 
say,  “You  are  making  us  spend  money  on  new 
equipment,”  and  so  they  are  beginning  to  look 
the  cows  over — they  think  that  while  they  have 
been  satisfied  with  any  kind  of  a cow  previously, 
that  now  that  they  have  this  fine  equipment  they 
want  to  have  good  cows.  The  county  demon- 
strating agent  could  not  get  them  very  much  in- 
terested in  better  cattle,  but  now  they  are  begin- 
ning to  look  on  cattle  differently  because  they 
are  putting  on  fine  trimmings.  These  are  the 
two  things  we  have  noticed  in  putting  this  stand- 
ardized ordinance  into  effect.  Thank  you  very 
much. 

Dr.  J.  W.  Brandon  (Woodville)  ; I would  like 
to  ask  Dr.  Frank  what  has  been  the  dairyman’s 
attitude  towards  milk  inspection  in  Alabama,  and 
how  much  increase  in  production  and  in  sales 
there  has  been  under  this  regime? 

Dr.  P.  M.  Smith  (Vicksburg)  : I heard  Dr. 

Frank  some  four  years  ago  at  New  Orleans  when 
he  first  began  talking  this  standard  milk  ordi- 
nance. I confess  I didn’t  understand  it  then,  and 
perhaps  I had  better  confess  I don’t  understand  it 
now,  for  I haven’t  digested  all  that  is  in  the  Code, 
but  I do  want  to  decide  this  thing  if  we  are  going 
to  be  health  officers,  if  we  are  going  to  keep  the 
fine  thought  and  purpose  in  our  minds  of  seeing 
that  the  citizenship  of  the  country  have  one  of 
the  best  foods  produced  in  the  most  wholesome 
way,  it  is  up  to  us  to  study  that  Code,  and  I 
mention  the  reasons  for  same. 

I believe  that  we  are  going  to  have  a part  in 
the  standardization  of  this  milk  ordinance,  that 
we  are  going  to  put  12  inches  in  a foot,  ten  dimes 
in  a dollar  or  100  cents  in  a dollar;  that  we  are 
going  to  make  it  work  through  all  the  valleys 
and  not  on  the  mountain  tops,  as  he  said.  We 
have  got  to  master  this  thing  and  understand  it 
and  go  into  it  as  systematically  as  he  has  tried 
to  show  us  today.  We  have  records  to  keep  in 
our  offices.  I do  not  think  that  we  should  be  so 
much  concerned  in  the  economic  situation.  That 
is  not  health  work,  as  I understand  it,  though  I 
do  think  it  is  well  to  have  some  consideration  for 


your  dairymen,  but  we  have  to  do  something  for 
the  protection  of  the  babies  of  the  country.  Now, 
then,  to  make  this  come  home — ^the  Jewish  rabbi 
called  up  my  office  the  other  day  to  know  if  we 
could  furnish  certified  milk;  said  his  daughter 
was  going  to  bring  his  little  grandchild  down  to 
visit  him,  and  he  wanted  to  know  about  the  milk. 
We  told  him  we  had  Grade  A raw  milk,  which 
was  identically  the  same  as  certified  milk.  But 
if  we  are  going  to  be  health  officers  we  want 
to  keep  those  records  correct  in  our  offices.  We 
want  to  post  just  as  regularly  as  does  the 
bank ; we  want  to  report  every  laboratory  re- 
port to  the  dairy  men;  we  want  to  record  it  on 
our  ledger,  so  that  any  men  or  any  citizen  in 
that  city  dropping  into  our  office  at  any  time 
can  see  the  records  as  they  stand  and  the  in- 
disputable fact  as  to  what  that  county  is  doing. 
I am  glad  always  to  hear  Dr.  Frank.  I have 
had  a varied  experience  in  the  health  work.  I 
have  worked  in  Alabama,  Louisiana  and  Missis- 
sippi, and  have  had  this  milk  ordinance  to  deal 
with  on  various  occasions,  but  as  the  time  goes 
by,  I know  that  here  in  this  field  the  health 
officer  can  contribute  the  greatest  amount  of 
service  to  the  people  he  is  serving. 

Dr.  L.  S.  Frank  (closing)  ; The  two  ques- 
tions were,  first,  as  to  the  attitude  of  the  dairy- 
men, and,  second,  as  to  the  increase  in  consump- 
tion, or  the  effect  on  milk  consumption.  There 
was  some  response  to  the  program  last  January 
that  seemed  to  threaten  for  a moment  the  Fed- 
eral appropriation  for  this  work.  I felt  that  it 
was  desirable  that  not  only  I report  to  Washing- 
ton what  the  attitude  of  the  dairymen  was  to- 
ward the  work,  but  that  they  be  asked  through 
outside  channels  about  it;  therefore,  I suggested 
to  the  Surgeon  General  at  Washington  that  he 
get  directly  in  touch  not  through  the  sub-office, 
my  office,  with  the  health  officers  of  some  98 
American  cities  which  had  operated  under  the 
program  for  about  a year  and  a half  or  two 
years,  and,  therefore,  long  enough  to  give  them 
a chance — the  dairymen — to  make  up  their  minds 
as  to  whether  they  liked  it  or  not.  Of  the  98 
cities  to  whom  inquiries  were  addressed  on  last 
January  by  the  Federal  Government,  which  in- 
quiries were  something  like  this:  “What  do  the 

health  officers  think  of  the  ordinance  in  your  city 
now  that  you  have  had  it  for  a year  and  a half 
or  two  years?”  and  “What  do  the  dairymen  think 
of  it  and  what  is  the  effect  on  milk  consumption?” 
Of  the  98  cities  some  80  replied,  and  in  those 
replies  were  contained  not  only  the  reaction  of 
the  health  officer,  but  the  reaction  of  as  many 
dairymen  as  he  could  get  together  on  short  notice 
to  send  in  their  attitude.  Altogether  there  were 
some  two  or  three  hundred  different  replies  from 
those  98  cities,  and  with  just  two  exceptions  they 
were  favorable  from  the  dairymen.  Every  one 
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from  the  health  officers  was  favorable.  One  ex- 
ception from  the  dairymen  was  a city  that  had  not 
had  an  ordinance  very  long  and  the  dairyman 
said  that  he  thought  the  ordinance  ought  to  be 
adjusted  to  each  local  community.  Just  what  he 
had  in  mind  I do  not  know.  The  other  objection 
was  from  a dairyman  in  Montgomery,  Alabama, 
and  when  we  investigated  we  found  it  was  a joke. 
He  was  asked  what  he  thought  of  the  ordinance, 
and  his  answer  was  “It  is  fine  for  the  public  but 
hard  on  the  dairy  men.”  When  I investigated  it 
I found  that  he  had  said,  “I  don’t  want  to  send 
a wire  to  Washington,”  and  he  then  began  to  be 
jocular  and  said,  “It  is  all  right  for  the  public 
but  hell  on  the  dairymen.”  He  didn’t  send  it  that 
way,  though;  if  he  had  we  would  have  known  it 
was  a joke,  but  as  it  was  worded  we  thought  it 
best  to  investigate  it  and  find  out  bis  reason. 

But  getting  right  down  to  facts  many,  many 
telegrams  were  received  from  the  dairymen  in 
about  90  cities  and  only  one  was  the  least  un- 
favorable. When  that  big  a percentage  of  dairy- 
men tbink  an  ordinance  is  fair,  you  can  depend 
on  it  being  fair. 

For  the  second  question,  I can  better  answer 
that  question  by  giving  the  effect  on  milk  sales 
rather  than  on  milk  examination,  because  we  do 
not  know  what  has  happened  to  that  part  of  the 
public  which  drank  milk  from  private  cows.  The 
sales  of  market  milk  in  14  Alabama  towns  where 
we  have  made  extensive  research  indicates  that 
the  sales  have  increased  over  100  per  cent;  that 
the  present  amount  of  milk  consumed  is  over 
200  per  cent  as  much  as  it  was  before.  That  is  a 
tremendous  figure — extremely  significant;  and  I 
think  one  of  the  gentlemen  who  said  we  should 
discourage  milk  consumption  until  we  get  a stand- 
ard milk  ordinance  is  right.  We  ought  not  to 
delay  getting  this  ordinance  though.  My  own 
philosophy  is  this:  drink  safe  milk  if  you  can  get 
it,  but  drink  milk.  In  other  words,  to  put  it  this 
way,  milk  has  done  far  more  good  than  it  has 
done  harm.  All  of  the  harm  which  an  entirely 
uncontrolled  milk  supply  can  do  is  not  as  great 
as  the  good  it  does  uncontrolled.  If  we  keep  that 
in  mind  we  will  realize  the  truth  of  that  rather 
trite  statement.  Now  that  doesn’t  mean  that  the 
gentleman  who  spoke  is  fundamentally  wrong.  If 
he  will  translate  it,  he  will  twist  his  attitude  a 
little  bit,  and  say,  instead  of  devoting  your  energy 
to  increased  milk  consumption  until  you  have  good 
milk.  Increase  your  efforts  and  we  will  get  a milk 
ordinance. 


THE  SURGICAL  TREATMENT  OF 
PULMONARY  TUBERCULOSIS.* 

ALTON  OCHSNER,  M.  D.f 
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Willis  is  given  credit  as  being  the  first 
to  employ  surgical  means  in  the  treatment 
of  pulmonary  tuberculosis.  In  the  seven- 
teenth century  he  reported  a cure  in  a case 
of  tuberculous  cavitation  following  the  pro- 
duction of  a “fontanell”  on  the  diseased 
thoracic  side.  In  the  eighteenth  century 
numerous  reports  were  made  of  cases  of 
pulmonary  tuberculosis  treated  surgically 
by  drainage  of  the  pulmonary  cavities.  The 
drainage  of  the  cavities  was  followed,  in 
the  nineteenth  century,  by  an  attempt  to 
cure  the  process  by  injecting  an  antiseptic 
into  the  lung  (Mosler).  Following  the  in- 
jection treatment  of  pulmonary  tubercu- 
losis an  effort  was  made  to  remove  the 
pathological  process  surgically.  Bloch  was 
the  first  to  attempt  this  but  was  unsuc- 
cessful. Tuffier  first  successfully  removed 
surgically  a small  tuberculous  focus  at  the 
apex  of  a lung.  James  Carson,  in  1821, 
first  suggested  that  artificial  pneumothorax 
be  used  in  the  treatment  of  pulmonary 
tuberculosis.  Forlanini,  in  1882,  reported 
cases  successfully  treated  by  the  introduc- 
tion of  gas  into  the  pleural  cavity. 

In  1888  J.  B.  Murphy  reported  five  cases 
which  had  been  benefitted  by  the  produc- 
tion of  an  artificial  pneumothorax.  De  Cer- 
enville,  in  1885,  was  the  first  to  resect  ribs, 
in  order  to  collapse  a pulmonary  cavity. 
In  1888  Quincke  and  Spengler,  independent 
of  each  other,  advocated  the  use  of  an  ex- 
trapleural collapse.  Brauer,  an  internist, 
suggested  that  a collapse  of  the  lung  be 
produced  by  multiple  rib  resection.  This 
suggestion  was  executed  by  Friederich  in 
1907.  A collapse  of  the  thorax  was  pro- 
duced by  multiple  rib  resections  according 
to  the  technic  of  Schede.  The  resection  of 
the  paravertebral  portions  of  the  rib,  in 

*Read  before  the  Louisiana  State  Medical  So- 
ciety, Baton  Rouge,  April  10-12,  1928. 
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order  to  bring  about  a collapse  of  the  af- 
fected side,  was  first  advocated  and  popu- 
larized by  Sauerbruch. 

The  treatment  of  surgical  tuberculosis 
consists  primarily  of  immobilization  of  the 
part,  with  decrease  in  function,  without 
interference  with  the  nutrition  of  the  in- 
volved area.  The  surgical  treatment  of 
pulmonary  tuberculosis  consists  of  an  at- 
tempt to  immobilize  the  affected  lung,  pro- 
ducing, as  near  as  possible,  physiological 
rest  without,  at  the  same  time,  interfering 
with  the  nutrition  of  the  lung.  The  oper- 
ative procedures  which  are  employed  at 
the  present  time  may  be  divided  into  two 
main  groups — the  conservative,  which  are 
non-destructive,  and  the  radical  or  de- 
structive. It  is  important  to  distinguish 
between  these  two  types  of  operative 
therapy,  even  though  the  aim  in  each  is 
to  produce  a collapse  of  the  involved  lung. 
The  indications  and  the  prognosis  are  dif- 
ferent for  the  two  types.  The  conserv- 
ative operative  procedures  consist  of  the 
production  of  an  artificial  pneumothorax 
and  operations  on  the  phrenic  nerve. 

ARTIFICIAL  PNEUMOTHORAX. 

A number  of  theories  have  been  ad- 
vanced explaining  the  beneficial  effects 
obtained  following  the  introduction  of  the 
gas  into  the  pleural  cavity.  The  defla- 
tion of  the  lung,  producing  physiological 
rest,  is  supposed  by  most  observers  to  be 
responsible.  Kuma  has  shown,  experi- 
mentally, that  even  in  the  presence  of  a 
closed  pneumothorax,  there  is  movement 
of  the  collapsed  lung;  much  less,  though, 
than  that  which  existed  before  the  collapse. 
Cloetta  believes,  from  his  experiments, 
that  the  circulation  in  the  collapsed  lung 
is  better  than  that  in  the  expanded  lung. 
Dock  and  Harrison,  working  with  rabbits, 
found  that  immediately  after  the  collapse 
of  one  lung  there  is  little  change  in  the 
volume  flow  of  blood.  Within  three  days, 
however,  from  only  9 per  cent  to  18  per 
cent  of  the  total  blood  volume  flows  through 
the  collapsed  lung.  Kuma  has  corroborated 
these  experimental  results.  These  observa- 


tions, with  the  exception  of  Cloetta’s,  would 
lead  one  to  believe  that  the  blood  supply 
and  nutrition  of  the  collapsed  lung  in 
cases  of  artificial  pneumothorax  are  de- 
creased. This  appears  paradoxical  be- 
cause of  the  improvement  which  ensues. 
The  observers,  however,  have  shown  that 
there  is  a decrease  in  the  pulmonary  cir- 
culation, from  which  the  nourishment  of 
the  lung  is  not  derived.  The  pulmonary 
arteries  contain  blood  which  is  to  be 
oxygenated,  imposing  a strain  on  the  lung. 
The  function  of  the  lung  is  increased. 
The  blood  supply  from  the  bronchial 
arteries,  however,  is  probably  not  materi- 
ally decreased  during  the  pulmonary  col- 
lapse. Following  an  artificial  pneumo- 
thorax, the  function  of  the  lung,  and  the 
physiological  demand  upon  it  for  oxygena- 
tion of  blood,  is  decreased,  whereas  the 
general  circulation,  from  which  the  lungs 
receive  their  nutrition,  is  not  altered.  The 
beneficial  effects  produced  by  an  artifical 
pneumothorax  become  evident.  The  func- 
tion and  mobility  are  decreased,  whereas 
the  nutrition  is  not  impaired. 

The  indications  for  an  artifical  pneumo- 
thorax, as  given  by  Muralt,  are  as  follows : 

1.  Unilateral  or  chiefly  unilateral  pul- 
monary tuberculosis. 

2.  Severe  pulmonary  hemorrhage. 

3.  Spontaneous  pneumothorax  after 
the  air  has  been  completely  absorbed. 

4.  Serious  pleural  exudate  and  tuber- 
culous empyema. 

Theoretically  one  is  unable  to  treat  a 
case  of  unilateral  pulmonary  tuberculosis, 
since  it  can  be  demonstrated  pathological- 
ly that  by  the  time  a tuberculous  process 
has  progressed  enough  to  produce  symp- 
toms the  other  lung  is  already  involved. 
Practically,  however,  there  are,  clinically, 
cases  of  unilateral  tuberculosis  in  which 
the  tuberculous  process  is  most  marked 
on  one  side  and  gives  no  clinical  evidence 
of  contra-lateral  involvement.  Other  cases 
showing  evidence  of  advanced  process  on 
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one  side,  with  evidence  of  a quiescent  le- 
sion on  the  contra-lateral  side  may  be 
treated  advantageously  by  artificial  pneu- 
mothorax. 

The  contra-indications  to  pneumothorax 
therapy  are: 

1.  Extensive  process  which  is  active  in 
both  lungs. 

2.  Extensive  chronic  non-tuberculous 
processes  in  both  lungs,  i.e.,  chronic  bron- 
chitis, bronchiectasis,  emphysema, 
asthma,  and  pleurisy. 

3.  Severe  intestinal  tuberculosis. 

4.  Severe  diabetes  mellitus. 

5.  Severe  cardao-renal  disease. 

Pneumothorax  therapy  is  indicated  in 
from  five  to  ten  per  cent  of  all  cases  of 
pulmonary  tuberculosis.  The  technic  of 
the  production  of  an  artificial  pneumothrax 

is,  briefly  as  follows : 

The  apparatus  employed  usually  is  of 
the  Saugman  type  or  a modification  of  it. 
It  consists  of  two  bottles  so  arranged 
that  both  may  be  raised  or  lowered. 
The  two  bottles  are  connected  by  rubber 
tubing  in  such  a way  that  water  from  one 
will  flow  into  the  other  by  siphonage.  The 
water  flowing  from  bottle  No.  1 into  No.  2 
displaces  the  gas.  Bottle  No.  2 is  con- 
nected by  a rubber  tube  to  a needle  in- 
troduced into  the  pleural  cavity,  which  is 
also  connected  to  a manometer.  It  is 
essential  to  have  sterile  cotton  interposed 
between  bottle  No.  2 and  the  pleural  needle, 
so  no  foreign  particles  are  introduced  into 
the  pleural  cavity.  The  gases  which  are 
most  frequently  employed  are  nitrogen, 
oxygen,  and  air.  Nitrogen  is  preferred  by 
some  because  it  is  slowly  absorbed.  As 
air  contains  about  80  per  cent  of  nitrogen, 

it,  is,  at  the  present  time,  considered  the 
gas  of  choice  because  of  its  accessibility 
and  cheapness.  The  needle,  which  should 
be  of  the  Saugman  type,  is  introduced  in 
the  intercostal  space,  usually  in  the  pos- 
terior axillary  line,  at  about  the  seventh 


or  eighth  inter-space,  either  with  or  with- 
out local  anesthesia.  Entrance  into  the 
pleural  cavity  is  evidenced  by  the  negative 
pressure  manometric  readings  and  the 
respiratory  fluctuation.  The  negative 
pressure  varies  from  minus  10  cms.  of 
water  during  inspiration  to  minus  2 or  3 
during  expiration.  As  soon  as  the  oper- 
ator is  positive  that  the  cannula  is  in  the 
pleural  cavity,  air  should  be  slowly  in- 
troduced. The  patient’s  condition  must  be 
observed  carefully,  and  any  evidence  of 
pain  should  cause  a cessation  of  the  pro- 
cedure. After  introducing  about  100  c.  c. 
of  gas  the  pressure  is  again  taken.  If  the 
pleural  cavity  is  free  from  adhesions,  there 
will  be  little  reduction  in  the  negative  pres- 
sure. If,  however,  the  needle  is  in  a pocket, 
produced  by  adhesions,  a markedly  positive 
pressure  may  be  encountered,  in  which 
case  another  site  should  be  chosen.  At  the 
first  filling  never  more  than  three  or  four 
hundred  cubic  centimeters  of  gas  should  be 
introduced.  There  is  considerable  differ- 
ence of  opinion  concerning  the  amount  of 
air  which  should  be  introduced.  Morgan,  in 
1913,  demonstrated  that  if  a small  amount 
of  air  were  introduced  into  the  plural  cavity 
a “selective”  collapse  of  the  lung  would 
result.  The  gas  which  is  present  tends  to 
accumulate  over  the  diseased  areas  of  the 
lung,  which  are  less  expansile  than  the 
normal  lung.  Bendove  has  recently  em- 
phasized the  importance  of  the  “selective,”^ 
or  “expansile,”  type  of  pneumothorax. 
Yates  has  shown  that  before  any  operative 
procedure  on  the  thorax  is  undertaken  that 
it  is  essential  to  determine  the  cardiac 
reserve.  Because  of  the  lessening  of  the 
capillary  bed  of  the  pulmonary  system,  a 
strain  is  put  on  the  heart,  often  producing 
signs  of  cardiac  embarrassment.  This  is 
true  especially  in  the  cases  of  pneumo- 
thorax in  which  a marked  positive  pres- 
sure is  produced  in  the  pleural  cavity.  By 
the  frequent  introductions  of  relatively 
small  amounts  of  air,  always  maintaining 
a certain  amount  of  negative  pressure 
within  the  pleural  cavity,  Morgan  and  Ben- 
dove believe  that  a collapse  of  the  tuber- 
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culous  process  may  be  obtained  without 
interfering  with  the  function  of  the  rest 
of  the  lung  on  the  affected  side  and  with- 
out producing  any  circulatory  disturbance. 
During  inspiration  the  manometric  read- 
ing should  never  be  less  than  minus  3 or  4 
cms.  of  water. 

Pneumothorax  therapy  is  applicable 
only  in  those  cases  of  pulmonary  tubercu- 
losis in  which  there  is  a free  pleural  space. 
The  treatment  by  means  of  artificial 
pneumothorax  offers  relatively  little  in 
those  cases  in  which  numerous  pleural 
adhesions  bind  the  visceral  to  the  parietal 
pleura  and  thus  prevent  the  collapse  of 
the  lung,  especially  the  involved  portions. 
Jacobaeous  advocates  the  division  of  the 
fine  adhesions  by  means  of  an  electric  cau- 
tery introduced  into  the  pleural  cavity 
through  a thoracoscope.  The  procedure, 
while  useful  in  certain  cases,  has  a very 
limited  application. 

COMPLICATIONS  OF  ARTIFICIAL  PNEUMOTHORAX. 

Pleural  shock:  The  exact  nature  of  this 
condition  is  not  known.  It  is  supposed  by 
many  observers  to  be  the  result  of  the  in- 
troduction of  air  into  a pulmonary  vessel, 
causing  an  air  embolus.  While  embolism 
accounts  for  a large  number  of  so-called 
cases  of  pleural  shocks,  there  undoubtedly 
exists  such  a condition  as  pleural  shock 
per  se.  The  exact  mechanism  is  not  under- 
stood, the  symptoms  probably  being  the 
result  of  an  irritation  of  a bronchial  nerve. 
Clamping  of  the  bronchi  during  a pneu- 
monectomy often  produces  symptoms  simi- 
lar to  those  of  pleural  shock. 

Perforation  of  the  lung:  This  compli- 

cation occurs  in  from  3 to  6 per  cent  of  all 
cases  of  pneumothorax.  It  most  frequently 
results  from  the  tearing  of  the  lung  at  the 
point  of  attachment  of  an  adhesion. 

Pleurisy:  Pleurisy  detvelops  in  about  50 
per  cent  of  all  cases  treated  with  artificial 
pneumothorax.  Saugman  found  this  com- 
plication in  160  of  238  cases.  The  time  of 
appearance,  in  his  series  of  cases,  was  as 
follows : within  the  first  three  months,  34.4 


per  cent ; the  first  six  months,  48.3  per  cent ; 
the  first  twelve  months,  55.4  per  cent. 
Most  cases  of  pleurisy  encountered  during 
the  course  of  pneumothorax  therapy  are  the 
result  of  tuberculous  involvement  of  the 
pleura.  Pleural  effusions  may  be  divided 
as  follows: 

1.  Those  in  which  the  fluid  is  of  a 
serous  character  and  has  little  tendency 
to  increase.  In  these  cases  the  fluid  is 
usually  absorbed  spontaneously  in  a period 
of  weeks  or  months. 

2.  Fluids  which  in  the  beginning  are 
distinctly  serous,  have  a tendency  to  in- 
crease in  amount,  and  remain  for  a long 
period  of  time.  Later,  the  fluid  becomes 
cloudy  Large  numbers  of  tubercle  bacilli 
are  found  in  the  sediment,  but  no  e|Vidence 
of  other  microorganisms. 

3.  This  group  consists  of  those  fluids 
which  show  evidence  of  secondary  in- 
fection. 

OPERATIVE  PROCEDURES  ATTACKING  THE  PHRENIC 
NERVE. 

Phrenicotomy,  phrenisectomy,  phrenico- 
exairesis,  phrenemphraxis : Resection  of 

the  phrenic  nerve,  as  a therapeutic  meas- 
ure, in  lower  lobe  tuberculosis  and  bron- 
chiectasis was  advocated  by  Stuertz  in 
1911.  The  operation  was  first  carried  out 
in  animals  and  in  human  beings  by  Sauer- 
bruch,  who,  in  1913,  reported  five  cases 
treated  in  this  manner.  As  simple  division 
of  the  phrenic  nerve  often  leads  to  failure, 
more  radical  procedures  were  soon  devised. 
Felix,  working  in  Sauerbruch’s  Clinic, 
showed,  from  his  anatomical  studies,  that 
accessory  filaments  occasionally  enter  the 
phrenic  well  below  the  clavicle.  In  order 
to  divide  all  of  these  filaments,  in  addition 
to  the  main  trunk  of  the  phrenic,  he  advo- 
cates evulsion,  or  exairesis  of  the  nerve. 
The  accessory  phrenic  nerve  arises  from 
the  fifth  cervical  and  lies  3 cms.  lateral  to 
the  true  phrenic.  It  enters  the  thorax  in 
front  of  the  subclavian  vein  and  joins  the 
main  phrenic  nerve  either  where  the 
scalenus  anticus  muscle  attaches  to  the 
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first  rib  or  at  a lower  point.  Thi  phrenic 
nerve  may  receive  fibers  from  the  nerve  to 
the  subclavian  muscle,  from  the  spinal  ac- 
cessory, vagus,  suprascapular  nerve,  or 
hypoglossal.  Recently  Yates  has  advocated 
a more  conservative  procedure  especially  to 
be  employed  in  the  early  cases  of  tubercu- 
losis, in  which  it  is  not  desirable  to  obtain 
a permanent  paralysis  of  the  diaphragm  on 
the  affected  side.  This  procedure,  which 
consists  of  crushing  the  phrenic  and  its 
accessory  branches,  Yates  designates  as 
phrenemphraxis. 

Operations  on  the  phrenic  nerve  have  as 
an  object  either  a temporary  or  a perma- 
nent paralysis  of  the  diaphragm  on  the 
affected  side.  Disturbance  of  the  motor 
innervation  of  the  diaphragm  produces  a 
flaccidity  of  that  structure,  causing  a 
marked  elevation  of  the  diaphragmatic 
leaf.  The  elevation  may  be  from  4 to  8 
cms.  on  the  right  and  from  2 to  4 cms.  on 
the  left.  It  increases  with  the  length  of 
time  as  the  muscle  atrophies,  which  Schlap- 
fer  has  shown  to  occur  in  cases  in  which 
the  phrenic  nerve  has  been  destroyed.  Due 
to  its  loss  of  tone  and  power  of  contrac- 
tility, movement  of  the  diaphragm  becomes 
paradoxical,  in  that  during  inspiration, 
instead  of  descending,  as  a normal  dia- 
phragm would,  it  rises,  due  to  intra-ab- 
dominal pressure.  During  expiration  the 
diaphragm  descends.  On  fluoroscopic  ex- 
amination the  two  leaves  of  the  diaphragm 
are  seen  to  move  in  opposite  directions. 
Unless  paradoxical  movement  is  obtained, 
following  a phrenic  nerve  operation,  except 
in  the  presence  of  dense  adhesions  fixing 
the  diaphragm  to  a solid  lower  lobe,  com- 
plete blocking  of  the  motor  nerve  has  not 
been  produced. 

The  indications  for  either  a temporary 
or  a permanent  blocking  of  the  phrenic 
nerve  are  varied.  Yates  believes  that  a 
phrenemphraxis  should  be  carried  out  in 
early  cases  of  tuberculosis,  producing 
a temporary  paralysis  of  the  diaphragm, 
which  procedure  puts  the  affected  lung  at 
partial  physiological  rest  and  increases  the 


blood  supply  of  the  affected  lung.  Others 
advocate  permanent  phrenic  interruption 
in  basalar  tuberculosis  as  a preliminary 
operation  for  thoracoplasty  and  in  con- 
junction with  pneumothorax.  Sauerbruch 
is  of  the  opinion  that  a phrenico-exairesis, 
or  a temporary  blocking  of  the  phrenic,  has 
no  place  in  the  treatment  of  pulmonary 
tuberculosis.  It  should  be  used  only  in 
conjunction  with  some  of  the  other  opera- 
tive procedures.  Felix  reports  sixty^  cases 
from  Sauerbruch’s  Clinic  treated  by  phren- 
icotomy  alone,  in  which  the  operation  was 
followed  by  a rapid  clinical  improvement, 
but  in  no  instance  was  there  any  actual 
healing. 

The  operative  technic,  while  very  simple, 
is  not  without  danger.  Cases  have  been 
reported  in  which  other  nerves  have  been 
mistaken  for  the  phrenic,  the  most  com- 
mon of  which  are  the  sympathetic  and  the 
vagus.  In  Sauerbruch’s  Clinic  the  sympa- 
thetic was  divided  once,  with  a consequent 
Horner’s  syndrome.  Felix  collected  seven 
cases  of  injury  to  the  vagus  nerve;  one  of 
injury  to  the  thoracic  longus  nerve,  with 
partial  paralysis  of  the  serratus  anticus 
muscle;  one  case  of  injury  to  the  thoracic 
duct,  and  the  esophagus.  Davies  gives  as 
dangers  of  phrenico-exairesis  (1)  bleed- 
ing from  the  pericardio-phrenic  artery, 
(2)  dragging  of  the  subclavian  vein  by 
the  accessory  phrenic  loop,  (3)  rupture  of 
adherent  pleura,  (4)  evulsion  of  the  vagus 
nerve.  Sauerbruch  has  abserved,  among  a 
total  of  500  operations  on  the  phrenic,  two 
fatal  hemorrhages  following  a simple 
phrenicotomy.  He  has  had  two  cases  of 
air  embolism,  which,  however,  did  not  end 
fatally. 

Technic  of  operation:  Under  local  anes- 
thesia, using  0.5  per  cent  novocain  for  local 
infiltration,  a transverse  incision,  about 
5 cms.  long  is  made  about  two  finger- 
breadths  above  the  clavicle  with  its  mid- 
point over  the  posterior  border  of  the 
sterno-cleido-mastoid  (Fig.  1).  The  skin, 
superficial  fascia,  and  platysma  are  incised. 
The  posterior  border  of  the  sterno-cleido- 
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mastoid  is  retracted  medially,  and  a space 
containing  areolar  and  glandular  tissue  is 
entered.  This  space  is  bounded  above  and 
posteriorly  by  the  posterior  belly  of  the 
omohyoid  muscle,  below  by  the  clavicle,  and 
anteriorly  by  the  sternocleido-mastoid 
muscle.  By  inserting  the  finger  directly 
into  the  depth  of  the  wound,  the  scalenus 
anticus  muscle  is  encountered.  The  phrenic 
nerve  lies  on  the  anterior  surface  of  this 
muscle  and  is  often  incorporated  in  its 
sheath.  The  space  is  often  crossed  by  the 
transverse  scapular  artery,  which  usually 
can  be  retracted  to  one  side,  but  may  have 
to  be  ligated  and  divided.  The  phrenic 
nerve,  which  arises  from  the  third  cervical 
segment,  crosses  the  scalenus  anticus  mus- 
cle on  its  anterior  surface,  passing  from 
its  lateral  border  medially.  The  internal 
jugular  vein  is  retracted  medially.  (Fig. 
2.)  If  the  nerve  is  found  to  be  large,  in 
all  probability  the  greater  number  of  fibers 
supplying  the  diaphragm  are  carried  in 
the  main  branch.  If,  on  the  other 
hand,  it  is  found  to  be  small,  most 


of  the  motor  fibers  are  carried  in  the 
accessory  branches,  which  enter  the 
phrenic  nerve  at  a lower  level.  An  ex- 
airesis  is  performed  by  isolating  the  nerve 
and  injecting  it  with^  a small  amount  of 
novocain  solution.  The  nerve  is  divided 
and  the  proximal  end  of  the  distal  portion 
is  grasped  by  means  of  an  artery  forcep. 
By  twisting  the  forcep  the  nerve  is  rolled 
on  the  forcep,  and,  in  this  way,  is  evulsed. 
(Fig.  3.)  Care  must  be  taken  not  to  at- 
tempt a too  rapid  remo<val  of  the  nerve,  as 
the  nerve  filaments  may  tear.  An  injury 
to  the  pleura  or  a thoracic  vessel  may  also 
result.  Yates,  in  performing  a phrenem- 
phraxis,  operates  on  the  fluoroscopic  table, 
and  after  exposing  the  nerve,  crushes  it, 
and  any  of  the  accessory  branches  which 
are  visible,  with  a pair  of  forceps.  Before 
closing  the  wound  a fluoroscopy  is  per- 
formed, in  order  to  determine  whether  or 
not  paradoxical  movement  of  the  dia- 
phragm is  present.  If  the  paralysis  is 
found  not  to  be  complete,  Yates  attempts 
to  locate  other  accessory  nerves  and  crush 
them. 

THORACOPLASTY. 

The  indications  for  a plastic  procedure 
on  the  thoracic  cage  are  much  stricter  than 
those  of  the  preceding  procedures.  A 
thoracoplasty  is  a destructive  operation.  It 
should  be  reserved  for  only  those  advanced 
cases  in  which  a return  of  the  function  of 
the  lung  is  not  possible.  Braiier  sums  up 
the  indications  very  well  in  stating  that  the 
indication  for  a thoracoplasty  depends  en- 
tirely upon  the  results  obtained  following 
the  production  of  an  artificial  pneumo- 
thorax. In  those  cases  where  a free 
pleural  space  is  present  a pneumothorax  is 
the  method  of  choice.  In  those  cases,  how- 
ever, in  which,  due  to  adhesions  between 
the  visceral  and  parietal  layers  of  pleura  a 
collapse  of  the  lung,  by  introducing  gas 
into  the  pleural  space,  is  impossible,  an 
operative  procedure,  which  decreases  the 
size  of  the  thoracic  cage,  is  indicated.  The 
productive,  or  fibrous  type  of  pulmonary 
tuberculous  responds  better  to  thoraco- 
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Fig.  III.  After  Lilienthal.  A.  Exposure  of  phrenic 
nerve  crossing  anterior  surface  of  the  scalenus  anterior 
muscle.  B.  Nerve  has  been  divided.  The  proximal  end 
of  the  distal  portion  is  grasped  by  artery  forcep,  around  the 
t'p  of  which  the  ne’.'ve  is  rolled.  C.  Nerve  is  being  evulsed 
by  winding  the  nerve  on  the  forcep. 

plasty  than  the  exudative  type.  “Chronicity, 
unilateral  involvement,  and  pleural  adhe- 
sions, precluding  the  pneumothorax  col- 
lapse of  the  diseased  portion  of  the  lung, 
constitute  the  fundamental  indications” 
(Hedblom).  Brunner,  among  116  cases 
operated  in  Sauerbruch’s  Clinic,  found  that 
among  67  cases  in  which  the  disease  was 
of  the  productive  type,  16  per  cent  died, 
while  among  49  chiefly  of  the  exudative 
type,  the  mortality  was  43  per  cent.  It  is 
essential  that  the  disease  be  unilateral  or 
at  least  the  process  of  the  contralateral 
side  be  quiescent.  In  a few  carefully 
selected  cases  it  is  permissible,  however, 
in  the  presence  of  complete  destruction  of 
the  markedly  involved  lung,  with  cavitation' 
and  in  which  there  is  no  function,  to  at- 
tempt a graded  thoracoplasty,  even  though 
activity  be  present  in  the  contralateral 
lung.  These  cases  are,  however,  the  ex- 
ception. The  following  case  is  an  example : 

M.  M.,  female,  26  years;  admitted  to  the  hos- 
pital May,  1926.  For  eight  years  the  patient  had 
had  an  extensive  pulmonary  tuberculosis  involv- 
ing the  right  side.  During  this  entire  period  of 
time  she  had  been  under  constant  treatment  in  a 
sanatorium.  At  first  there  was  apparent  im- 
provement in  the  patient’s  condition,  but  for  four 
years  previous  to  admission  she  had  gradually 
gotten  worse.  She  came  to  the  hospital  with  the 
expressed  purpose  of  having  a thoracoplasty  done. 
She  felt  that,  in  spite  of  rigid  conservative 
therapy,  during  which  time  numerous  unsuccess- 
ful attempts  had  been  made  to  produce  an  artifi- 
cial pneumothorax,  her  condition  had  gradually 
gotten  worse,  and  that  an  operative  procedure 
was  all  that  was  left.  Examination  revealed 


dullness  over  the  entire  right  side  of  the  thorax 
with  evidence  of  cavitation  extending  from  the 
apex  down  to  the  base.  There  was  some  impair- 
ment of  resonance  over  the  left  apex  where  a few 
moist  rales  were  audible.  Her  temperature  ranged 
from  101°  to  104°  daily.  Roentgen-ray  examin- 
ation showed  a very  marked  fibrosis  of  the  entire 
right  lung,  with  extensive  cavitation.  There  was 
little  roentgen-ray  evidence  of  contra-lateral  in- 
volvement, probably  due  to  the  emphysema  on  the 
left  side.  Because  of  the  activity  on  the  left  side, 
and  because  of  an  absolute  fixation  of  the  dia- 
phragm on  the  right  side,  an  operation  was 
deemed  inadvisable  and,  therefore,  advised  against. 
The  patient,  however,  insisted  upon  such  a pro- 
cedure being  carried  out.  A graded  paravertebral 
thoracoplasty,  according  to  the  technic  of  Sauer- 
bruch,  was  carried  out  in  five  stages.  After  each 
stage,  including  even  the  first  which  consisted  of 
resection  of  the  paravertebral  portions  of  only  the 
eleventh  and  tenth  ribs,  the  patient’s  condition  im- 
proved. The  amount  of  sputum  decreased  and  her 
temperature  began  to  fall.  She  was  discharged 
from  the  hospital  four  weeks  after  her  last  opera- 
tion, at  which  time  she  returned  to  the  sanatorium. 
(Fig.  4.)  At  the  present  time,  almost  two  years 
after  the  operative  procedure,  the  patient  is  free 
from  symptoms;  is,  however,  a resident  of  the 
sanatorium,  where  she  serves  in  the  capacity  of 
assistant  superintendent,  executing  rather  heavy 
duties.  The  explanation  of  the  benefits  obtained 
in  this  case  is  that  the  markedly  involved  lung 
was  not  functioning.  The  patient  was,  however, 
absorbing  considerable  toxin  from  this  lung, 
probably  more  from  the  secondary  infection 
than  from  the  tuberculous  process.  (Fig.  5.)  An 
operative  procedure  in  collapsing  the  lung  could 
not  throw  an  added  burden  on  the  sound  lung 
because  of  the  non-function  of  the  pathological 
side.  The  operation,  which  was  carried  out  in 
numerous  stages,  under  local  anesthesia,  so  that 


Fi(?.  IV.  Patient  M.  M.,  on  whom  a left  sided  thoracol- 
plasty,  acordinj?  to  Sauerbruch.  has  been  done.  There  is 
little  evidence  of  defornr.ty. 
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Fig.  V.  Roentgenographic  plate  of  patient  M.  M. 

A.  Plate  of  chest  before  B.  Plate  of  chest  after  in- 
introduction  of  iodized  oil.  troduction  of  iodized  oil, 

showing  that  in  spite  of  ex- 
trapleural collapse,  there  re- 
main large  cavities. 

relatively  little  strain  was  put  on  the  cardio-res- 
piratory  system,  brought  about  a collapse  of  the 
markedly  dilated  portions  of  the  pathological 
lung,  decreasing  the  absorption  of  toxin.  The 
patient’s  resistance  was  then  able  to  overcome 
the  tuberculous  process  in  the  comparatively  sound 
side. 

Thoracoplasty  should  not  be  attempted 
in  'Children  nor  in  old  individuals.  The 
best  results  are  obtained  in  patients  from 
the  ages  of  15  to  45  years.  The  operative 
procedure  of  choice  is  that  of  Sauerbruch, 
which  consists  of  a paravertebral  extra- 
pleural thoracoplasty.  (Fig.  6.)  The  technic 
is  as  follov/s:  With  the  patient  in  a semi- 

sitting position  lying  on  the  sound  side, 
both  arms  are  drawn  forward.  The  oper- 
ation is  performed  under  paravertebral 
nerve  block,  and  in  hypersensitive  indi- 
viduals gas  oxygen  anesthesia  should  be 
added.  The  curved  incision  of  Sauer- 
bruch is  employed,  which  begins  about 
midway  betwen  the  shoulder  and  the 
neck,  extends  medially  to  a point  about 
three  fingerbreadths  lateral  to  the  spinous 
processes,  then  parallels  the  vertebral 
column,  to  again  curve  laterally  in  the 
tenth  intercostal  space.  The  operation  is 
best  carried  out  in  two  stages,  beginning 
with  the  lower  ribs.  The  paravertebral 
portion  of  the  ribs,  beginning  with  the 
eleventh  are  resected  subperiosteally. 
From  6 to  10  cms.  of  the  ninth,  tenth  and 
eleventh  ribs  are  removed.  From  12  to  14 


cms.  of  the  sixth,  seventh  and  eighth,  and 
from  5 to  8 cms.  of  the  second,  third, 
fourth  and  fifth,  and  about  1 cm.  of  the 
first  ribs  are  resected.  The  most  dif- 
ficult part  of  the  operative  procedure  is 
the  resection  of  the  first  rib  because  of  its 
deep  position  and  its  proximity  to  the 
subclavian  vessels.  Either  a Sauerbruch 
first  rib  shears  or  a Lilienthal  guillo- 
tine should  be  employed.  (Fig.  3.)  If 
at  any  time  during  the  operation  the 
patient’s  condition  does  not  seem  satisfac- 
tory, the  operation  should  immediately  be 
interrupted  and  completed  at  some  second 
sitting.  Sauerbruch  advises  performing  a 
thoracoplasty  in  one  stage.  Most  operators 
perform  a two-stage  operation,  but  the 
number  of  stages  employed  depends  en- 
tirely upon  the  condition  of  the  patient. 
Because  each  rib  is  suspended  from  its 
fellow  above,  it  is  essential  to  resect  the 
paravertebral  portions  of  all  the  ribs,  in- 
cluding the  first,  in  order  that  a maximum 
collapse  may  be  obtained.  Following  the 
removal  of  the  paravertebral  portions  of 
the  ribs,  the  thoracic  cage  falls  and  approx- 
imates the  midline.  (Fig.  6.)  In  order  to 
obviate  the  pain  which  may  follow  a thora- 
coplasty, it  is  advisable  to  isolate  the 
intercostal  nerves  and  inject  each  with  a 
small  amount  of  one-half  of  1 per  cent 
quinine  and  urea  hydrochloride  solution. 
Because  of  its  irritating  effect,  it  is  essen- 


Fig  VI.  After  Lilienthal.  Showing  collapse  accomplished 
by  Sauerbruch  paravertebral  thoracoplasty.  A.  Shaded 
area  denotes  portions  of  ribs  resected.  B.  Collapse  ob- 
tained following  resection  or  ribs. 
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tial  to  wash  out  the  excess  of  the  anesthetic 
before  closing  the  wound.  In  closing  the 
wound  the  muscles  are  sutured  in  layers, 
after  instituting  drainage  which  is  left  in 
place  from  twenty-four  to  forty-eight 
hours. 

The  length  of  time  intervening  between 
the  various  stages  depends  entirely  upon 
the  condition  of  the  patient.  It  is  desir- 
able, however,  not  to  wait  too  long,  be- 
cause, due  to  regeneration  of  the  ribs  from 
the  intact  periosteum,  an  interference  with 
the  collapse  may  result.  Usually  the 
second  stage  may  be  carried  out  after  a 
period  of  a week  or  ten  days. 

The  beneficial  effects  obtained  following 
a thoracoplasty  in  pulmonary  tuberculosis 
are  best  shown  in  the  series  of  1,159  cases 
of  advanced  lesions,  collected  from  the 
literature  by  Alexander.  Of  this  number, 
36.8  per  cent  were  cured,  24.4  per  cent 
were  improved,  giving  61.2  per  cent  with 
favorable  results.  Five  per  cent  were  un- 
improved or  became  worse.  • The  imme- 
diate mortality  was  1.5  per  cent,  with  an 


additional  mortality  after  operation  of  12 
per  cent. 

Occasionally  following  an  extra-pleural 
thoracoplasty,  even  though  an  apparent 
satisfactory  collapse  is  obtained,  the  pa- 
tient still  continues  to  have  symptoms,  as 
evidenced  by  the  continuation  of  the 
sputum  and  fever.  Archibald  has  empha- 
sized the  importance  of  introducing 
iodized  oil  into  these  individuals,  in  order 
to  determine  the  presence  of  existing  cavi- 
tation following  surgical  collapse.  Not  in- 
frequently the  symptoms  are  not  the  result 
of  the  persistence  of  a tuberculous  process 
but  of  a superimposed  secondary  infection. 
In  these  cases,  distinct  benefit  is  obtained 
by  the  repeated  introduction  of  iodized  oil 
into  the  affected  cavities  (Ochsner). 

SUMMARY. 

Surgery  is  indicated  in  certain  selected 
cases  of  pulmonary  tuberculosis.  The  sur- 
gical procedures  employed  may  be  divided 
into  conservative  and  radical.  The  conser- 
vative procedures  are  largely  non-destruc- 
tive and  consist  of  the  production  of  an 
artificial  pneumothorax  and  operations  on 
the  phrenic  nerve.  Surgical  treatment  is 
indicated  in  cases  with  unilateral  tubercu- 
lous lesions,  or  in  cases  in  which  the  infec- 
tion in  the  contra-lateral  lung  is  quiescent. 
Of  the  various  types  of  pneumothorax,  the 
selective  or  expansive  type  of  pneumotho- 
rax, is  pi-eferred.  Phrenemphraxis  is 
indicated  as  a conservative  measure  in 
eaily  tuberculosis,  whereas  phrenico-exai- 
resis  is  the  operation  of  choice  as  a test 
pi’ocedure  or  in  conjunction  with  artificial 
pneumothorax  in  the  more  advanced  forms. 
It  is  of  no  value  in  cases  in  which  there 
is  a fixation  of  the  diaphragm.  Of  the 
plastic  operations  the  paravertebral  extra- 
p'eural  thoracoplasty  of  Sauerbruch  is  the 
method  of  choice.  In  the  chronic  fibroid 
type  of  phthisis,  with  marked  unilateral 
involvement,  this  operation,  performed  in 
stages,  is  cf  distinct  benefit.  In  a large 
series  of  collected  cases  treated  by  thora- 
coplasty, an  improvement  was  obtained  in 
over  60  per  cent. 
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DISCUSSION. 

Dr.  Shirley  Lyons  (New  Orleans)  : This  sub- 

ject is  of  tremendous  importance  to  every  medi- 
cal man,  and  I wish  to  thank  Dr.  Ochsner  for  his 
very  excellent  treatise.  The  subject  is  so  exten- 
tive  that  only  the  important  phases  can  be  brought 
out  in  the  time  allowed.  I wish  only  to  emphasize 
a few  points  concerning  artificial  pneumothorax. 

Since  this  important  surgical  adjunct  in  the 
treatment  of  pneumothorax  tuberculosis  was 
brought  before  our  profession  in  1895,  by  Dr. 
John  B.  Murphy,  it  has  been  used  in  a large 
number  of  cases  with  very  encouraging  results. 
In  the  earlier  days,  it  was  reserved  for  the  cases 
which  were  considered  hopeless  and  only  after 
every  other  known  method  had  failed.  As  was  to 
be  expected  of  any  treatment  when  used  only  in 
hopeless  cases,  the  results  were  not  brilliant,  but 
they  were  sufficiently  encouraging  to  justify  some 
workers  to  try  it  in  earlier  stages  of  the  disease. 
Today,  many  of  those  who  have  given  the  subject 
study  have  concluded  that  if  there  is  any  doubt 
as  to  the  patient’s  progress,  he  should  be  given 
the  benefit  of  immediate  pneumothorax. 

There  can  be  no  fixed  rules  guiding  the  indi- 
cations for  artificial  pneumothorax,  but  there  are 
several  conditions  which  make  treatment  impera- 
tive: (1)  Renef;+^  .’.  and  severe  hemorrhage  in  any 

stage  of  the  disease.  (2)  The  low  gi-ade  tubercu- 
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lous  patient  with  persistent  cavity,  sputum  and 
bacilli  after  prolonged  treatment  under  suitable 
conditions.  (3)  In  chronic  cases  with  periodic 
relapses  with  disease  confined  to  one  side.  (4)  To 
replace  serious  or  prevalent  effusion  in  a tuber- 
culous subject. 

In  the  production  of  artificial  pneumothorax  we 
have  a simple,  comparatively  harmless  therapy, 
which  has  heretofore  been  used  in  the  more  hope- 
less cases,  which  offers  a useful  means  of  con- 
trolling the  disease  in  its  early  stages.  In  prop- 
erly selected  cases,  relief  is  prompt  and  effective. 
That  is  one  nice  thing  about  the  treatment,  you 
do  not  have  to  wonder  if  you  are  getting  results; 
as  a rule,  in  about  the  first  three  or  four  weeks 
the  results  will  be  such  that  you  can  tell  and  the 
patient  and  family  can  tell  that  you  are  getting 
the  results,  by  the  marked  reduction  or  total 
absence  of  sputum  and  the  pulse  rate  approaching 
or  returning  to  normal.  The  dangers  of  pneumo- 
thorax are  so  slight,  in  the  hands  of  an  experi- 
enced operator,  that  they  may  be  considered 
negligible.  I say  this,  in  spite  of  the  fact  that, 
in  reviewing  the  literature,  occasionally  you  will 
find  a series  of  two  or  three  or  four  cases  in 
which  the  results  are  fatal,  I still  believe  that 
the  complications  are  more  or  less  negligible.  The 
indications  and  contra-indications  are  based  to  a 
large  extent  on  the  operator’s  experience  and 
skill. 

There  are  two  other  points:  I do  not  think 

artificial  pneumothorax  ought  to  be  introduced  by 
the  operator  without  consultation  with  another 
physician.  I deem  it  of  sufficient  importance  to 
warrant  consultation. 

One  other  point;  Your  patient  and  family  will 
want  to  know  how  long  this  is  going  to  have  to 
continue.  In  the  most  favorable  cases,  you  can 
promise  eighteen  months  to  three  years’  treat- 
ment, some  longer  than  that,  but  I have  never 
seen  a case  fail  to  continue  through  the  treat- 
ment, when  it  is  left  to  his  choice. 

The  more  complicated  surgical  procedures  are 
to  be  considered  only  after  a thorough  trial  with 
artificial  pneumothorax. 

Dr.  Ochsner  has  covered  that  subject  so  very 
thoroughly  that  I do  not  think  there  is  much  left 
to  say  on  that  score,  except  that  I would  like  to 
plead  with  you  all,  if  you  should  have  a case  in 
which  artificial  pneumothorax  has  been  unsuc- 
cessful and  any  type  of  surgery  is  advocated,  don’t 
take  the  attitude  that  your  patient  is  going  to  be 
deformed  or  maimed  or  anything  like  that.  The 
mortality  is  only  10  to  12  per  cent,  and  that  is 
not  high,  considering  some  of  our  other  surgical 
procedure,  and  I would  like  to  plead  co-operation 
with  the  surgical  man  wul.  *^he  more  or  less  hope- 
less cases. 


Dr.  W.  J.  Durel  (New  Orleans)  : Of  course, 

I am  a medical  man  and  not  a surgeon,  but  this 
is  one  subject  wherein  if  the  medical  man  does 
not  co-operate  with  the  surgical  man,  do  not  start 
any  surgical  procedure. 

At  the  Charity  Hospital  we  have  had  there 
hundreds  of  cases,  cases  of  tuberculosis  that  war- 
rant artificial  pneumothorax — which,  by  the  way, 
is  a part  for  the  medical  man,  not  for  the  sur- 
geon; pneumothorax  should  not  be  practiced  by 
the  surgeon,  it  belongs  to  the  medical  man.  In 
other  words,  in  practicing  artificial  pneumothorax, 
we  have  a bed  plan  by  which,  when  we  approach 
the  bedside  of  especially  an  advanced  case  where 
before  we  simply  had  to  fold  our  hands  and  wait 
and  expect  the  final  act  of  life,  today,  we  can  go 
a little  further  and  offer  this  patient  relief  and 
offer  him  many,  many  years  of  very  active  life. 

Now,  I have  been  using  the  artificial  pneumo- 
thorax for  fourteen  years  in  Charity  Hospital, 
cases  that  permit  us  to  use  artificial  pneumo- 
thorax. It  is  you  gentlemen  who  have  to  lead 
this  procedure  and  help  us  in  gaining  headway. 

I will  give  you  one  example.  Dr.  Jones  will 
remember  that,  during  the  month  of  December 
and  January,  I had  booked  twenty-eight  cases  for 
artificial  pneumothorax.  They  asked  me  to  wait 
until  after  New  Year.  I waited  until  the  holi- 
days were  over,  then  we  decided  to  have  quite  a 
clinic  on  artificial  pneumothorax,  and  when  the 
day  came,  there  was  one  patient  left  in  the  hos- 
pital, the  others  had  all  deserted  because  the 
physician  had  told  them  it  meant  death. 

I am  from  the  South,  my  grandparents  are 
from  the  South,  but  this  is  a fact,  we  of  the 
South  are  backward.  Gentlemen,  let  us  be  leaders. 
I make  a plea  for  it.  Here  is  an  institution,  the 
Charity  Hospital,  with  two  hundred  and  fifty 
beds,  the  gift  of  a noble  woman  who  is  trying  to 
help  humanity,  and  here  we  poor  little  selves  are 
trying  to  help  the  suffering  humanity,  because  the 
uneducated  profession  may  be  unwilling,  worse — 
against  us,  and  induce  these  poor  deprived  patients 
not  to  have  it.  Many  patients  do  die,  it  is 
not  pleasant  for  the  doctor  to  puncture  the  side 
of  an  individual  every  ten  or  twelve  days  for 
three  years,  at  least,  and  it  is  not  pleasant  for 
the  patient  to  be  punctured. 

I will  not  discuss  that  any  more,  there  is 
enough  in  the  literature  for  you  to  know  all  about 
it;  you  cannot  say  there  is  nothing  published  on 
it;  the  literature  is  full  of  it,  so  go  to  it,  do  it 
yourself.  When  you  send  your  patients  to  Charity 
Hospital,  tell  them  “They  are  not  going  to  murder 
you,  there,  if  they  want  to  stick  a needle  in  your 
side.”  What  is  the  outcome  if  it  is  not  done? 
Death,  gentlemen. 
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Now,  as  far  as  phrenisectomy,  I have  succeeded 
in  having  one  of  our  surgeons  help  us  out,  and 
Dr.  Ochsner  was  kind  enough  in  trying  this  re- 
cently, with  fairly  good  results.  As  far  as 
phrenisectomy  is  concerned,  I would  advise  phren- 
isectomy preceding  phrenicotomy. 

I am  surprised  with  the  cases  we  have  had. 
One  case  was  a severe  case  and  when  the  dia- 
phragm was  not  free,  yet  from  this  case,  after 
phrenisectomy,  there  was  a rise  of  the  diaphragm 
and  a flacidity  and  positive  collapse,  equivalent 
to  about  500  c.c.  and  this  patient  is  doing  well. 

Another  case  was  a case  for  phrenicotomy,  but 
the  opposite  lung,  if  not  the  lateral  lung  was  a 
little  moist  and  I advised  Dr.  Ochsner.  That  is 
why  I say,  there  must  be  a close  co-operation  be- 
tween the  physician  and  the  surgeon,  because  the 
surgical  therapeutic  work  is  not  like  amputating 
a leg.  Before  you  do  surgery  of  the  lung,  you 
must  know  the  pathology  of  tuberculosis,  and  if 
you  do  not  know  the  pathology  of  tuberculosis, 
do  not  do  surgery.  Therefore,  you  go  in  unison, 
hand  in  hand,  with  your  surgeon. 

I will  cite  another  case,  a patient  who  came 
from  the  West  and  he  wanted  to  be  thoroco- 
plasted  immediately.  I told  him  to  ask  his  physi- 
cian, one  case  where  it  was  the  rule;  they  tele- 
graphed him.  He  had  a sweetheart  out  West,  a 
trained  nurse,  who  wanted  him  to  be  thoroco- 
plasted,  but  this  man  had  one  lung  quite  involved 
but  the  opposite  lung  was  active.  Now,  what  was 
the  outcome?  A beautiful  surgical  result  but 
a dead  patient  after  a few  days,  because  after 
you  do  the  thorocoplasty  and  collapse  the  lung, 
the  other  lung  certainly  will  never  be  able  to  keep 
up  the  vital  capacity  of  that  individual.  So,  I 
advised  a phrenisectomy  to  be  done,  and  it 
was  done.  Just  that  phrenisectomy,  however, 
came  mighty  near  flaring  up  in  the  other  lung. 

Now,  of  course.  Dr.  Ochsner  has  been  sick  and 
not  able  to  take  the  cases  left  for  him,  but  I am 
sure  Dr.  Danna  is  coming  to  our  rescue,  and  when 
he  promises  something  I know  I can  depend  on 
him. 

This  case  was  phrenisectomized,  and  after  three 
weeks,  they  wanted  him  down  in  the  surgical  de- 
partment for  thorocoplasty;  after  the  plain  phren- 
isectomy, he  had  twice  the  volume  in  the  lung  he 
had  previously.  Meaning  what?  Meaning  a tem- 
porary involvement,  extension  of  volume  in  the 
phrenisectomized  lung.  In  another  month  or  so, 
this  patient  will  be  able  to  stand  theroplasty  and 
be  a valuable  asset  to  himself  and  his  family 
again. 

So  I say,  we  need  co-operation  between  the  sur- 
geon and  the  physician;  we  must  walk  hand  in 


hand ; if  you  part,  gentlemen,  your  results  are 
going  to  be  disastrous. 

Now,  another  thing,  let  us  not  wait,  however, 
for  these  thoracic  operations  to  the  last  moment. 
However,  this  is  the  rule  that  most  of  the  etiol- 
ogists  have  adopted,  as  long  as  we  feel  that  a 
patient  can  be  cured  or  benefitted  or  put  back  in 
a healthy  working  order,  without  any  of  the  sur- 
gical aid.  It  is  a matter  of  three  years,  and  I 
admit  that  the  results  sometimes  are  startling, 
but  they  are  not  so  wonderful  as  we  sometimes 
think. 

Dr.  Danna  (New  Orleans) : I probably  would 

not  have  said  anything  if  Dr.  Durel  had  not 
used  my  name  in  vain,  but  this  is  a subject 
which  I would  like  to  have  the  membership,  indi- 
vidually, take  home  with  them  and  ponder  over. 
I was  just  sitting  here  thinking  that  there  are 
very  few  of  us  who  have  had  any  experience  with 
thoracoplasty.  We  are  very  anxious  to  do  these 
operations,  but  we  feel  our  responsibility  in  doing 
this  kind  of  work,  because  it  is  a very  serious 
thing  and  should  be  done  only  in  selected  cases 
and  only  with  active  consultation  with  the  medi- 
cal man. 

Now,  unfortunately,  the  tuberculosis  patient  is 
the  patient  who,  on  an  average,  speaking  of  the 
average  case,  treated  by  the  average  doctor,  gets 
very  little  active  attention  and  active  supervision 
and  active  watching  by  the  doctor,  as  to  what 
the  processes  in  his  lung  are,  from  time  to  time. 

The  average  man,  treating  a “t.  b”  case,  will 
put  him  on  the  usual  treatment  and  maybe  not 
see  him  for  months  at  a time.  I would  like  to 
make  a plea  for  more  active  supervision  of  these 
cases,  and  for  more  study  of  the  individual  case, 
so  that  these  cases  requiring  thoracoplasty  can 
be  selected  and  operated  on  by  men  having  the 
necessary  experience  to  be  able  to  do  it. 

Dr.  Durel  has  mentioned  the  fact  that  I was 
interested.  I have  been  interested,  I have  seen 
some  cases  with  him  in  the  tuberculosis  wards,  we 
have  decided  to  do  something  surgical  for  them, 
and,  the  next  morning,  the  patients  were  not 
there,  they  had  gone;  they  had  gone,  because  of 
the  feeling  of  the  patients  and  their  doctors  and 
perhaps  some  of  the  nurses  and  “hangers-on,” 
that  maybe  we  were  trying  to  experiment  with 
them  and  do  surgery  on  a case  that  required  no 
surgery. 

So,  I would  like  to  have  you  take  home  with 
you  the  idea  that  surgery  can  save  a number  of 
these  patients.  As  Dr.  Durel  tells  you,  these  are 
usually  the  patients  that  will  die,  if  surgery  is 
not  done  on  them. 

Dr.  I.  M.  Gage  (New  Orleans):  I would  like 

to  thank  the  Chairman  and  the  Surgical  Section 
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for  the  extension  of  time  they  gave  me  to  read 
Dr.  Ochsner’s  paper,  and  also  appreciate  the  dis- 
cussion of  the  paper. 

I would  like  to  corroborate  the  statements  of 
Drs.  Durel  and  Danna  about  the  co-operation  of 
the  internists  and  surgeons.  This  applies  not 
only  to  surgical  tuberculosis  but  to  all  surgical 
cases.  The  surgical  field  in  tuberculosis  is  a 
very  large  one  but  limited  in  its  scope.  In  the 
treatment  of  pulmonary  tuberculosis  in  selected 
cases  the  extrapleural  thoracoplasty  of  Sauer- 
brush is  probably  the  method  of  choice,  as  it  ac- 
complishes all  that  the  more  radical  procedures 
offer,  with  practically  no  deformity  of  the  chest. 

In  some  of  these  cases  following  thoracoplasty, 
there  is  a continuation  of  symptoms,  which  Dr. 
Ochsner  has  shown  to  be  the  result  of  bronchiec- 
tasis, the  cavities  not  being  completely  collapsed 
by  the  surgical  procedure.  Dr.  Ochsner  has 
demonstrated  that  in  this  type  of  case  the  thera- 
peutic results  obtained  by  the  introduction  of 
iodized  oil  is  worthy  of  note.  Therefore,  in  cases 
that  continue  to  expectorate  large  amounts  of 
sputum  following  the  Sauerbruch  extrapleural 
thoracoplasty,  it  behooves  us  to  make  a study  of 
the  bronchial  tree  by  the  introduction  of  iodized 
oil  by  the  “passive”  technic. 

I thank  you. 

THE  ACUTE  ABDOMEN*. 

J.  M.  ACKER,  JR.,  M.  D., 

Aberdeen,  Miss. 

Acute  abdomens  are  generally  first  seen 
by  the  family  physician  and  it  is  upon  his 
advice  that  the  case  rests.  In  dealing  with 
a paper  of  this  kind  it  is  hardly  possible  to 
consider  the  subject  from  the  standpoint  of 
a clinical  entity.  In  my  opinion,  it  should 
rather  be  dealt  with  by  determining  or  de- 
fining, what  is  an  acute  abdomen,  what  are 
its  causative  factors,  and  what  is  its  treat- 
ment? 

I shall  not  try  to  offer  anything  new  or 
startling,  but  shall  content  myself  with  try- 
ing to  create  interest  and  a desire  for  more 
prompt  recognition  of  this  condition  among 
the  men  of  our  profession.  Being  mostly  a 
general  practitioner  with  a rather  limited 
surgical  experience,  I hesitate  at  attempt- 
ing to  discuss  so  large  a subject  and  one  of 
such  great  importance  to  us,  and  I might 

♦Read  before  the  Mississippi  State  Medical  As- 
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add  of  even  more  vital  importance  to  our 
clientele.  If  my  ideas  are  wrong  I shall 
welcome  correction.  It  was  with  the  hopes 
of  eliciting  a liberal  discussion  on  an  old- 
timeworn,  but  paramount,  subject,  that  I 
reluctantly  accepted  the  invitation  of  the 
surgical  section’s  Chairman  to  present  a 
paper  on  the  acute  abdomen. 

What  is  an  acute  abdomen?  It  is  an 
abdomen  in  which  something  has  happened. 
Something  gone  wrong  and  the  pathology 
within  is  dependent  on  a lesion  or  lesions 
that  need  immediate  attention.  Some  great 
medical  and  surgical  authority  has  termed 
it  “an  urgent  abdominal  condition.”  An 
abdominal  calamity,  if  you  please,  has  be- 
fallen the  patient  and  something  must  be 
done  at  once.  The  correct  mode  of  proce- 
dure should  be  clear  in  every  doctor’s  mind. 
No  time  must  be  lost  in  starting  our  defense. 

I am  of  the  belief  that  in  spite  of  the  sud- 
denness of  the  onset  of  an  acute  abdomen, 
that  in  most  instances,  they  are  sudden  ter- 
minations of  chronic  abdominal  lesions.  Of 
course,  there  may  be  exceptions.  Preven- 
tive surgical  remedies  for  abdominal  calam- 
ities have  not  kept  pace  with  preventive 
medicine.  This  is  well  illustrated  by  the 
many  deaths  from  the  perforated  appendix 
preceding  the  fatal  peritonitis.  Urgent 
abdominal  conditions  have  to  do  almost  en- 
tirely with  perforated  lesions,  either  visual 
or  occult.  These  perforated  lesions  are  the 
commoner  abdominal  calamities  that  de- ' 
serve  our  deepest  consideration.  They  are 
the  ones  that  in  the  majority  of  instance? 
are  causing  the  acute  abdomens.  I believe 
all  patients  with  acute  appendices  should 
be  considered  as  having  acute  abdomens 
for  certainly  in  the  majority  of  cases  un- 
less the  appendix  is  removed  the  patient 
will  sooner  or  later  develop  an  acute  or 
urgent  condition.  Therefore,  with  the  mere 
mention  of  the  acute  appendix  and  also 
cholecystitis  as  causes  of  the  acute  abdo- 
men, with  of  course  an  earnest  appeal  for 
the  early  recognition  of  both,  this  paper 
will  be  directed  more  especially  towards  a 
discussion  of  the  pathologically  perforated 

lesions  as  the  cause  of  the  acute  abdomen. 


Acker,  Jr. — The  Acute  Abdomen. 


889 


Why  after  an  examination  of  what  we 
think  is  an  acute  abdomen,  is  it  imperative 
that  the  abdomen  be  opened?  The  answer 
to  this  question  is  simply  the  recitation  or 
enumeration  of  the  lesions  or  conditions 
that  cause  an  acute  abdomen,  in  other 
words,  the  causative  factors  of  the  trouble. 
Classified  according  to  the  frequency  of  the 
lesions  producing  an  acute  abdomen,  ap- 
pendicitis comes  first.  Any  classification 
of  the  most  frequent  causes  must  start 
with  this  pathology.  That  was  mentioned  in 
the  preceding  paragraph.  Then,  in  the  opin- 
ion of  the  essayist,  come  the  following  con- 
ditions: (2)  cholecystitis,  (3)  perforation 
of  the  appendix  with  accompanying  peri- 
tonitis, (4)  perforations  of  duodenal  or 
gastric  ulcer,  (5)  rupture  or  leakage  of 
pus  tubes  or  ovarian  cyst,  (6)  acute  intes- 
tinal obstruction,  (7)  rupture  of  ectopic 
pregnancy,  (8)  perforation  of  gall-bladder, 
and  (9)  acute  pancreatic  lesions.  We  are 
all  agreed  that  conditions  such  as  these 
need  attention.  There  is  no  medical  treat- 
ment. What  must  be  done  is  essentially 
and  entirely  surgical  and  no  time  should  be 
lost  in  seeing  that  these  measures  are  in- 
stituted. Acute  perforation  of  the  appen- 
dix, unassociated  with  a cathartic,  in  my 
opinion  rarely  occurs.  Of  course,  there  are 
exceptions  to  this  statement.  As  men- 
tioned before  my  observation  has  been  that 
acute  perforation  of  any  viscus  is  only  a 
more  or  less  rapid  termination  of  a chronic 
lesion.  The  rapid  pouring  out  of  intestinal 
or  appendiceal  irritating  and  infecting 
fiuids  will  cause  an  early  and  unyielding 
rigidity  of  a diffuse  area  of  the  abdominal 
walls.  Such  areas  of  rigidity,  if  the  patient 
is  not  completely  overcome  later,  is  more 
locally  confined  to  the  right  side.  Such 
localization  in  the  urgent  or  acute  abdo- 
men should  never  be  waited  for.  Simply 
pain  with  rigidity  of  the  abdominal  walls 
is  always  a command  for  the  closest  inves- 
tigation and  in  the  majority  of  cases  is 
ground  for  an  immediate  laparatomy. 
Little  attention  may  be  paid  to  the  tem- 
perature which  may  be  even  subnormal 
and  often  is  when  perforation  is  first  seen. 


The  temperature,  with  nausea  and  vomit- 
ing, however,  will  play  an  important  part 
in  the  differentiating  between  this  condi- 
tion and  the  pneumonias,  kidney  colics  or 
menstrual  disturbances.  Acute  pneumonia 
and  pyelitis  have  many  times  been  mistaken 
for  the  acute  abdomen.  In  obtaining  a his- 
tory of  an  acute  abdomen,  one  should  never 
fail  to  bring  out  the  history  of  any  cathar- 
tic which  a great  many  times  has  been 
given.  We  might  generally  say  that  with 
the  pain  and  rigidity  as  mentioned  above, 
added  to  the  history  of  a previous  cathar- 
tic, it  should  always  be  imperative  to  open 
the  abdomen.  I am  of  the  opinion  that 
the  advances  made  in  laboratory  diagnos- 
tic measures  avail  one  little  in  the  handling 
of  an  acute  abdomen.  To  submit  a patient 
with  acute  abdominal  symptoms  to  a gas- 
tro-intestinal  roentgenogram  is  unthink- 
able. A good  many  inflamed  appendices 
have  burst  while  the  doctor  was  waiting 
for  the  leukocytes  to  rise  and  consequently 
announce  to  his  patient  that  surgery  was 
indicated.  A urinary  examination  can  and 
should  of  course  always  be  made.  The  old 
diagnostic  triad,  pulse,  temperature  and 
respiration,  together  with  the  abdominal 
pain  and  muscular  rigidity  are  to  be  relied 
upon  more  than  all  diagnostic  refinements 
in  your  acute  abdominal  cases. 

It  should  be  remembered  that  practically 
in  all  acute  perforations  or  rupture  of 
abdominal  organ,  symptoms  of  bowel  ob- 
struction are  present.  The  peritoneal  irri- 
tation incident  to  any  perforation  is  mani- 
fested as  a paresis  of  the  intestinal  canal. 

Acute  perforation  of  the  duodenum  and 
stomach  are  dire  abdominal  calamities  and 
produce  a most  urgent  acute  abdomen.  In 
this  condition  there  is  intense  pain,  the 
patient  seems  consumed  with  fright.  He 
or  she  is  held  in  immovable  position,  terror 
is  on  the  face  and  there  is  an  appeal  for 
gentleness  in  examination.  The  picture  is 
more  intense  than  that  in  the  perforated 
appendix.  The  pain,  rigidity  and  tender- 
ness are  found  to  the  superlative  degree. 
The  breathing  is  superficial  and  often 
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there  is  cyanosis.  The  rigidity  is  wide 
spread,  universal  and  board  like.  There  is 
no  region  of  the  abdominal  wall  that  will 
yield  to  pressure.  Again,  it  is  evident  that 
the  only  relief  for  a condition  like  this  is 
surgery. 

Peritonitis  following  the  leakage  of  a 
pus  tube  or  an  acute  rupture  of  an  old 
pyosalpinx  or  ovarian  abscess  is  frequently 
the  cause  of  an  acute  abdomen.  A great 
deal  of  shock  is  attached  to  the  rupture  of 
a large  tubo-ovarian  abscess,  so  much  so 
that  the  patient  for  the  time  being  is  not 
so  much  ill  from  the  peritonitis  as  she  is 
from  the  shock  incident  to  the  intra-abdom- 
inal catastrophe.  Here,  I think  it  a 
good  time  to  mention  the  problem  that 
always  faces  us  in  the  examination  of  these 
acute  abdomens,  of  determining  where  in 
the  abdomen  the  lesion  is  located.  I be- 
lieve that  the  operator  should  know  as  far 
as  it  is  possible,  the  definite  location  of  the 
intra-abdominal  lesion,  and  should  know 
where  to  make  a legitimate  incision  in 
order  to  combat  such  lesion.  In  reckoning 
with  an  acute  abdomen  the  ovarian  cyst 
with  a twisted  pedicle  must  be  kept  in 
mind. 

Any  patient  suddenly  seized  with  acute 
abdominal  symptoms  in  the  presence  of  an 
abdominal  scar,  evidence  of  a previous 
operation,  should  arouse  suspicion.  Of 
course  we  have  serious  trouble  of  this 
nature  without  any  history  of  a previous 
operation  or  scar,  where  the  patient  shows 
only  sudden  pain  and  constipation.  With 
or  without  a scar,  the  patient  should  re- 
ceive our  closest  watchfulness  for  intestinal 
obstruction  should  be  suspected.  Delayed 
operation  in  this  condition  means  death  no 
matter  what  is  the  cause.  If  you  wait  for 
fecal  vomiting,  distended  abdomen  and 
high  blood  count,  operation  may  be  too 
late.  I do  not  consider  blood  count  as  of 
very  much  value.  The  chief  symptoms  are 
sudden  severe  pain  with  localized  tender- 
ness, nausea  and  vomiting. 

A word  about  ruptured  ectopic  preg- 
nancy. The  most  interesting  thing  about 


this  condition  is  the  difference  in  the  man- 
agement of  it.  The  chief  trouble  or  imme- 
diate danger  is  the  hemorrhage.  Of  course 
this  hemorrhage  must  be  controlled.  It 
may  be  too  late  to  wait  for  a reaction  from 
the  shock.  This  condition  always  shows 
an  extreme  picture  of  collapse.  The  patient 
is  blanched,  often  unconscious  and  quite 
oblivious  to  her  surroundings.  Generally, 
however,  we  can  secure  some  clinical  his- 
tory from  some  one  that  will  aid  in  a cor- 
rect prompt  diagnosis.  We  often  see  the 
most  extreme  picture  of  shock,  the  patient 
being  both  pulseless  and  unconscious. 
However,  when  the  correct  surgery  is  ap- 
plied, better  results  are  obtained,  than  in 
most  any  other  similar  alarming  condition. 

Acute  perforation  of  the  gall-bladder  is 
not  apt  to  take  place  and  more  or  less  sub- 
stitutes the  symptoms  of  empyema  of  the 
gall-bladder  or  abscess  in  the  peri-gall- 
bladder region.  We  are  more  often  deal- 
ing with  a local  abscess  incident  to  the 
ruptured  gall-bladder  than  with  a frank 
perforation  of  the  organs.  In  these  per- 
forations, pulse  and  temperature  are  not 
confirming  evidences.  Pain  in  the  gall- 
bladder region  with  well-marked  rigidity 
of  the  upper  right  rectus  with  previous 
clinical  gall-bladder  history  is  about  all  we 
have  for  diagnosing  these  conditions. 

In  the  acute  pancreatic  lesions  we  find 
sudden  intolerable  pain  of  paroxysmal 
character,  localized  in  the  epigastrium  but 
sometimes  referred  to  the  left  shoulder. 
This  is  followed  by  symptoms  of  shock  in 
.varying  degree.  Vomiting  is  a prominent 
symptom  and  is  generally  persistent  and 
uncontrollable,  but  never  regurgitant  or 
fecal.  Respiration  is  hurried,  shallow  and 
thoracic.  There  is  a leaden  color  to  the 
face  with  cyanosis.  Abdominal  tenderness, 
rigidity  and  distension  are  not  features  of 
the  disease  in  the  early  hours.  With  ex- 
treme symptoms,  the  diagnosis  has  been 
made,  but  more  often  has  the  abdomen 
been  opened  suspecting  perforated  ulcer  or 
gall-bladder.  This  condition  may  be  recog- 
nized from  the  perforated  lesions,  by 
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causing  less  tenderness,  spasticity  and 
distension,  by  more  copious  and  persistent 
vomiting  and  by  paroxysmal  exacerbations 
of  pain  remaining  most  intense.  There 
may  be  some  board  like  abdominal  rigidity 
but  it  is  always  confined  to  the  epigastrium, 
while  the  agonizing  pain  is  also  located  in 
the  upper  abdomen. 

How  to  proceed,  what  to  do  and  what 
not  to  do,  in  these  acute  abdominal  cases, 
are  questions  the  answers  to  which  are 
pretty  generally  agreed  upon.  The  mor- 
tality in  the  acute  abdomen  increases 
rapidly  after  the  first  six  hours.  Each 
additional  six  hours  adds  an  increasing 
failure  for  surgery.  It  was  the  late  Dr. 
John  P.  Murphy  who  said,  “Somebody  has 
been  to  blame  for  every  death  from  acute 
peritonitis.”  Early  radical  treatment  in 
these  conditions  is  conservative  treatment, 
and  no  treatment  other  than  surgical  is 
radical.  There  is  only  one  thing  more  im- 
portant, and  that  is  prevention.  The  family 
physician  is  the  preventive  agent,  the 
surgeon  or  surgery  the  specific  treatment. 
The  treatment  of  the  acute  abdomen  starts 
with  the  early  recognition.  Therapeutically 
nothing  whatever  can  be  done.  Early  sur- 
gery is  our  salvation. 

I shall  not  attempt  to  cover  the  oper- 
ative procedure  in  these  cases,  but  will 
content  myself  with  insisting  upon  imme- 
diate opening  of  the  abdomen,  removal  of 
the  appendix,  appendiceal  stump,  closure 
of  the  perforation  or  correction  of  any 
other  pathology  found.  Adequate  drain- 
age by  means  of  drains  and  the  patient’s 
position  in  bed.  Volumes  could  and  have 
been  written  along  these  lines.  I can  add 
nothing.  However,  I cannot  close  my  paper 
without  stressing  both  pre-operative  and 
post-operative  measures  as  being  of  the 
greatest  importance.  I know  of  nothing 
of  more  importance.  These  measures  look 
towards  conserving  the  patient’s  strength 
and  energy  by  preventing  and  combating 
shock.  The  profession  has  for  years  been 
searching  for  some  preparation  that  could 
be  introduced  directly  into  the  circulation 


without  harm  to  the  patient  and  that  would 
act  as  a food,  prevent  dehydration,  combat 
toxemia  and  aid  in  elimination.  The  goal 
was  reached,  I think,  by  the  use  of  a 5 
per  cent  solution  of  glucose  given  intrav- 
enously and  continually  at  the  rate  of  about 
100  c.c.  per  hour,  just  as  long,  and  as 
often,  as  necessary.  In  my  humble  opin- 
ion, this  measure  used  both  pre-  and  post- 
operatively  has  done  more  for  these  acute 
abdomens  than  anything,  with,  of  course, 
the  exception  of  the  early  recognition  and 
immediate  operation.  Patients  that  are 
septic,  starving  for  water,  so  nauseated 
they  can  not  retain  fluids  by  mouth,  grad- 
ually come  back  under  this  intravenous 
medication.  This  measure  ranks  next  in 
importance  to  ridding  the  patient  of  the 
causative  factors  by  operation. 

Perhaps  this  discussion  of  a condition 
that  has  been  gone  over  so  much  and  to 
such  an  extent  is  tiresome  to  most  of  you. 
I apologize  for  taking  your  time.  How- 
ever, if  my  efforts  have  been  successful  in 
adding  but  a small  stimulus  to  prevention, 
and  then  early  diagnosis,  with  prompt 
action  in  these  cases  where  delay  means 
such  tragic  fatality,  I shall  not  consider 
that  my  paper  has  been  in  vain. 

DISCUSSION. 

Dr.  J.  A.  Crisler  (Memphis):  Not  much  can 

be  said  in  five  minutes  on  so  valuable  a paper. 
I think  the  time  has  come  when  we  might  stop 
throwing  bouquets,  but  surely  this  is  the  best 
paper  I ever  heard  on  the  acute  abdomen.  Your 
chairman  has  been  kind  enough  to  call  on  me 
on  several  occasions  to  discuss  papers.  I used 
to  discuss  them  all  twenty-five  years  ago  when 
I was  a member  of  this  Association,  but  now 
these  young  fellows  have  gotten  smarter  than 
we  old  fellows.  We  know  a lot  by  experience 
that  they  probably  don’t  know,  but  they  know 
more  of  the  recent  things  that  are  as  important 
as  matters  of  experience,  so  we  might  say  too 
much  and  get  lost,  get  an  anchor  around  our 
neck  and  get  out  into  the  sea  and  drop  quietly 
over. 

I was  impressed  by  the  importance  of  early 
diagnosis.  The  doctor  has  so  completely  covered 
that  feature  of  the  case  until  nothing  further 
could  be  said,  except  that  in  some  cases  early 
diagnosis  is  probably  impossible  and  the  abdo- 
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men  would  have  to  be  opened  regardless  of  the 
diagnosis  just  for  general  purposes.  Some  of 
these  later  symptoms  that  he  mentions  are  not 
symptoms  of  disease,  but  symptoms  of  death — 
signs  of  death — so  that  early  opening  of  the 
abdomen  in  acute  abdomen  is  never  out  of  place. 

I call  your  attention  to  two  cases  that  I saw, 
difficult  of  diagnosis,  in  our  clinic.  One  was  re- 
ferred to  me,  to  make  it  brief,  with  an  acute 
fulminating  appendicitis.  Let  us  pass  over  by 
saying  that  the  blood  count  and  everything  else 
indicated  that — the  pain  was  localized  over  the 
appendix — the  man  was  tremendously  sick  with 
acute  symptoms  that  occurred  24  hours  before 
we  saw  the  patient.  We  went  in,  confirming  the 
diagnosis  in  our  own  mind,  as  acute  appendi- 
citis. We  ran  into  an  enormous  clot  of  blood, 
and  1 almost  looked  up  to  see  if  I was  operating 
on  a woman,  instead  of  a man,  with  an  acute 
ruptured  uterus.  The  next  thing  we  encoun- 
tered was  pus,  which  saved  us  from  the  necessity 
of  going  on  into  the  duodenum  and  stomach. 
We  were  rather  anticipating  an  ulcer,  but  pass- 
ing my  hand  up  I ran  into  an  enormous  liver 
abscess,  and  we  drained  that  and  the  man  got 
well. 

Another  case  the  patient  was  brought  in  with 
this  symptom;  he  had  gotten  up  at  4 o clock  in 
the  morning  and  gone  to  his  doctor  some  four 
miles  distant  and  had  had  a hypodermic  for  pain 
in  his  left  side,  rigidity  down  his  left  ureter  into 
the  testicle.  The  doctor  said  he  thought  he  had 
a renal  calculus.  In  six  or  eight  hours  he  devel- 
oped a similar  pain  on  the  opposite  side,  and  an- 
other physician  was  called,  and  he  diagnosed 
it  as  acute  appendicitis.  The  patient  was 
brought  to  us  with  that  history.  We  were  utterly 
unable  to  locate  any  place  in  which  an  incision 
could  be  intelligently  made.  One  physician 
rather  urged  the  idea  that  it  was  an  acute  appen- 
dicitis, because  of  the  blood  indication  and  in- 
flammation, so  we  delayed  it  one  day,  two  days, 
on  up  to  six  days,  and  finally  we  got  back  to  his 
old  diagnosis.  Our  genito-urinary  man  made 
all  sorts  of  investigations  of  the  ureters  and 
kidneys;  he  had  no  trouble  there,  so  we  finally 
went  in,  because  he  was  a little  tender  on  the 
left  side,  and  we  ran  into  three  sepai-ate  and 
large  abscesses,  probably  due  to  rupture  in  the 
descending  colon  and  sigmoid.  Sometimes  accui- 
ate  diagnosis  is  utterly  impossible,  no  matter 
what  you  know  about  your  blood  and  your  his- 
tory and  what  your  experience  has  taught  you. 
Sometimes  the  diagnosis  is  thoroughly  impossible 
and  we  have  to  think  of  that,  but  the  safe 
thing  is  whenever  you  have  anything  like  suffi- 
cient symptoms  to  warant  you  to  go  in  for 
them,  go  in  as  early  as  possible. 


Dr.  V.  B.  Philpot  (Houston)  : I just  want  to 

bring  out  one  point  in  the  diagnosis.  Of  course, 
as  Dr.  Crisler  said,  we  very  often  can  not  make 
an  accurate  diagnosis,  but  there  is  one  condition 
in  which  we  strive  to  eliminate,  and  that  is  in- 
testinal colic  which  is  the  one  condition  where 
any  kind  of  purgative  is  indicated,  and  I doubt 
whether  extra  lavage  wouldn’t  do  just  as  well — 
an  enema.  Pressure  on  the  abdomen  in  intesti- 
nal colic  generally  relieves  the  pain,  whereas  in 
most  of  the  acute  conditions  it  aggravates  the 
pain.  All  of  us  have  to  deal  with  patients  who 
have  had  purgation  given  for  this  purpose,  and 
possibly  they  have  an  acute  condition.  If  doc- 
tors would  just  think  of  that  they  might  refrain 
from  purgatives  and  therefore  eliminate  a good 
many  deaths,  because  I believe  purgatives  do 
kill  more  people  in  acute  abdominal  conditions 
than  anything  else.  I believe  I would  rather  risk 
my  chances  without  my  operation  in  acute  ap- 
pendicitis any  day,  than  to  have  purgation  and 
have  an  operation. 

Dr.  W.  H.  Frizell  (Brookhaven)  : Dr.  Acker 

i-eferred  to  the  acute  abdomen  in  making  an 
early  diagnosis.  Sometimes  we  can  not  make  an 
early  diagnosis.  Recently  I had  a case,  a negro 
woman,  38  years  old,  who  had  repeated  attacks 
of  appendicitis.  She  had  a chronic  case  with 
acute  exacerbation.  Later  on  she  had  had  a very 
acute  attack.  She  got  up  and  I told  her  that 
sooner  or  later  she  would  have  to  come  to  the 
table,  and  why  not  now?  She  objected  to  that. 
She  was  on  the  plantation,  and  on  Sunday  she 
had  an  attack.  She  knew  it  meant  the  knife, 
so  she  was  a little  bit  loathe  in  saying  anything 
about  it,  and  finally  I was  called  in  any  way 
on  the  third  day.  She  had  taken  violent  purga- 
tives in  an  effort  to  remove  her  trouble.  I had 
her  brought  in,  urinalysis  made,  pulse  rate  and 
everything  else  that  you  can  find;  her  bowels 
were  moving  along;  she  had  no  nausea;  she  suf- 
fered very  little  pain,  temperature  from  99°  to 
100°,  so  we  put  her  in  for  operation  and  in  three 
more  days  went  into  her  abdomen  with  a diag- 
nosis of  chronic  appendicitis  plus  I didn’t  know 
what.  When  we  got  in  there,  she  had  a movable 
tumor  from  McBurney’s  point  going  up  in  an 
inverted  J and  from  within  the  abdomen  you 
could  move  it  about  any  way  you  wanted  to. 
I went  in  there  and  I found  an  agglutinated 
mass  of  intussusception  between  ten  and  twelve 
inches  long.  In  my  system  of  raising  this  up,  I 
opened  her  bowels  about  four  inches  and  we 
looked  dowTi  in  there,  and  there  was  a gangren- 
ous bag,  and  another  mass  half  as  large.  I 
knew  that  she  was  headed  for  the  undertaker. 
I closed  the  appendix,  pulled  the  omentum  down 
and  fastened  it  down  and  closed  the  wound  with 
two  soft  drainage  tubes  in  it.  On  the  second 
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day  I removed  the  drainage  tubes.  That  negro 
today  is  as  well  as  any  of  you  are,  with  a 
perfectly  soft  abdomen,  and  was  in  my  office  the 
other  day.  She  has  been  out  of  the  hospital 
some  time  and  she  came  in  and  said:  “Doctor 
what  can  I eat?”  It  just  goes  to  show  how 
in  the  abdomen  you  can  not  find  out  anything 
about  them.  As  Dr.  Crisler  wisely  said,  go  in 
and  see. 

Dr.  G.  C.  Hightower  (Hattiesburg) : Dr.  Acker 
has  covered  the  disease.  I want  to  speak  just 
a word  about  how  to  manage  the  patient — how 
to  avoid  any  pitfalls  that  I used  to  fall  into, 
but  I seldom  do  now.  All  of  us  agree  that  the 
diagnosis  in  every  case  can  not  be  made.  All  of 
us  agree  on  that.  We  are  sure  of  that.  The 
question  then  arises  how  we  are  going  to  manage 
the  patient.  If  you  have  made  a very  accurate 
diagnosis,  blood  tests,  etc.,  and  you  come  to  the 
conclusion  in  your  own  mind  that  the  most  likely 
thing  there  is  an  acute  appendicitis,  well,  one  of 
the  pitfalls  we  fall  in  is  this:  you  say  “you  have 
got  an  acute  appendicitis,  you  have  to  be  oper- 
ated on  at  once,  if  you  don’t  you  will  die  in  six 
days.”  You  forget  that  the  patient  is  likely 
to  refuse  to  be  operated  on,  and  sometimes  they 
do,  and  on  the  sixth  day  they  are  well  and  up 
again.  Then  on  the  other  hand,  if  you  tell  that 
patient  that  you  do  not  know  positively  but  think 
he  has  acute  appendicitis,  and  in  this  case  you 
rush  that  patient  into  the  operating  room  and 
open  him  up  and  do  not  find  any  appendicitis, 
and  he  says,  “Doctor,  what  did  you  find?” — you 
will  have  a hard  time  explaining,  so  how  to  avoid 
these  pitfalls  is  my  subject. 

When  you  have  made  every  differentiation 
and  you  can  not  make  a positive  diagnosis,  tell 
that  patient  the  truth;  say,  “I  do  not  know  what 
is  the  matter  with  you,  but  my  opinion  is  so  and 
so,  and  I advise  you  to  have  an  exploratory  oper- 
ation. I won’t  take  the  responsibility  if  you 
wait,  but  I will  be  glad  to  go  into  the  abdomen 
and  see  what  your  trouble  is  and  remove  it 
whatever  it  is,”  and  in  that  way  you  will  avoid 
some  very  bad  pitfalls. 

Dr.  R.  B.  Caldwell  (Baildwyn) : We  knew 

when  Dr.  Acker  got  up  to  read  the  paper  that 
we  had  a most  valuable  paper  coming,  but  he 
stresses  a point  or  two  that  I think  very  im- 
portant. There  are  so  many  of  these  acute  abdo- 
mens that  it  is  a great  factor  in  our  profession. 
You  have  to  get  busy  and  get  busy  in  a hurry. 
You  haven’t  time  for  routine  laboratory  work. 
When  your  diagnosis  is  as  accurate  as  you  think 
you  can  possibly  make  one,  get  busy.  When 
you  have  an  abnormal  case  you  have  to  use  every 
means  you  have,  but  I think  we  are  getting 
too  far  away  from  our  objective  and  subjec- 
tive symptoms  and  are  taking  too  much  liberty. 


I saw  a case  of  obstructed  bowels  carried  to  the 
hospital  recently  that  had  been  obstructed  24 
hours.  He  had  the  most  pronounced  symptoms 
I ever  saw  of  obstructed  bowels  and  pus  appendi- 
citis. They  gave  every  test  to  find  out  where  the 
obstruction  was  and  wasted  valuable  tijme  in 
making  those  tests;  then  they  opened  him  up 
and  found  a gangrenous  bowel,  and  the  patient 
died  the  next  day.  Those  preliminary  examina- 
tions and  blood  counts  and  roentgenograms  pos- 
sibly caused  that  patient’s  life;  otherwise  any 
person  who  had  any  knowledge  of  an  acute 
abdomen  could  easily  have  made  a diagnosis  of 
obstructed  bowels.  In  other  words  the  family 
physician  sent  the  patient  to  be  operated  on 
immediately;  he  reached  the  hospital  at  9 o’clock 
in  the  morning  and  was  operated  on  at  8:30  that 
night  and  died  the  next  day.  When  you  have 
your  objective  and  subjective  symptoms  so  plain, 
do  not  let  time  be  a factor  in  going  into  the 
abdomen,  in  order  to  have  those  different  labor- 
atory tests  that  you  know  are  not  going  to  avail 
you  much. 

Dr.  J.  M.  Acker  (closing)  : I thank  the  doc- 

tors for  their  discussion,  particularly  Dr.  Crisler 
and  Dr.  Caldwell  for  their  comments  on  the 
paper. 

ACUTE  OSTEOMYELITIS.* 

H.  A.  GAMBLE,  M.  D., 

Meridian,  Miss. 

Acute  osteomyelitis  is  the  most  common 
and  important  acute  inflammatory  disease 
of  bone,  and  has  been  recognized  as  a dis- 
tinct clinical  entity  since  the  dawn  of 
surgery. 

My  reason  for  taking  this  subject  for 
discussion  is  that  the  consequences,  both 
as  regards  the  bone  itself  and  the  general 
system,  are  so  disastrous  if  not  recognized 
early,  that  one  feels  that  the  subject  should 
be  brought  before  our  medical  meetings 
from  time  to  time. 

Notwithstanding  the  voluminous  litera- 
ture of  the  past  and  the  general  recogni- 
tion of  the  possibility  of  the  condition 
developing,  it  is  a fact  that  a large  propor- 
tion of  such  cases  are  not  recognized  as 
acute  osteomyelitis  until  serious  damage 
has  been  accomplished. 

*Read  before  the  Mississippi  State  Medical 
Association,  Meridian,  Miss.,  May  8-10,  1928. 


894 


Gamble — Acute  Osteomyelitis 


Anatomically,  osteomyelitis  is  usually 
confined  to  the  diaphysis  of  the  bone. 
The  reason  for  this  is  obvious  when  one 
considers  the  etiology  and  pathological 
anatomy  present.  While  age,  disease  and 
trauma  are  contributing  factors,  etiologi- 
cally  osteomyelitis  either  develops  as  a 
result  of  the  direct  introduction  of  bac- 
teria by  some  traumatizing  agent,  such  for 
instance  as  a bone  felon  resulting  from  a 
pin  or  needle  prick,  the  soiling  of  a com- 
pound fracture,  or  a bullet  wound.  The 
infections  resulting  from  these  are  usually 
limited  in  their  extent,  and  are  not  in  gen- 
eral in  the  class  which  we  wish  to  discuss. 

Osteomyelitis  as  clinically  seen,  except 
from  the  above  causes,  is  a result  of  a 
blood  borne  infection,  and  may  or  may  not 
have  some  predisposing  elements  such  as 
trauma,  mechanical  or  chemical,  or  of  some 
constitutional  dyscrasia. 

Anatomically,  Lexer  has  shown  that  the 
shaft  of  the  bone  receives  its  blood  supply 
from  the  nutrient  artery,  which  in  turn 
divides  into  a number  of  terminal  arteries, 
and  from  the  arteries  of  the  periosteum. 
The  epiphysis  of  the  bone  receives  its 
blood  supply  from  an  entirely  different 
source — the  blood  vessels  of  the  epiphyseal 
area.  Between  the  epiphysis  and  the  di- 
aphysis there  lies  an  area  in  which  the 
blood  supply  is  very  limited. 

In  the  natural  pathogenesis  of  acute 
osteomyelitis  the  introduction  of  the  infec- 
tive organism  is  by  way  of  the  blood 
stream,  either  as  separate  germs  or  as 
thrombi,  which  on  account  of  the  terminal 
character  of  the  vessels  becomes  localized 
more  often  in  the  blood  vessels  of  the  bone 
on  the  diaphyseal  side  of  the  epiphysis  and 
foi'm  a thrombus,  with  the  further  multi- 
plication of  the  bacteria,  clotting  of  blood 
and  destruction  of  the  surrounding  bony 
tissue.  This  thrombotic  process  varies  in 
extent — first,  as  to  whether  there  is  a ten- 
dency for  continued  spreading  of  it; 
secondly,  the  part  of  the  nutrient  blood 
vessel  supply  which  is  involved ; thirdly. 


the  virulence  of  the  infective  organism, 
and,  fourthly,  the  coincident  infection  of 
any  inflammatory  exudate,  and  reaction  on 
the  part  of  the  tissues.  Unfortunately,  if 
the  nutrient  artery  becomes  thrombosed 
shortly  after  entrance  into  the  bone,  which 
is  not  the  usual  course  of  the  disease,  the 
whole  diaphysis  will  probably  be  affected 
and  there  will  be  massive  destruction  of 
bone  tissue.  Should  there  be  one  of  the 
smaller  branches  only  involved  the  destruc- 
tive infection  will  be  very  much  lessened. 
Fortunately,  the  vascularization  of  the 
periosteum  is  of  such  a nature  that  no 
embolic  or  thrombotic  process  of  its  vessel 
can  effect  to  any  large  extent  the  surfaces 
of  the  bone;  so  that,  even  in  the  most 
marked  involvement,  there  usually  remains 
an  opportunity  for  repair  of  the  destroyed 
bone  by  way  of  the  bone  cells  which  are 
adherent  to  the  periosteum. 

From  a clinical  standpoint  practically 
all  cases  of  acute  osteomyelitis  originate 
because  of  a bacteremia  which  sets  up  a 
thrombo-embolic  process  involving  the 
blood  supply  of  the  bone.  Practically  the 
same  pathological  picture  is  presented  ex- 
cepting in  a lesser  degree,  in  what  is 
known  as  acute  epiphysitis,  which  is  to  all 
intents  and  purposes  an  acute  osteomyelitis. 
The  pathological  process  resulting  origin- 
ates in  the  bone  with  the  development  of 
destruction  of  osseus  tissue,  formation  of 
pus,  the  gradual  spreading  of  the  process 
to  the  surface  where  there  results  a sub- 
periosteal abscess.  This  destructive  pro- 
cess may  spread  up  into  the  shaft  of  the 
bone  involving  the  marrow  and  occasion- 
ally into  the  epiphysis  rupturing  into  the 
joint,  or  where  Nature  is  unable  to  com- 
bat the  infection,  becomes  a localized 
abscess. 

Predisposing  causes  of  acute  osteomye- 
litis: First,  it  is  usually  found  in  the 

adolescent  rather  than  those  of  mature 
years,  due  no  doubt  to  the  marked  vascu- 
larity of  the  growing  bone,  particularly 
in  the  regions  of  the  epiphysis ; second,  the 
history  of  trauma  is  so  often  associated 
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with  its  development  that  there  can  be  no 
doubt  that  it  is  a factor  in  lowering  the 
resistance  of  the  affected  part  to  infection; 
third,  it  is  far  more  prevalent  in  the  male 
than  in  the  female,  the  latter  not  being  so 
prone  to  injuries  as  the  former;  fourth, 
devitalizing  diseases  which  lower  one’s 
resistance  are  a frequent  predisposing 
factor.  However  much  influence  any  one 
of  these  factors  may  have  as  predisposing 
toward  the  development  of  an  acute  osteo- 
myelitis, there  is  always  present  a pre- 
existing focus  of  infection  with  a bacter- 
emia. Frequently  the  focus  of  infection  is 
evident,  as  for  instance  the  furuncle,  in- 
flamed tonsils  or  infected  lesions  of  any 
part  of  the  body.  However,  while  there 
are  times  when  such  a history  is  not  aivail- 
able,  it  will  usually  be  found  upon  close 
investigation  that  some  atrium  of  infection 
existed  whether  or  not  it  can  be  demon- 
strated. 

The  blood  picture  in  the  early  stages  of 
any  acute  osteomyelitis  shows  the  presence 
of  a blood  stream  infection.  To  summar- 
ize : for  the  development  of  an  acute  osteo- 
myelitis, it  is  necessary  that  there  should 
be  some  point  of  fixation  in  the  bone,  and 
the  presence  in  the  blood  of  either  a 
bacteremia  or  infected  emboli,  which  finds 
lodgment  in  the  point  of  fixation. 

The  symptoms  of  osteomyelitis  are 
variable  in  intensity.  There  is  not  always  a 
clearcut  picture  upon  which  so  much 
stress  is  laid — of  unbearable  pain,  fever, 
and  high  blood  count,  although  in  many 
cases  we  do  find  such  a fulminating  type 
of  invasion.  When  one  takes  into  consid- 
eration the  fact  that  the  constitutional 
symptoms  will  vary  largely  as  to  the  in- 
tensity of  the  bacteremia  that  is  present, 
and  the  local  symptoms  as  to  the  extent 
of  the  vascular  supply  involved,  naturally 
there  will  be  a decided  difference  in  degree 
as  regards  the  symptoms  of  pain,  fever  and 
blood  count. 

Some  cases  of  osteomyelitis  are  very 
mild  in  their  onset  and  run  a low  grade 
chronic  course,  due  no  doubt  to  the  lack  of 


virulence  of  the  infective  organism,  the 
limited  area  of  bone  involvement,  and  the 
ability  of  the  host  to  throw  off  or  fight  the 
infection.  Other  cases  will  show  more 
marked  symptoms,  being  ushered  in  "with 
chill  or  rigor,  high  fever,  pain  and  tender- 
ness, high  blood  count  and  a marked  bac- 
teremia. There  is  a further  type  in  which 
the  bacteremia  is  the  most  important  of 
the  conditions  present,  the  patient  showing 
very  mild  evidence  of  focal  infection  with 
a high  grade  toxemia  due  to  the  number 
of  circulating  organisms  in  the  blood;  re- 
sulting in  a severely  toxic  condition  either 
typhoidal  or  maniacal  in  character,  and 
usually  terminating  in  death.  In  such 
cases  the  focal  infection  in  the  bone  has 
very  little  if  anything  to  do  with  the  ulti- 
mate outcome  of  the  case.  Clinically  the 
symptoms  most  to  be  relied  upon  are  rigor 
or  chill,  fever,  localized  soreness  or  pain,  a 
high  leukocyte  count  with  the  presence  in 
a large  proportion  of  cases  of  a definite 
focal  infection. 

The  prognosis  as  to  life,  morbidity  and 
the  restoration  of  function  depends  largely 
upon  the  early  recognition  of  the  condition 
and  the  time  of  active  interference.  One 
of  the  best  criteria  upon  which  to  base  a 
prognosis  as  to  life  is  the  extent  of  the 
bacteremia  as  indicated  by  the  number  of 
colonies  in  the  blood  culture,  and  as  to 
whether  or  not  it  is  persistent  in  its 
character.  When  there  is  a small  number 
of  colonies  it  usually  indicates  that  the  re- 
sisting powers  of  the  individual  are  able  to 
combat  the  infection.  When  the  number  is 
very  large  and  persistent  it  is  indicative  of 
the  lack  of  ability  on  the  part  of  the  host 
to  throw  off  the  infection  and  to  clear  the 
blood  stream. 

The  time  element  is  most  important, 
upon  it  depends  in  large  measure,  not  only 
the  prognosis  as  to  life,  but  the  extent  of 
damage  which  is  inflicted  upon  the  affected 
bone. 

Diagnosis  ordinarily  rests  between  acute 
articular  rheumatism,  typhoid  fever,  and 
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in  the  fulminating  type,  the  possibility  of 
a meningitis. 

Acute  articular  rheumatism  is  the  one 
disease  with  which  it  is  most  often  con- 
founded, but  if  one  will  remember  that 
in  this  affection  more  than  one  joint  ordi- 
narily is  involved,  osteomyelitis  usually 
has  a single  focus  of  infection,  that  in 
rheumatism  the  pain  is  of  a dull  aching 
character  and  is  confined  to  the  joint 
and  peri-articular  structures,  while  in 
osteomyelitis  the  pain  is  of  a throbbing, 
lancinating  and  often  unbearable  type,  and 
is  localized  away  from  the  joint  in  the 
diaphysis  of  the  bone  near  the  epiphysis; 
also  that  in  rheumatism  there  is  not 
necessarily  present  a leukocytosis,  that  in 
osteomyelitis  it  is  rarely  absent,  it  will  not 
be  difficult  to  differentiate  between  the  two. 

Typhoid  fever  has  a low  leukocyte  count, 
osteomyelitis  a high  count.  Typhoid  fever 
a positive  Widal,  in  osteomyelitis  the 
Widal  reaction  is  negative  unless  the 
patient  has  either  had  an  attack  of  typhoid 
fever,  or  been  vaccinated  against  it. 

In  those  cases  simulating  meningitis,  the 
delirium  and  meningeal  symptoms  present 
may  mislead  us ; however  a spinal  puncture 
will  clear  up  the  diagnosis  here. 

TREATMENT. 

I can  do  not  better  than  to  quote  George 
A.  Peters.  He  says;  “There  is  no  surgi- 
cal disease  in  childhood  in  which  well- 
considered  promptness  and  well-controlled 
courage  in  regard  to  treatment  are  more 
urgently  required  or  more  signally  re- 
warded than  in  acute  osteomyelitis.  The 
disease  is  one  entirely  beyond  the  reach  of 
ordinary  medicinal  remedies,  whether  in- 
ternally administered,  exteimally  applied,  or 
hypodermically  injected,  as  in  the  case  of 
antitoxic  serums.” 

The  treatment  of  acute  osteomyelitis  in 
its  early  stages  consists  primarily  upon  the 
institution  of  free  drainage.  As  previously 
stated,  acute  osteomyelitis  manifests  itself 
as  an  inflammation  of  the  medulla  of  the 
bone,  with  or  without  the  presence  of  a 


subperiosteal  abscess.  I wish  to  make 
myself  clear;  in  speaking  of  the  medulla 
of  the  bone,  I am  referring  not  only  to  the 
marrow  containing  cavity,  but  the  cancel- 
lous bony  tissue  directly  continuous  there- 
with. It  is  necessary  when  providing 
drainage,  not  only  to  be  satisfied  with  open- 
ing up  a sub-periosteal  abscess,  but  in 
addition  thereto  to  make  an  opening 
directly  into  the  subjacent  bone.  From 
year  to  year  we  have  become  more  and 
more  convinced  that  the  subperiosteal 
abscess  is  not  the  original  focus  of  in- 
fection, but  that  in  most  cases  it  is 
secondary  to  a suppurative  focus,  at  some 
point  in  the  diaphysis  of  the  bone. 

LeJars  very  rightly  says  that  “There  are 
two  foci  of  infection  in  these  cases  of 
osteomyelitis.  The  periosteal  peri-epiphy- 
seal focus,  and  the  medullary  intra-osteal 
focus.  It  is  absolutely  necessary  to  open 
both  foci,  and  the  operation  for  osteomye- 
litis consists  essentially  in  opening  the 
affected  bone.” 

When  the  periosteal  abscess  is  opened, 
regardless  of  whether  or  not  the  bone 
appears  smooth,  it  is  wisest,  and  by  far 
the  safest  to  make  an  opening  directly  into 
the  medulla  and  provide  drainage  for 
what  experience  has  taught  us  is  always 
present — -an  intra-medullary  infection.  The 
treatment  of  the  bone  in  cases  of  acute 
osteomyelitis  in  the  early  stages  should  be 
simply  the  introduction  of  the  trephine 
into  the  medulla,  the  relieving  of  tension, 
and  provision  of  drainage  by  this  means. 
If  necessary,  this  opening  can  be  enlarged 
with  mallet  and  chisel  or  with  Rongeur 
forceps,  but  the  simple  trephining  of  the 
bone  will  usually  suffice,  and  oftentimes 
abort  any  further  extension  of  the  osteo- 
myelitic process.  At  this  time  under  no 
circumstances  should  there  be  a curettment 
of  the  medulla,  first  because  of  the  danger 
of  infection,  and  flooding  of  the  system  with 
a more  intense  bactermia;  second,  because 
it  is  impossible  at  this  stage  to  determine 
which  tissues  are  viable  and  which  are  not, 
and,  third,  because  it  would  necessarily  de- 
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stroy  many  of  the  endosteal  cells  upon 
which  the  repair  of  bone  largely  depends. 

Bone  differs  from  all  other  tissues  in 
that  regeneration  takes  place  from  the  en- 
dosteal as  well  as  the  periosteal  tissues.  If 
the  measures  adopted  do  not  remove  the 
marrow  and  all  of  the  medullary  cells  are 
not  killed  by  the  infection,  Nature  will  soon 
set  up  repairs,  and  will  oftentimes  practi- 
cally restore  the  affected  bone  to  a normal 
condition. 

Should  there  be  no  early  intervention, 
and  the  system  of  the  patient  is  able  to 
weather  the  storm  of  the  disease,  we  have 
the  development  of  the  sub-periosteal  ab- 
scess, the  formation  of  sequestra,  fistulous 
tracts,  and  cloaca.  When  the  condition  has 
gone  on  to  this  stage  it  will  usually  mean 
that  there  will  necessarily  be  a very  pro- 
tracted convalescence.  The  size  and  shape 
of  the  sequestra  is  dependent  definitely 
upon  the  vascular  area  primarily  affected. 
As  this  bone  dies  Nature  attempts  to  throw 
up  reparative  processes  both  from  within 
and  from  without,  and  we  have  as  a result 
the  sequestrum  surrounded  by  a shell  of 
new  bone  developed  from  the  osseus  cells 
of  the  periosteum  plus  new  bone  from  the 
endosteal  cells,  with  here  and  there  claoca 
and  sinuses  leading  to  the  surface,  through 
which  are  discharged  the  pus  and  necrotic 
bone  material. 

Should  the  preliminary  drainage  not  pre- 
vent the  development  of  a sequestrum,  it 
is  in  our  opinion  wisest  to  wait  patiently 
for  from  eight  to  sixteen  weeks,  giving 
Nature  ample  time  for  delimiting  definitely 
the  area  of  necrotic  bone.  Then  open  up 
the  affected  area,  unroof  the  bone  the  full 
length  of  the  disease,  and  remove  with  as 
little  damage  to  new  bone  formation  as 
possible  any  sequestra  which  may  have 
formed.  Further  treatment  of  this  condi- 
tion depends  upon  how  far  advanced  repair 
has  progressed.  Our  preference  is  to  re- 
move the  sequestra  and  all  obviously  devi- 
talized tissue,  and  if  the  wound  is  of  recent 
origin  to  pack  it  with  iodoform  gauze,  sat- 


urated with  vaseline,  which  can  be  left  in 
situ  for  several  days. 

We  have  recently  been  trying  out  pack- 
ing these  bone  cavities  with  iodoform  gauze 
impregnated  with  vaseline,  and  allowing 
Nature  gradually  to  extrude  the  gauze  as 
granulations  fill  up  the  cavity.  However, 
we  will  not  enter  into  a discussion  of  this 
phase  of  the  subject,  as  our  object  today 
has  been  to  present  to  you  again  the  very 
important  topic  of  acute  osteomyelitis. 

SUMMARY. 

1.  Acute  osteomyelitis  is  due  to  an  in- 
fection of  the  bone  by  pyogenic  organisms, 
carried  thereto  in  the  blood  stream. 

2.  The  area  involved  in  the  bone  is  de- 
pendent upon  the  interference  with  the 
blood  supply  of  such  region  by  a thrombo- 
embolic process  which  contains  the  offend- 
ing bacteria. 

3.  Practically  all  blood  borne  infections 
develop  in  the  medullary  cavity  and  affect 
the  periosteal  and  sub-periosteal  areas  sec- 
ondarily. 

4.  In  all  cases  of  acute  osteomyelitis 
there  are  two  factors  to  be  considered,  one 
the  lesion  in  the  bone,  and  the  other  the 
bacteremia. 

5.  The  extent  of  the  bacteremia  is  of  de- 
cided prognostic  aid. 

6.  In  the  treatment  of  acute  osteomyeli- 
tis, it  is  a disease  which  brooks  no  delay, 
and  necessitates  early  active  intervention. 

7.  In  the  earliest  stages' the  indications 
are  to  provide  free  drainage  in  the  soft 
parts  and  sub-periosteal  area,  and  to  make 
an  opening  directly  into  the  medulla  of  the 
bone. 

8.  In  the  treatment  of  subacute  or  more 
chronic  cases  the  bone  should  be  unroofed 
and  any  sequestra  or  dead  bone  removed, 
and  under  no  circumstances  should  the  en- 
dosteum be  curetted. 

DISCUSSION. 

Dr.  Gessner  (New  Orleans)  : It  is  a great  pleas- 
ure to  discuss  a paper  read  by  my  old  friend.  Dr. 
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Gamble,  for  whom  I have  had  a high  degree  of  re- 
spect ever  since  I knew  him  as  a student  in  medi- 
cal college.  There  are  certain  things  that  are 
taught  very  positively  and  dogmatically,  which  I 
think  sometimes  positively  do  harm,  and  I am 
going  to  state  a case  which  I saw  recently,  show- 
ing variation  from  the  positive  course  usually  out- 
lined. 

I saw  last  fall  a little  boy  12  years  old,  a school 
boy,  who  on  a certain  Wednesday  got  his  last  dose 
of  anti-typhoid  vaccine.  On  that  day  playing 
around  with  his  fellow  students,  he  got  hurt  about 
the  leg.  Next  day,  Thursday,  he  was  sick,  but 
went  to  school.  On  Friday  he  stayed  at  home,  he 
was  sick  at  home,  complained  of  various  joints 
until  the  following  Tuesday.  That  was  six  days 
after  his  original  injury.  On  that  day  he  was 
brought  to  Touro  Infirmary  in  New  Orleans, 
where  he  was  placed  under  the  care  of  an  able, 
experienced  pediatrist,  who  made  a diagnosis  of 
acute  rheumatism  and  treated  him  with  hot  appli- 
cations for  a week.  At  the  end  of  that  week  an 
abscess  over  his  left  tibia  was  located,  and  I saw 
him  on  Wednesday,  and  operated  on  him  on 
Thursday.  Now  here  is  the  thing  that  is  com- 
pletely at  variance  with  the  usual  dogmatic  rule. 
He  was  struck  simultaneously  in  four  places,  the 
lower  end  of  each  femur  and  lower  end  of  each 
tibia.  Dr.  Gamble  has  said  that  where  one  bone  is 
struck,  and  the  fact  that  only  one  bone  is  struck 
is  looked  upon  as  evidence  of  osteo-myelitis.  If 
more  than  one  bone  is  struck  you  have  a diag- 
nosis of  rheumatism.  This  boy  was  struck  along 
both  femur  and  both  tibia.  Incidentally  a pic- 
ture had  ben  taken  which  was  negative.  You  all 
know,  of  course,  that  an  early  osteo-myelitis  can 
not  be  recognized  by  an  X-ray.  Dr.  Henderson  is 
our  roentgenologist  at  Touro;  he  came  from 
Jackson,  and  when  called  on  to  make  a diagnosis 
of  osteo-myelitis  with  roentgen-ray  he  always  de- 
clines. It  must  be  remembered  that  an  early 
diagnosis  of  osteo-myelitis  by  a roentgen-ray  is 
not  to  be  expected.  I do  not  think  the  general 
practitioner  thinks  of  that  as  he  should.  I cut 
down  in  this  case  over  each  femur  and  over 
the  two  tibia  to  where  the  abscess  over  the  left 
femur  had  broken,  with  a chisel,  and  I found  pus. 
There  was  a large  abscess  over  each  femur  and 
after  I opened  the  abscesses  I did  what  Dr.  Gam- 
ble has  discussed,  in  the  presence  of  pus  with 
a bone  not  looking  well,  I opened  the  marrow  of 
the  femur.  I opened  it  with  a Hudson  drill  and 
I made  an  opening  one-half  of  an  inch  in  diam- 
eter. I found  no  pus.  Here  is  another  fallacy. 
Dr.  Jno.  B.  Murphy,  to  whom  we  owe  a great 
deal,  said  that  when  a man  made  a diagnosis  of 
acute  osteo-myelitis,  all  he  had  to  do  was  to 


go  to  a hardware  store  and  get  a drill,  sterilize 
it  and  bore  a hole  in  the  bone;  in  other  words 
he  made  an  impression  that  if  you  make  a small 
hole  you  can  go  in  there  and  the  disease  would 
not  spread.  In  this  case,  although  I did  open 
the  marrow  of  the  bone  there  was  no  pus;  although 
I made  a large  hole  the  disease  did  not  stop. 
It  spread  and  caused  considerable  damage  to  the 
bone.  This  boy  has  been  operated  on  since  and 
is  now  on  the  way  to  recovery.  In  the  first  place 
I want  to  stress  that  the  multiplicity  of  attack 
does  not  exclude  osteo-myelitis,  although  the  syl- 
labus of  the  attack  only  points  in  that  direction. 
In  the  second  place,  we  must  not  depend  on  the 
roentgen-ray,  and  in  the  third  place,  we  must 
not  sit  dowTi  and  think  that  a hole,  even  a big 
hole  in  that  marrow,  is  going  to  prevent  the 
spread  of  the  disease. 

Dr.  H.  A.  Gamble  (closing)  : I appreciate 

Dr.  Gessner’s  discussion  of  this  paper  more  than 
he  can  realize.  Dr.  Gessner  used  to  be  my 
teacher  though  he  doesn’t  look  it,  and  there  are 
a great  many  things  I have  learned  from  his 
instruction.  I am  glad  that  Dr.  Gessner  brought 
out  the  point  about  the  multiplicity  of  lesions  re- 
sulting from  osteomyelitis,  and  the  possibility  of 
there  being  more  than  one  focus  of  infection.  It 
isn’t  usually  the  case.  You  usually  have  a single 
focus  of  infection.  The  point  he  brought  out 
in  regard  to  trephining  and  not  finding  pus — I 
have  done  that  and  at  the  same  time  I have 
taken  cultures  from  that  opening  and  I have 
gotten  a pure  staphylococcic  growth.  That  means 
that  the  infection  had  not  reached  the  stage  of 
pus  formation.  Another  thing  is  the  type  of 
multiple  openings  for  drainage  purposes.  For  in- 
stance, opening  the  bone  and  cleaning  it  out  is 
not  advisable  because  of  the  danger  of  dis- 
seminating infection,  and,  secondly,  if  there  has 
progressed  a marked  destruction  of  the  bone  it 
signifies  that  primarily  the  main  nutrient  artery 
is  involved  in  the  thrombotic  process  and  that  the 
tissue  supplied  by  it  will  die.  All  that  one  can 
do  under  such  circumstances  is  to  make  an  open- 
ing to  relieve  tension  and  afford  an  outlet  for  any 
pus  that  might  form  later. 

In  regard  to  the  use  of  the  roentgen-ray  in 
diagnosis  of  acute  osteo-myelitis,  I did  not  men- 
tion it,  it  has  no  place.  It  does  more  harm  in 
the  diagnosis  of  acute  osteo-myelitis  than  any 
other  procedure  of  which  I am  cognizant.  It 
causes  procrastination,  and  the  essential  fact 
which  I have  tried  to  bring  out  today  is  that 
acute  osteo-myelitis  should  be  recognized  early, 
and  in  the  treatment  of  it  is  necessary  to  act, 
and  to  act  promptly. 
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SUKGICAL  TREATMENT  OF 
ARTHRITIS. 

JOHN  T.  O’FERRALL,  M.  D., 

New  Orleans. 

Despite  long  years  of  study,  including 
much  careful  research,  the  treatment  and 
cure  of  many  cases  of  arthritis  remains  a 
baffling  and  interesting  study.  It  is  not 
proposed,  at  this  time,  to  present  an  ex- 
haustive treatise  upon  the  diagnosis  and 
treatment  of  the  several  types  of  arthritis, 
but  to  call  to  your  attention  some  of  the 
important  clinical  manifestations  of  both 
acute  and  chronic  involvement  of  the  ma- 
jor joints  and  the  beneficial  results  ob- 
tained from  the  surgical  treatment  of  them. 

Acute  infectious  toxic  and  septic  arthri- 
tis is  generally  manifested  in  a single  ma- 
jor joint,  principally  the  knee,  shoulder, 
hip  or  elbow.  Its  onset  is  sudden,  accom- 
panied with  more  or  less  temperature, 
acute  pain  in  the  joint,  especially  upon  at- 
tempted motion,  increased  local  heat  and 
swelling.  Local  redness  may  or  may  not  be 
present.  The  history  obtained  from  the  pa- 
tient often  reveals  the  presence  of,  or  the 
recent  occurrence  of,  a sore  throat,  an  ac- 
tive gonorrhea  or  an  abscessed  tooth.  With 
such  symptoms,  whether  backed  up  with 
such  a history  or  not,  we  are  conscious  that 
we  are  dealing  with  an  acute  inflammatory 
joint  lesion.  The  simpler  laboratory  exam- 
inations are  now  possible  in  the  most  re- 
mote localities;  hence,  a total  and  differen- 
tial white  blood  count  will  reveal  an  in- 
creased leukocytosis  and  an  increase  in  the 
polynuclear  neutrophils. 

With  these  laboratory  findings  further 
substantiating  a diagnosis  of  an  acute  joint, 
the  next  diagnostic  step  undoubtedly  is  as- 
piration of  the  joint.  It  is  unfortunately  a 
fact  that  many  medical  men  hesitate  to  per- 
form this  simple,  but  important,  diagnos- 
tic operation  and  lose  valuable  time  as  well 
as  the  confidence  of  his  patient,  in  some 


instances.  With  a 10  c.c.  or  20  c.c.  glass 
syringe,  with  a needle  of  large  caliber  and 
novocain  or  ethyl  chloride,  aspiration  is 
simple,  painless  and  harmless  as  applied  to 
joints.  If  upon  aspiration  the  joint  fluid  is 
found  to  be  cloudy,  from  a slight  degree  to 
markedly  turbulent,  it  will  show  numerous 
pus  cells  under  the  microscope,  with  or 
without  micro-organisms.  Such  turbulence 
is  the  sign  of  destruction  of  the  delicate 
synovial  membranes,  and  demands  surgical 
drainage  of  the  affected  joint. 

It  is  a distressing  fact  that  many  of  our 
medical  men  of  the  regular  school,  osteo- 
paths, chiropractors  and  other  ignorant 
persons  have  spread  among  the  laity  the 
misinformation  that  the  opening  of  any 
joint  and  releasing  of  the  synovial  fluid 
will  surely  result  in  a stiff  joint.  Much  of 
this  misunderstanding  has  resulted  from 
aspiration  and  immediate  indiscriminate 
injection  of  formalin  and  other  fluids  into 
the  joints. 

What  is  meant  by  surgical  drainage  of 
a joint?  It  means  complete  evacuation  of 
the  infected  synovial  fluid  by  means  of  a 
free  incision  into  the  joint  to  reach  every 
culdesac  and  thorough  lavage  of  every  part 
of  the  joint  capsule  with  1 or  2 gallons  of 
warm  normal  saline  solution  or  a solution 
of  bichloride  of  mercury  1-20000.  Drain- 
age tubes  or  drains  of  any  kind  are  dis- 
tinctly contraindicated  even  in  the  most 
purulent  infections.  Complete  resuturing  of 
the  incision  is  done  immediately  or  the  cap- 
sule is  stitched  to  the  soft  parts  and  the 
joint  allowed  to  drain  as  per  the  method  of 
Willems.  Except  in  the  most  purulent  cases, 
immediate  and  complete  suture  of  the  in- 
cision should  be  done.  Extension  to  the 
affected  extremity  is  then  applied  and  both 
active  and  passive  motion  begun  in  3 or  4 
days.  Normal,  functioning  joints  are  ob- 
tained in  cases  seen  up  to  1 week  after  the 
onset  of  the  joint  infection. 

The  following  resume  of  a recent  case 
will  illustrate  the  progress  of  an  acutely 
infected  knee  joint ; 
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George  K.,  an  unusually  healthy,  strong  young 
man,  was  seen  March  22,  1927,  at  his  business 
office.  He  stated  that  he  had  had  no  infectious 
disease  of  any  kind  for  years.  He  had  never  had 
gonorrhea  and  his  teeth  and  throat  had  not  been 
affected.  The  night  preceding  my  examination  he 
had  awakened  during  the  night  and  felt  some  stiff- 
ness of  his  left  knee.  Upon  changing  his  position 
in  bed  he  again  fell  asleep.  When  he  arose  the 
day  of  the  examination  he  again  felt  some  stiff- 
ness and  discomfort  of  the  knee  but  walked  more 
than  20  blocks  to  his  office.  This  long  walk  was 
performed  with  ease  except  that  he  stopped  once 
because  of  slight  pain  in  the  joint.  After  walking 
upstairs  the  joint  began  to  give  more  pain,  which 
rapidly  increased  until  within  an  hour  or  so  he 
was  unable  to  stand  or  to  move  the  joint  even 
the  slightest  degree  without  great  pain.  I found 
him  on  a lounge  in  his  office  in  great  distress. 
The  left  knee  was  moderately  swollen  and 
somewhat  reddened.  The  entire  joint  pre- 
sented increased  local  heat  and  was  exceed- 
ingly tender.  Any  attempt  at  active  or 
passive  motion  was  associated  with  great 
pain.  His  temperature  was  101  °F.  He  was  im- 
mediately sent  to  the  Baptist  Hospital  by  ambu- 
lance. An  immediate  blood  count  showed  15,650 
leukocytes  and  84  per  cent  neutrophils.  Forty- 
four  cubic  centimeters  of  exceedingly  cloudy 
fluid  was  recovered  by  aspiration  and  microspoci- 
cal  examination  revealed  numerous  pus  cells  but 
no  bacteria  or  cocci.  This  aspiration  temporarily 
reduced  the  temperature  and  leukocytosis.  Ice 
cap  was  applied  to  the  joint  and  Buck’s  exten- 
sion to  the  leg  below  the  knee.  The  following 
day  the  temperature  and  leukocytosis  was  in- 
creased. The  joint  was  then  opened  by  a long 
anterior-internal  lateral  incision  displacing  the 
patella  to  the  outer  side.  The  joint  was  found 
full  of  very  cloudy  fluid  and  all  the  synovial 
tissues  and  the  capsule  very  markedly  thick- 
ened. The  joint  cavity  was  washed  out  with 
two  gallons  of  1-20000  bichloride  solution  and 
the  incision  closed,  leaving  the  capsule  un- 
sutured to  allow  drainage  into  the  soft  tis- 
sues. Buck’s  extension  was  reapplied.  The 
patient’s  temperature  and  white  count  was  gradu- 
ally reduced  and  all  pain  disappeared.  There  was 
some  reaccumulation  of  excess  fluid  which  was 
aspirated.  Motion  was  begun  the  third  day  and 
increased  rapidly.  The  patient’s  progress  was 
rapid  and  he  began  weight  bearing  in  about  three 
weeks.  Within  one  month  his  active  flexion  was 
possible  to  120°  and  with  the  use  of  physical 
therapy  normal  motion  resulted.  He  has  walked 
as  far  as  10  miles  without  interruption  and  en- 
gages normally  in  such  activities  as  swimming, 
etc. 

This  patient’s  knee  is  just  as  normal  and  strong 
as  the  unaffected  one  and  gives  him  not  the  least 


discomfort.  No  focus  of  infection  was  ever  found 
and  it  is  assumed  that  it  was  a haemolytic  or  me- 
tastatic transference  of  bacteria  or  cocci  to  the 
affected  joint. 

An  even  more  difficult  problem  for  solu- 
tion is  often  presented  to  us  in  the  form  of 
the  residual  major  joint  involvement  in 
cases  of  chronic  multiple  arthritis.  We 
have  all  seen  numerous  cases  of  polyarthri- 
tis in  which  a long  and  persistent  search 
has  been  made  for  the  offending  focus  of 
infection.  Usually  the  teeth  and  tonsils  are 
the  first  possible  foci  to  be  removed  and 
after  allowing  much  time  to  elapse,  after 
such  operations,  both  the  patient  and  the 
physician  experience  great  disappointment 
because  the  chronic  swollen  joints  remain 
unchanged.  The  pelvis  and  prostate  are 
then  accused  as  the  source  of  the  toxic  or 
infectious  material  and  are  cleared  up,  but 
after  the  eradication  of  such  foci  the  joints 
are  still  painful,  swollen  and  limited  in  mo- 
tion and  the  synovial  tissues  and  capsule 
thickened.  The  gall-bladder  and  gastro-in- 
testinal  tract  are  next  thought  to  be  fur- 
nishing sufficient  noxious  substance  to  the 
general  joint  involvement,  especially  the 
major  joints  such  as  the  knees,  to  justify 
removal  of  the  former  and  thorough  cleans- 
ing of  the  latter  by  means  of  laxatives  and 
colonic  flushes.  After  going  through  such 
treatment,  both  medically  and  surgically 
for  long  periods  of  time,  again  the  patient, 
the  family  and  the  physician  are  depressed 
because  the  pain,  disability  and  joint 
pathology  remain  the  same. 

The  foregoing  is  a familiar  story  to  us 
all  and  many  times  the  patients  have  passed 
through  many  hands  in  and  out  of  the  pro- 
fession. Drug  addictions  have  occurred  as 
well  as  marked  deformities. 

It  is  right  and  proper  that  these  many 
foci  have  been  removed  or  investigated  and 
that  time  should  be  allowed  to  elapse  in 
order  to  give  an  opportunity  for  anticipated 
improvement.  It  is  possible  and  proper, 
however,  that  deformities  should  be  pre- 
vented by  means  of  adequate  splinting, 
traction  and  correct  bed  posture,  while  in- 
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vestigation  and  treatment  is  in  progress. 
It  is  agonizing  for  the  patient  and  harrow- 
ing for  the  physician  but  it  is  correct  to 
treat  such  cases  in  such  a manner. 

It  is  only  after  these  many  measures 
have  been  instituted  and  failed  and  time 
has  elapsed  that  our  attention  is  directed 
to  the  local  condition  of  the  major  joints, 
especially  the  knees,  and  their  contents.  In 
such  cases  the  knees  are  found  to  be  swol- 
len in  a more  or  less  fusi-form  manner,  the 
joint  capsule  is  thickened  and  the  joint  cav- 
ity is  filled  with  semisolid  material,  which, 
upon  palpation,  gives  one  the  feeling  of  a 
gelatinous  mass.  There  is  no  redness  or 
acute  tenderness  but  the  joint  motions  are 
distinctly  limited  and  often  quite  painful. 
There  is  of  course  marked  atrophy  of  the 
extremities  between  the  joints  due  to  long 
disuse  and  lack  of  muscle  tone. 

It  is  certain  in  most  instances  that  we 
have  now  to  deal  with  the  real  offending 
foci  of  infection.  The  synovial  membranes 
have,  as  before  mentioned,  become  thick- 
ened and  inflamed,  due  to  the  invasion  of 
the  original  bacterial  or  toxic  irritant  and 
are  unable  to  again  restore  themselves  to 
the  normal.  They  have  become  the  offend- 
ing foci  of  infection  themselves  and  are 
harboring  the  cocci,  bacteria  or  toxins  and 
furnishing  in  addition  enough  toxin  to  keep 
active  the  other  affected  major  and  minor 
joints.  The  pathology  is  much  like  tonsils 
that  harbor  infection  and  furnish  toxins  to 
many  parts  of  the  body  without  manifest- 
ing a frankly  diseased  condition  them- 
selves. It  is  obvious,  therefore,  that  this 
infected  material  within  the  major  joints 
themselves  must  be  removed  surgically. 

The  operative  procedure  indicated  for 
the  removal  of  this  offending  material  is 
known  as  synovectomy.  It  is  accomplished, 
if  the  knee  joint  is  to  be  entered,  by  the 
above  described  long  anterior-internal  lat- 
eral incision,  extending  from  the  upper 
limit  of  the  upper  cul-de-sac  down  the  mid- 
dle of  the  thigh  to  the  upper  end  of  the 
patella,  swinging  around  the  inner  border 
of  the  patella  and  then  to  the  tibial  tuber- 


cle or  attachment  of  the  patella  tendon  to 
the  tibia.  The  patella  is  retracted  to  the 
outer  side  of  the  knee,  thus  exposing  to 
full  view  the  entire  joint  cavity.  Upon  en- 
tering such  a joint,  large  quantities  of  rice 
bodies  may  escape;  large  masses  of  the 
completely  degenerated  synovial  mem- 
branes are  found  which  appear  much  like 
fresh  butter  but  firm  in  consistency;  large 
amounts  of  granulation  tissue  are  always 
present  and  are  completely  removed.  The 
post-patella  pad  of  fat  is  found  markedly 
hypertrophied  and  is  also  carefully  excised. 
After  such  mechanical  cleansing  of  the 
joint,  the  hemorrhage  is  carefully  checked 
and  the  capsule  and  other  overlying  soft 
parts  are  closed  completely  in  the  usual 
way.  Buck’s  extension  is  applied  to  the 
affected  extremity  and  motion  begun  in  3 
to  5 days.  Weight  bearing  is  allowed  in 
2 to  3 weeks.  Physical  therapy  is  a great 
aid  in  increasing  the  joint  function  which 
is  seldom  more  than  moderately  interfered 
with. 

It  is  necessary  to  carefully  select  the 
cases  for  synovectomy  or  disappointment 
is  sure  to  be  experienced.  The  joints  must 
be  entirely  quiescent  and  must  be  consid- 
ered the  major  sequelae  of  the  multiple 
arthritis.  It  is  of  more  than  passing  in- 
terest to  see  the  marked  relief  from  not 
only  the  joints  operated  upon  but  also  the 
remote  joints. 

The  following  case  history  will  illustrate 
a typical  experience: 

Miss  H-,  seen  November  7,  1927.  Unmarried. 
Age  40.  Two  years  ago  began  to  have  pain  and 
swelling  in  the  second  joint  of  the  right  index 
finger.  No  redness.  Shortly  afterwards  she  began 
to  have  a similar  involvement  of  the  knees,  elbows 
and  shoulders.  Pains  radiated  down  the  arms 
and  legs  especially  at  night.  About  this  time 
an  abscess  of  her  teeth  occurred  and  she  had 
them  all  removed.  No  improvement  took  place. 
Her  tonsils  were  then  thought  to  be  diseased  and 
were  removed.  Still  no  better,  suffering  princi- 
pally with  pains  in  joints  and  long  bones.  A 
Wassermann  examination  was  said  to  be  3 plus 
positive  and  she  was  put  on  mixed  treatment.  At 
this  time  baking  of  the  joints  was  being  tried. 
The  joints  of  the  fingers  then  seemed  to  improve 
temporarily.  Shortly  thereafter  her  pelvis  was 
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examined  and  found  negative.  She  was  then  given 
various  medicines  internally,  including  mixed 
treatment,  with  indifferent  relief.  Colonic  flushes 
were  given  for  several  months  and  at  first  were 
thought  to  give  some  relief.  A second  Wassermann 
examination  was  found  to  be  negative.  The  pa- 
tient had  short  periods  of  relief  and  then  periods 
of  great  pain  and  disability.  The  fingers  remained 
swollen  and  the  knees  showed  greater  involve- 
ment. There  was  no  redness  of  the  joints  but 
organized  degenerated  tissue  could  be  felt  in  the 
knees.  Her  symptoms  and  treatment  had  extended 
over  a period  of  about  three  years  without  im- 
provement. The  greatest  evidence  of  pathology 
was  found  to  have  l«»cated  in  her  knees,  but  pains 
persisted  in  hands  and  shoulders  as  well.  The 
synovial  degeneration  was  very  evident  clinically, 
and  operation  was  advised.  The  right  knee  was 
opened  and  the  cavity  found  filled  with  a large 
mass  of  degenerated  synovial  membrane  which 
was  firm  in  consistency  but  appeared  like  fresh 
butter.  Granulation  tissue,  fat  and  the  internal 
semilunar  cartilage  were  removed.  The  patient’s 
recovery  was  prompt  and  all  pains  disappeared  in 
a few  days.  Motion  of  the  joint  developed  rapidly 
but  present  flexion  is  possible  to  about  100°. 
Patient  did  not  return  for  the  operation  on  the 
left  knee  for  over  two  months.  She  stated  she 
had  complete  relief  until  a few  days  before  her 
return.  The  left  knee  was  then  opened  and 
about  a pint  of  rice  bodies,  a large  amount  of 
granulation  tissue  and  fat  were  removed.  Her 
recovery  and  the  development  of  joint  motion  has 
paralleled  the  first  joint  opened.  Patient  has  had 
no  pain  and  is  now  walking  about,  although  her 
last  synovectomy  was  November  15,  or  about  3 
weeks  ago. 

CONCLUSIONS 

1.  Acute  painful  monoarticular  arthri- 
tis should  be  carefully  investigated  and 
prompt  and  adequate  surgical  measures  in- 
stituted promptly  when  indicated. 

2.  Physicians  as  well  as  laymen  should 
be  discouraged  from  holding  to  the  idea 
that  to  open  a joint  means  certain  anky- 
losis. 

3.  Chronic  arthritis  is  often  kept  active 
by  retention  of  infections  within  the  major 
joints.  Removal  of  such  infected  material 
is  necessary  to  effect  a cure  in  many  cases. 
Careful  selection  of  cases  to  be  operated  is 
essential. 

4.  Drainage  tubes,  rubber  tissue  drains 
or  any  other  forms  of  mechanical  drains 
are  contraindicated  in  joint  surgery. 


REPORT  OF  1,000  CASES  OF  HEMOR- 
RHOIDS TREATED  BY  OFFICE 
METHODS.* 

J.  W.  WARREN,  M.  D., 

New  Orleans. 

So  much  hocus-pocus  has  been  given  out 
concerning  the  office  treatment  of  rectal 
diseases  that  in  order  to  get  at  the  real 
kernel  of  the  nut,  I found  it  necessary  to 
go  directly  to  the  best  men  in  America 
doing  this  line  of  work  and  assist  and 
work  with  them  in  their  office  and  pri- 
vate practice,  and  to  stay  with  them  long 
enough  to  absorb  at  least  a part  of  the 
principles  and  technique.  It  was  a reve- 
lation. In  one  office,  case  after  case  of 
rectal  fistulas  in  all  stages  of  healing,  came 
in  for  treatments  once  or  twice  a week 
with  no  time  lost  from  business  or  work 
and  resulting  in  final  cure.  Three  of  these 
proctologists  were  keen  scientific  thinkers, 
having  originated  their  own  methods.  But 
they  were  hobby  riders,  each  to  his  own 
method,  to  the  exclusion  of  all  others. 

Trying  out,  comparing  and  combining 
these  different  methods  and  modifying! 
them  to  some  extent,  has  been  my  work, 
adhering  always  to  the  old  Biblical  injunc- 
tion: “Prove  all  things  and  hold  fast  to 

that  which  is  good.” 

In  the  treatment  of  internal  hemor- 
rhoids at  the  present  time  I use  three 
methods,  viz:  quinin  and  urea  hydrochlo- 
rid,  cresylic  acid,  and  phenol.  Each  of 
these  agents  has  a different  action,  is  used 
in  a different  way,  and  in  a different  type 
of  case.  One  of  the  three  or  a combination 
of  two  of  them  is  suitable  and  efficient  in 
97  per  cent  of  all  cases  I have  examined.  | 
These  are  scientific  methods,  and  as  in  all 
truly  scientific  therapeutics  the  essentials; 
of  success  are,  first,  accurate  knowledge  as  I 
to  the  action  each  of  these  agents  will  pro-i 
duce;  second,  correct  diagnosis  of  the; 
actual  pathology  present  in  a given  case,i 


*Read  before  the  Orleans  Parish  Medical  So-] 
ciety,  November  26,  1928. 
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and,  third,  the  selection  of  the  agent  which 
best  corrects  that  pathology. 

In  general,  cases  of  the  hemorrhagic 
type  with  dilated  blood  vessels  and  in- 
creased blood  supply  are  suitable  for  the 
quinin  and  urea  hydrochlorid  method  be- 
cause its  action  is  to  reduce  the  blood  sup- 
ply to  the  hemorrhoid.  Five  to  fifteen 
minims  of  a 4 per  cent  solution  with  1/9  per 
cent  novocain  is  used.  It  is  therefore  in- 
jected not  into  the  hemorrhoid,  but  above 
it,  around  and  among  the  supplying  blood 
vessels  contained  in  the  vascular  area  be- 
tween the  muscular  and  mucous  coats. 
This  produces  a fibrinous  exudate  around 
these  vessels,  choking  off  the  excessive 
blood  supply,  thus  starving  the  over-fed 
pile,  which  begins  at  once  to  atrophy. 
Judgment  must  be  used  not  to  carry  this 
limiting  process  too  far. 

There  is  one  notable  exception  to  the 
above  rule,  viz:  there  is  a large  growth 
often  seen  low  down,  sometimes  called  a 
mucous  pile,  which  may  be  freely  injected 
with  quinin  and  urea  hydrochlorid  right 
into  the  centre,  and  the  result  is  almost 
magical.  One  treatment  causes  the  entire 
disappearance  of  the  growth  within  forty- 
eight  hours.  An  error  of  diagnosis  will 
cause  regret. 

In  milder  and  more  recent  cases  where 
the  general  blood  supply  seems  to  be  fairly 
normal,  cresylic  acid  in  vegetable  oil,  1 or 
2 per  cent,  is  mild  and  efficient.  But  again 
it  should  not  be  injected  into  the  middle 
Df  the  pile  but  submucously  only.  This 
produces  a peri-phlebitis  and  peri-capil- 
itis,  restricting  the  larger  and  actually 
)bliterating  many  of  the  false  vessels 
vhich  make  up  the  hemorrhoid,  thus  pro- 
noting rapid  absorption  or  atrophy.  As 
nany  as  twenty  of  these  pathological  veins 
lave  been  observed  in  a cross-section  of  a 
lemorrhoid. 

In  more  obstinate  cases,  where  there  is 
nore  fibrosis,  a combination  of  these  two 
nethods,  alternating  weekly,  proves  more 
ffiective. 


In  anal  and  rectal  prolapse,  phenol  in 
similar  strength  or  stronger  may  be  in- 
jected between  the  detached  mucosa,  and 
the  wall  or  muscle  from  which  it  was 
separated.  This  produces  an  inflammatory 
adhesion  and  re-attachment,  tightening  the 
relaxed  membrane  and  correcting  the  pro- 
lapse. It  is  important  to  begin  at  the 
highest  point  of  detachment  and  treat 
downward,  week  by  week. 

If  the  injection  of  hemorrhoids  is  cor- 
rectly done,  there  is  no  pain  at  the  time  of 
the  injection  nor  afterward.  The  majority 
of  my  patients,  especially  the  nervous  and 
apprehensive  kind,  are  treated  the  first 
time  without  their  knowledge,  i.  e.,  while 
they  believe  only  an  examination  is  being 
made. 

In  hemorrhagic  cases  90  per  cent  cease 
losing  blood  after  the  first  treatment  and 
cease  protrusion  after  the  second  or  third. 
From  three  to  six  repetitions  of  each 
hemorrhoid,  a week  or  so  apart,  results  in 
normalizing  the  excess  blood  supply  and 
tightening  up  the  relaxed  mucosa.  Gradual 
atrophy  of  the  tumors  begins  in  twenty- 
four  hours  and  continues,  with  added 
treatments,  to  final  disappearance.  At  the 
original  sight  of  a hemorrhoid  the  mucosa, 
instead  of  being  loose  and  boggy,  appears 
tougher,  paler  and  is  tightly  adherent  to 
the  muscle  wall. 

The  primary  cause  of  hemorrhoids  seems 
to  be  the  absence  of  valves  in  the  hemor- 
rhoidal veins.  In  the  upright  position  of 
man,  the  weight  of  the  ascending  column 
of  blood  falls  downward  on  these  delicate 
valveless  veins,  mechanically  producing  the 
venous  dilatation  and  multiplication  known 
as  hemorrhoids.  It  is  difficult  to  avoid  the 
conclusion  that  the  “Genus  Homo”  was 
originally  created  to  walk  upon  all  fours. 

REPORT 

1012  cases  of  internal  hemorrhoids  examined 
in  7 years. 

782  of  these  protruding  type. 

320  of  these  hemorrhagic  type. 

38  strangulated  at  first  visit. 
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163  were  complicated  with  rectal  fistulas. 

114  were  complicated  with  anal  fissures  or 
painful  ulcers. 

48  were  complicated  with  polyps  which  were 
removed. 

32  were  complicated  with  skin  tabs  or  external 
hemorrhoids  which  were  removed  after  treating 
the  internal  hemorrhoids. 

38  cases  had  previously  been  operated  for 
piles,  five  of  these  twice  and  one  three  times. 

6 cases  treated  for  internal  hemorrhoids  dur- 
ing pregnancy.  4 of  these  had  suffered  very 
much  from  hemorrhoids  at  the  preceding  delivery. 
Of  course,  these  patients  were  treated  lightly 
and  extra  precautions  taken  to  avoid  any  pelvic 
irritation.  There  were  no  miscarriages  and  no 
hemorrhoidal  complications  at  the  succeeding  de- 
liveries. 

9 cases,  or  about  1 per  cent,  were  operated, 
hemorrhoidectomies.  Another  2 per  cent  should 
have  had  the  radical  operation,  and  were  so  ad- 
vised but  refused  operation,  so  that  3 per  cent 
really  needed  the  radical  operation. 

805  of  these  cases  were  discharged,  the  others 
failed  to  return  to  be  completed. 

27  of  the  discharged  cases  have  had  some  re- 
turn of  the  hemorrhoids  after  from  one  to  seven 
years,  and  have  been  treated  a,  second  time,  and 
one  case  a third  time. 

The  office  method  has  its  disadvantages: 
Patients  from  distances  have  to  remain 
longer  with  the  doctor  or  make  several 
more  or  less  expensive  visits,  for,  while 
relief  begins  at  once,  complete  atrophy  re- 
quires some  weeks. 

By  far  the  greatest  disadvantage  of  this 
method  is  the  possibility  of  the  hemor- 
rhoids returning.  The  late  Dr.  J.  D. 
Albright,  of  Philadelphia,  told  me  that  I 
might  expect  about  3 per  cent  of  returns. 
In  my  800  cases  discharged  you  will  note 
27  returns,  or  nearly  3i/^  per  cent.  Well, 
when  all  are  in,  it  may  be  4 or  5 per  cent; 
that  is  a small  matter,  because  I find  that 
returns  are  slight,  only  two  or  three  treat- 
ments being  again  needed.  All  patients  are 
instructed  to  return  promptly,  if  and  when 
the  need  is  felt. 

Advantages  of  the  office  method : There 
is  no  operation,  no  bed,  no  hospital,  prac- 


tically no  suffering,  no  hospital  bills,  no 
nurse  bills.  Five  minutes  in  the  office  once 
or  twice  a week,  patient  continues  to  earn 
his  salary,  to  hold  his  job  or  to  keep  up  his 
business.  Working  patients  earn  enough 
during  treatment  to  more  than  pay  for 
same.  One  physician  patient  told  me  that 
the  time  lost  in  bed  for  a hemorrhoidectomy 
would  have  meant  a thousand  dollar  loss 
to  his  practice.  To  some  of  you  here  and 
to  many  others,  it  would  mean  more  than 
that. 

Still  another  advantage,  of  the  greatest 
importance,  is  that  the  method  leaves  the 
natural  structures  and  safeguards  of  the 
anal  canal  intact,  and  unimpaired.  Wise 
old  Mother  Nature  designed  very  impor- 
tant and  delicate  functions  of  control  and 
comfort  for  the  little  anal  valves,  the 
crypts,  the  columns  and  the  papillae,  and 
she  exacts  serious  penalties  for  their  re- 
moval. Thanks  to  surgical  progress,  old 
brother  Whitehead’s  operation  is  rapidly 
becoming  a relic  of  past  errors ; fibrous  an- 
nular stricture  is  worse  than  hemorrhoids. 

Finally,  there  is  nothing  illegitimate 
about  the  method,  only  an  old  prejudice. 
There  is  nothing  unethical  about  the 
method  when  practiced  by  ethical  men. 
There  is  nothing  secret  about  the  method, 
for  science  belongs  alike  to  everybody. 

I am  frequently  asked  about  slough. 
Gentlemen,  the  day  of  slough  in  rectal  work 
has  passed,  just  as  the  day  of  “laudable 
pus”  has  passed  in  general  surgery.  I have 
had  a few  small  local  fissures  at  the  point 
of  needle  puncture,  sometimes  resulting  in 
some  pain  and  a little  blood,  but  never 
serious,  the  patient  not  even  going  to  bed 
and  always  healing  without  further  mis- 
hap. These  are  to  be  regarded  the  same 
as  little  stitch  hole  abscesses  in  surgery, 
viz : a little  slip  in  technique  somewhere. 

A physician  friend  warned  me  to  be  very 
certain  about  my  statistics  as  to  deaths, 
tetanus,  and  other  general  infections  fol- 
lowing hemorrhoidal  treatment.  As  there 
has  never  been  a single  death  in  my  prac- 
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tice,  nor  a single  case  of  tetanus  or  other 
general  infection,  I put  the  question  up  to 
a couple  of  the  biggest  men  in  the  world 
doing  this  line  of  work,  men  who  number 
their  patients  by  the  thousands  instead  of 
hundreds. 

Dr.  J.  F.  Montegut,  Thirty  East  40th  St., 
New  York,  says : “In  answer  to  your  in- 

quiry as  to  whether  I have  seen  tetanus  or 
other  general  infection  following  injection 
of  hemorrhoids,  my  answer  is  plainly — no.” 
Dr.  Montegut  is  a strong  advocate  of  the 
cresylic  acid  method. 

Dr.  E.  H.  Terrel,  Richmond,  Va.,  is  the 
Father  of  the  quinin  and  urea  hydro- 
chlorid  method,  and  if  you  will  write  him, 
he  will  gladly  send  you  a reprint  telling 
you  all  about  this  method.  He  says:  “I 

have  been  using  quinin  and  urea  constantly 
since  the  early  part  of  1913.  During  this 
time,  I have  used  the  remedy  in  approxi- 
mately five  thousand  cases  of  hemorrhoids. 
In  no  single  case  has  there  been  symptoms 
of  tetanus  or  other  systemic  infections.  Of 
course,  ther\  have  been  a few  minor 
local  infections,  about  one-half  dozen  all 
together.” 

DISCUSSION. 

Dr.  W.  A.  Love:  It  has  been  my  pleasure 

to  observe  the  work  Dr.  Warren  has  done  over 
a period  of  the  past  fourteen  months.  Dur- 
ing that  time  I have  not  been  able  to  refer  as 
many  cases  to  him  as  I would  like,  but  I have 
here  the  data  on  sixteen  treated,  besides  my- 
self. I approached  this  method  with  fear  and 
trembling  on  the  infection  and  septicemia  basis, 
but  after  talking  to  Dr.  Warren  I thought  I 
co.uld  take  my  chance  along  with  the  others,  since 
they  did  not  die.  Of  the  cases  referred  in  the 
past  fourteen  months,  fourteen  were  cured  and 
two  of  the  later  cases  are  still  under  treatment. 
Among  these  cases  of  hemorrhoids,  two  were  ac- 
companied with  fairly  complete  prolapse,  seven 
complicated  by  fistulae;  ten,  ulceration  and  bleed- 
ing, and  two  complicated  by  peri-rectal  abscess. 
Of  these,  six  lost  time  from  work.  The  average 
time  per  case  was  26  hours.  One  case  lost  a 
maximum  of  48  hours,  and  the  minimum  case, 
which  I take  great  pride  in  being  my  own,  lost 
four  hours.  Of  these  cases,  eight  of  the  seven- 
teen were  complicated  by  constipation  and  ten 
were  complicated  by  gas  distension. 


In  discussing  Dr.  Warren’s  paper  I am  not  in 
a position  to  discuss  his  technique,  as  I only 
know  what  he  told  me  and  wha*  I experienced 
myself.  The  question  of  constipation  resulting 
from  rectal  irritation  with  intestinal  gas  distension 
and  the  toxemia  that  goes  hand  in  hand  with 
this  constipation,  I explain  to  myself  along  these 
lines;  that  this  constipation  and  gas  distension 
are  the  result  of  a reverse  peristalsis  that  is  said 
to  be  due  to  the  irritation  of  the  rectum,  a con- 
dition resembling  partial  intestinal  obstruction 
taking  place.  Alvarez  explored  on  rabbits,  with- 
out the  use  of  novocaine  or  cocaine,  pinching 
the  ileum  in  a circular  manner  with  forceps  to 
produce  irritation.  On  opening  the  rabbit  several 
hours  later  he  found  intestinal  obstruction  taking 
place  (the  same  thing,  only  in  a lesser  degree, 
that  we  find  after  closing  the  cecum  in  appen- 
dectomy) ; he  found  a spastic  condition  with  the 
bowels  in  contraction,  the  bowel  above  the  point 
of  irritation  empty,  showing  that  the  normal 
gradient  meeting  the  downcoming  wave  had  pro- 
duced a block  beyond  which  nothing  could  pass. 
Kernsten,  on  the  other  hand,  cut  the  ileum  of 
a dog  and  sutured  the  cut  end;  he  found  that 
food  coming  down  would  pack  against  the  closed 
end.  Irritation  is  one  of  the  things  that  pro- 
duce reverse  peristalsis.  It  can  be  produced  any- 
where in  the  gut,  to  my  way  of  thinking.  This 
irritation  anywhere  along  the  intestinal  tract  will 
produce  waves  of  peristalsis  which  go  back  from 
anus  towards  the  cecum,  meeting  the  oncoming 
downward  peristaltic  wave,  causing  constipation 
and  obstruction.  Irritation  will  often  produce 
lesions  in  the  mucous  membrane  of  the  intestine 
and  in  addition  to  this  reverse  peristalsis  there 
will  be  motor  insufficiency;  therefore  the  rectum 
must  be  emptied  in  these  cases  of  irritation,  or 
later  on  it  will  lose  its  nerve  tone  to  where  we 
have  the  irritated  condition  complicated  by  im- 
pacted feces  in  the  rectum.  Dr.  Warren  believes 
that  if  we  can  relieve  these  cases  that  it  is  our 
duty  to  use  any  means  possible. 

In  conclusion  I wish  to  state  that  I am  not 
only  delighted  with  my  personal  experience  with 
this  treatment,  but  delighted  with  the  results  I 
have  had  occasion  to  observe  in  the  sixteen  other 
cases  where  this  method  was  employed. 

Dr.  H.  B.  Gessner:  I should  like  to  know  how 

Dr.  Warren  makes  the  hemorrhoids  present.  Does 
he  stretch  the  sphincter  with  the  fingers,  or  bring 
out  the  hemorrhoids  with  a suction  (Bier)  cup? 
Another  thing  I should  like  to  know  is  whether, 
when  he  inserts  the  needle,  he  pulls  back  on  the 
piston  so  as  to  make  sure  it  is  not  entering  a 
vein? 

Dr.  E.  H.  Walet:  In  the  cases  complicated  by 

fistulae,  how  were  the  fistulae  dealt  with?  What 
method  was  used  to  cure  the  fistulae? 
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Dr.  B.  A.  Ledbetter:  I spent  six  weeks  in 

Battle  Creek,  Michigan,  this  past  summer  and 
Dr.  Martin  informed  me  that  he  has  used  this 
method  with  wonderful  results. 

Dr.  Maurice  Lescale:  The  successful  treat- 

ment of  hemorrhoids  whether  carried  out  in  an 
office  or  hospital  depends  primarily  on  the  method 
used.  The  surgical  methods  are  in  my  opinion 
best  because  they  give  the  most  assurance  of  a 
permanent  cure.  The  injection  method  as  usu- 
ally recommended  at  the  present  time  is  supposed 
to  produce  a fibrosis  which  causes  the  veins  to 
be  obliterated  and  also  a contraction  of  the  aero- 
lar  tissue  which  is  an  important  part  of  the 
hemorrhoid.  Some  atrophy  of  the  veins  and 
connective  tissue  does  take  place,  but  the  mucous 
membrane  does  not  shrink  correspondingly  and 
a sack  is  often  left  with  no  support.  Furth-  r 
trouble  is  bound  to  take  place  in  many  of  these 
cases. 

Many  patients  fearing  surgery  start  with  the 
injection  treatment  but  have  operations  forced 
upon  them  by  later  developments.  In  June  I 
was  consulted  by  a man  who  gave  this  history: 
One  year  previous  he  submitted  to  the  injection 
treatment  for  four  hemorrhoids.  During  the  course 
of  treatment  he  was  told  that  four  fistulae  showed 
up.  He  submitted  to  operation  to  have  these 
cut  out.  At  midnight  he  had  a bad  hemorrhage 
which  was  stopped  only  with  difficulty.  My  exam- 
ination of  him  revealed  a rectum  looked  like 
some  hemorrhoids  instead  of  fistulae  had  been 
operated  upon  and  some  unhealed  ulcers  still 
remained. 

A past-president  of  the  American  Proctologic 
Society  has  related  his  personal  experience: 
When  his  hemorrhoids  were  injected  he  felt  a 
little  tenseness  for  ten  or  fifteen  minutes.  He 
was  completely  relieved  for  several  years,  but 
then  there  was  a recurrence  of  the  hemorrhoids. 
Were  it  not  for  his  advanced  age  he  says  he 
would  submit  to  an  operation  and  be  perma- 
nently cured  of  them. 

Dr.  Allan  Eustis:  It  looks  to  me  as  if  the 

medical  men  are  the  principal  ones  championing 
this  procedure,  and  I frankly  admit  I am  a con- 
vert to  it.  I was  consulted  two  years  ago  by  a 
patient  and  having  the  usual  prejudice  against 
the  injection  method,  also  a fixed  idea  of  subse- 
quent sloughs  and  septicemia,  I decided  against 
it.  It  happened  that  a relative  of  mine  who  had 
been  subject  to  hemorrhoids  for  about  fifteen 
years  was  recommended  to  take  this  treatment.  I 
used  my  influence  with  her  to  be  operated  on,  but 
she  said  she  could  not  think  of  undergoing  an 
operation.  She  was  a patient  of  Dr.  Love  so  I 
spoke  to  him  about  it,  and  he  gave  me  his  personal 
experience.  I then  advised  her  to  go  ahead.  That 


might  be  one  of  the  cases  Dr.  Warren  spoke  of. 
She  received  her  first  treatment  at  the  first  ex- 
amination and  did  not  know  she  was  getting  the 
treatment.  She  is  a highly  nervous  individual 
and  has  been  completely  cured  for  about  a year 
now  and  has  enjoyed  one  year  of  perfect  com- 
fort. I have  another  relative,  a brother,  who 
has  suffered  a great  deal,  whom  I referred  to 
Dr.  Warren  for  the  treatment.  I tried,  but  with- 
out success,  to  get  him  to  return  for  further 
injections  but  he  has  had  complete  relief  for 
the  past  six  months,  and  is  satisfied. 

All  I can  say  is  that  since  my  conversion  I 
have  referred  about  six  or  eight  cases  to  Dr. 
Warren  and  every  one  of  these  cases,  to  date, 
have  had  admirable  results. 

Dr.  J.  W.  Warren  (closing)  : Answering  Dr. 

Gessner’s  question  as  to  how  I go  about  making 
the  hemorrhoids  present,  I do  not  make  them 
present.  I take  a Brinkerhoff  speculum,  pass 
it  well  inside  the  rectum  and  treat  them  right 
there  in  situ  if  I am  going  to  do  the  submucous 
treatment  with  cresylic  acid.  If  I am  going  to 
use  the  other  treatment,  I go  above  the  hemor- 
rhoid and  pass  the  needle  on  the  bayonet  (dem- 
onstrates the  method  with  drawings  on  the  board), 
so  that  I do  not  want  them  outside.  In  stan- 
gulated  cases,  where  they  are  on  the  outside,  I 
work  on  them  until  I get  them  inside  and  I cau- 
tion the  patient  not  to  allow  them  to  prolapse 
for  a day  or  two.  In  painful  ^rangulations  di- 
vulsion  under  local  gives  great  relief. 

Now  in  regard  to  the  question  whether  I aim 
to  introduce  the  solution  between  the  veins,  that 
is,  take  pains  not  to  inject  into  the  vein.  If  you 
will  recall  your  anatomy,  you  will  remember  that 
the  blood  supply  comes  down  the  gut  between 
the  mucous  coat  and  the  muscular  coat  and 
just  about  the  upper  part  of  the  hemorrhoid 
these  vessels  branch  out.  I go  right  into  that 
region  and  inject  the  solution,  making  no  attempt 
to  avoid  going  into  the  vein.  If  you  should  inject 
some  of  the  solution  into  the  vein  (the  whole  dose 
is  but  one  grain)  no  harm  is  done,  but  you  have 
lost  your  load,  it  does  no  good,  and  the  injection 
must  be  repeated  at  a later  date.  In  malignant 
malaria  we  often  inject  ten  to  fifteen  grains  of 
quinin  and  urea  right  into  the  vein. 

I have  frequently  been  asked  about  the  risk 
of  making  a clot  (embolus)  inside  the  vein.  You 
know  that  we  inject  that  in  the  vein  all  the  time. 
1 have  never  seen  or  heard  of  a case;  men  doing 
this  work  in  thousands  of  cases  tell  me  they  have 
never  seen  a case.  I have  had  patients  who  com- 
plained of  a little  singing  in  the  ears  (quinin 
effect) , but  even  if  one  has  an  idiosyncrasy  for 
quinin,  to  give  him  one  grain  would  produce  no 
noticeable  effect  and  there  would  be  no  danger. 
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How  to  handle  fistulae.  That  is  a big  subject 
and  it  woald  take  very  much  more  time  than 
we  have  at  present  to  go  into  the  details  of  treat- 
ment of  different  types  of  fistulae.  Just  in  a 
nutshell,  I use  four  different  methods  of  treat- 
ing the  fistulae,  all  depending  on  what  examina- 
tion reveals,  whether  a complete  fistulae  where 
the  fistulous  tract  goes  behind  the  sphincter,  that 
is,  outside  of  the  sphincter  ring;  or  whether 
through  the  sphincter  fibers;  or  whether  inside  the 
sphincter  ring,  that  is  what  I call  a marginal 
fistula;  or  an  incomplete  or  blind  fistula.  After 
determining  the  nature  of  the  fistula  I then  adopt 
the  procedure  that  I consider  best  adapted  to 
the  correction  of  that  particular  type  of  fistula. 

BACTEREMIA:  COMPLICATING 
ACUTE  OTITIS  MEDIA*. 

D.  C.  MONTGOMERY,  M.  D., 

Meridian,  Miss. 

“General  Sepsis  of  Otitic  Origin”  would 
have  perhaps  been  a better  title,  and  yet 
the  word  sepsis  carries  with  it  the  idea  of 
a much  more  serious  condition  than  it  is 
my  intention  to  discuss, 

V/e  are  all  predisposed  to  regard  an 
acute  otitis  media  as  a more  or  less  simple 
matter.  After  we  have  performed  a para- 
centesis of  the  tympanum,  we  frequently 
give  instructions  to  the  patient  if  an  adult 
or  to  the  mother  of  the  child  as  to  the 
management  of  these  cases  at  home  with 
an  occasional  trip  to  the  office  to  see  how 
the  case  is  progressing.  I fear  we  are 
more  or  less  influenced  by  the  attitude  of 
the  family  who  feel  that  a running  ear  is 
an  annoying  but  simple  thing  that  will  get 
well  in  time,  and  who  frequently  object  to 
so  many  treatments  at  the  office.  If  the 
case  be  a child  we  often  have  to  contend 
with  the  interfering  neighbor  and  friend 
who  ridicules  the  doctor’s  efforts  to  have 
the  patient  return  for  many  and  useless 
treatments,  frequently  stating  that  she  has 
a friend  who  has  a child  who  had  a run- 
ning ear  for  months,  and  finally  got  well 
without  any  treatment  at  all. 

I think  we  will  all  agree  that  an  acute 
suppurative  otitis  media  is  never  limited  to 

*Read  before  the  Mississippi  State  Medical  As- 
sociation, Meridian,  Miss.,  May  8-10,  1928. 


the  cavity  of  the  middle  ear.  There  is 
always,  in  every  case,  an  invasion  of 
adjacent  areas.  This  may  be  only  the 
adjacent  antrum  cells,  but  more  often  the 
invasion  is  much  more  extensive.  We  all 
know  that  the  majority  of  these  cases 
present  a symptomatology  sufficiently  mild 
both  locally  and  constitutionally  to  con- 
sider them  as  simple  otitis  media  cases. 
This  paper  is  not  concerned  with  these 
cases  but  with  that  smaller  group  that 
present  serious  symptoms,  often  from 
the  inception  of  the  infection,  the  proper 
treatment  of  which  is  often  very  puzzling 
and  difficult  to  determine.  I think  we  all 
have  come  to  realize,  in  the  past  few  years, 
that  the  indications  for  operation  based  on 
physical  signs  and  symptoms  as  laid  down 
in  our  text  books  are  misleading  to  a large 
extent,  and  that,  if  we  wish  to  return  our 
patients  to  health  and  strength,  we  must 
learn  to  operate  earlier  and  to  recognize 
danger  signals  than  those  otherwise 
mentioned. 

I believe  firmly  that  the  acute  cases  of 
otitis  media  are  essentially  hospital  cases 
and  should  be  hospitalized  immediately. 
We  cannot  hope  to  cope  with,  diagnose  and 
treat  these  cases  otherwise.  The  earlier 
such  control  is  instituted  the  better  the 
prognosis. 

I wish  to  emphasize  the  importance  of 
thorough  examination,  especially  by  the 
laboratory,  embracing  a complete  blood, 
hemoglobin,  leukocytes,  red  blood  cells, 
differential,  blood  culture,  and  a culture 
from  the  ear,  which  to  my  mind  is  of 
greatest  importance,  as  the  type  of  infect- 
ing organism  frequently  aids  us  in  prog- 
nosis. If  we  know  the  type  of  organism 
present  we  are  at  once  in  a position  to 
make  a decision  in  a doubtful  case. 

Right  here  it  is  well  to  mention  the 
type  of  bacteria  present.  We  know  that 
the  streptococcic  group  produces  the  most 
virulent  cases.  The  streptococcus  muco- 
sus  capsulatus  (Pneumococcus  type  III)  is 
the  most  virulent  and  also  the  most  insid- 
uous  of  the  group.  With  this  type  we 


908 


Montgomery — Bacteremia:  Complicating  Acute  Otitis  Media. 


always  have  a very  seriously  sick  patient, 
and  with  very  little  local  pathology  present 
even  on  operation.  The  next  most  virulent 
type  is  the  hemolyticus  and  is  most  com- 
monly found  in  the  thrombo  phlebitis  of 
the  lateral  sinus  and  in  the  bacteremia 
cases.  Third,  the  streptococcus  viridan 
which  is  less  destructive  than  the  preced- 
ing types. 

With  these  few  introductory  remarks  I 
will  now  pass  on  to  the  discussion  of  the 
title  of  this  paper,  bacteremia  associated 
with  acute  otitis  media  or  otitis  sepsis. 
Does  this  condition  occur  without  the  for- 
mation of  a thrombus  in  the  lateral  sinus 
or  in  the  smaller  veins  in  the  temporal 
bone?  I am  convinced  that  in  children 
such  a condition  occurs,  and  much  more 
frequently  than  we  think.  In  children  the 
floor  of  the  middle  ear  may  be  very  thin 
or  absent  and  direct  invasion  of  the  jugu- 
lar bulb  is  possible.  I also  feel  that  a 
badly  performed  paracentesis  of  the  tym- 
panum with  injury  to  the  inner  wall  of 
the  middle  ear  may  be  a causative  factor 
in  procuring  a direct  means  of  entrance 
for  the  invading  organism  to  the  blood 
stream. 

I have  recognized  and  treated  twelve 
cases  of  otitis  sepsis  or  bacteremia  with- 
out opening  the  lateral  sinus  or  ligature  of 
the  internal  jugular,  and  nine  of  these 
cases  without  other  operative  procedure 
than  a paracentesis  of  the  tympanum,  with 
one  death,  and  this  case  was  an  operated 
case  and  unconscious  when  admitted  to  the 
hospital. 

All  observers  apparently  agree  that  a 
positive  blood  culture  means  a periphlebi- 
tis which  if  not  operated  is  followed  by  a 
thrombus  within  the  lateral  sinus.  All 
recognize  or  credit  Nature  with  accomplish- 
ing a cure  in  occasional  cases  by  the  for- 
mation of  a thrombus  which  becomes 
sterile,  invasion  of  the  blood  stream  stops, 
the  patients’  blood  takes  care  of  the  bac- 
teremia and  becomes  sterile,  the  clot 
becomes  organized,  absorbed  and  obilera- 


tion  of  the  sinus  results  and  the  patient 
gets  well. 

I am  convinced,  however,  that  we  have 
an  invasion  of  the  blood  stream  without  a 
periphlebitis  and  without  the  formation  of 
a lateral  sinus  thrombosis,  and  the  patient 
gets  well  without  any  of  the  serious  com- 
plications developing. 

In  a recent  article  an  author  states 
“That  in  every  case  of  otitis  sepsis  early 
or  late,  mild  or  virulent,  our  primary  and 
most  valuable  single  measure  is  the  liga^ 
ture  of  the  internal  jugular  vein,  even 
though  you  may  believe  you  have  not  a 
phlebitis  to  deal  with.  Whether  the  sinus 
is  opened  or  not  is  to  my  mind  of  secondary 
importance.”  I cannot  agree  with  this 
statement  at  all.  Further  on  in  this  article 
he  states  that  “It  is  obvious  that  we  have 
a goodly  number  of  sepsis  cases  due  en- 
tirely to  invasion  of  the  blood  stream 
through  channels  other  than  the  sigmoid 
sinus,”  and  with  this  I fully  agree  and  feel 
that  we  should  be  fairly  well  convinced 
that  we  have  a periphlebitis  or  thrombosis 
of  the  lateral  sinus  before  resorting  to 
internal  jugular  ligation,  which  is  often 
fraught  with  some  danger  to  the  patient. 
Ligation  of  a thoroughly  palulous  jugular 
and  lateral  sinus  results  in  rather  serious 
symptoms,  but  where  Nature  has  done  this 
thoroughly  and  slowly  by  formation  of  a 
thrombus  with  ample  time  for  the  comple- 
tion of  collateral  circulation  very  few 
symptoms  develop  from  a ligation  lower 
down  below  the  clot. 

I have  seen  these  cases,  to  be  reported 
later,  apparently  of  simple  otitis  media 
with  persistent  temperaturt  of  100-101°, 
with  no  definite  signs  of  surgical  mastoid 
involvement  and  seemingly  not  very  sick 
show  a positive  blood  culture  of  the  in- 
vading organism , get  well  without  any 
operative  procedure  whatever.  I have  seen 
cases  progressing  nicely  for  a couple  of 
weeks,  and  suddenly  develop  a high  tem- 
perature for  a few  days  and  shows  a 
positive  blood  culture  and  get  well  with- 
out operation.  The  main  difficulty  is 
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the  differential  diagnosis.  To  determine 
whether  there  is  a thrombosis  of  the  lateral 
sinus  or  not,  for  upon  this  depends  whether 
we  subject  the  patient  to  a most  serious 
major  operation  or  merely  to  a blood  trans- 
fusion. The  treatment  always  to  my  mind 
is  a blood  transfusion,  to  be  repeated  as 
necessary  according  to  the  condition  of 
the  patient,  and  most  important  depending 
upon  the  analysis  of  the  blood  examination. 
The  destruction  of  the  erythrocytes  and  a 
low  hemoglobin  percentage  associated  with 
temperature,  chills,  etc.,  is  more  important 
than  a high  leukocytosis  or  increased  poly- 
nuclear count. 

Lillie  of  Rochester  uses  germicidal  dye 
added  to  the  blood,  the  choice  of  the  dye 
depending  on  the  organism,  mercurochrome 
for  Gram  negative  organism,  and  gentian 
violet  with  the  blood  for  Gram  positive 
cocci.  I have  tried  both  but  am  convinced 
that  blood  transfusion  alone  is  of  much 
more  value,  and  acts  not  only  as  a sup- 
portive therapeutic  measure  but  is  curative 
as  well.  It  also  adds  a considerable 
number  of  new  oxygen  carriers,  and  third 
it  furnishes  a powerful  hematopoietic 
stimulus. 

I have  seen  acute  suppurative  otitis 
media  complicating  pneumonia  and  with  a 
positive  blood  culture.  Of  course  here  it 
was  impossible  to  determine  the  origin  of 
the  sepsis,  but  we  certainly  would  not  have 
been  justified  in  ligation  of  the  jugular  and 
exposure  of  the  lateral  sinus. 

Hays  in  his  book  reports  two  cases  sim- 
ilar to  the  above.  One  a case  operated  on 
both  sides.  On  the  twelfth  day  this 
patient  had  a chill  and  temperature  rose  to 
104° ; later  the  temperature  was  106°.  Blood 
cultures  wert  negative;  however,  a blood 
transfusion  was  given  and  patient’s  tem- 
perature went  to  normal,  and  remained  so. 
H!s  second  case  was  somewhat  similar,  the 
temperature  going  up  and  down  for  a week 
with  repeated  negative  blood  cultures. 
Blood  transfusion  caused  the  temperature 
to  return  to  normal  and  patient  immA- 
diately  got  well  and  remained  so. 


REPORT  OF  CASES. 

Case  1.  Wilson,  aged  7 years,  had  been  to  my 
office  three  weeks  previous  to  his  entrance  to  the 
hospital  with  an  acute  suppurative  otitis  media. 
The  discharge  had  persisted  for  two  weeks  in  a 
mild  form.  There  had  been  none  for  the  past 
seven  days  and  the  patient  had  been  regarded  as 
well.  On  the  eighth  day  after  the  ear  had  stopped 
discharging  the  patient  was  taken  with  a severe 
chill  and  his  temperature  went  to  106°.  This  was 
repeated  on  the  second  day  and  on  the  third, 
on  which  day  he  was  admitted  to  the  hospital.  In 
view  of  his  recent  history  a most  careful  exam- 
ination was  made  of  this  ear.  The  drum  was 
practically  negative,  no  discharge,  no  bulging, 
cone  of  light  returning,  maleus  and  short  process 
distinct,  no  tenderness  over  mastoid,  tympanum 
incised  but  nothing  found.  A roentgenogram 
was  negative  for  mastoid  destruction.  The  blood 
picture  showed  80  per  cent  neutrophils,  with  the 
total  leukocytes  22,000.  A blood  culture  was  pos- 
itive for  streptococcic  hemolyticus;  all  other  ex- 
aminations being  negative.  A blood  transfusion 
was  given  on  the  second  day  of  admission.  Two 
days  later  with  the  hemaglobin  and  red  cells 
decreasing,  and  the  temperature  and  chills  still 
being  present,  a second  transfusion  was  given. 
Two  days  later  the  temperature  did  not  rise  above 
101°  and  then  gradually  returned  to  normal.  The 
blood  culture  became  negative  three  days  after 
the  second  transfusion.  The  patient  was  dismissed 
as  cured  two  weeks  after  admission. 

Case  2.  Joe  T.,  aged  4 years,  began  to  have 
pain  in  both  ears  two  weeks  ago.  The  examina- 
tion showed  abscesses  on  both  sides.  The  drums 
were  incised  with  a discharge  of  thin  serum  from 
both  ears.  A culture  showed  streptococcus  hemo- 
lyticus. For  the  first  few  days  the  patient  ran 
the  usual  course,  with  a free  discharge  from  both 
ears  and  a temperature  from  99°  to  100°.  On 
the  tenth  day  the  patient  apparently  had  a chill 
and  the  temperature  rose  to  105°.  This  was  re- 
peated for  the  following  two  days.  Examination 
failed  to  show  any  evidence  of  mastoid  cell  de- 
struction. A roentgenogram  was  negative;  the 
drums  were  flat  and  not  bulging.  The  total  leuko- 
cytes numbered  12,000,  and  the  differential  count 
showed  75  per  cent  neutrophils.  A blood  culture 
was  taken  and  showed  a few  colonies  of  strepto- 
coccic hemolyticus.  A transfusion  of  blood  was 
given  on  the  fourteenth  day.  The  temperature 
returned  to  normal  within  twenty-four  hours,  and 
for  the  next  week  did  not  go  over  100°.  Two  sub- 
sequent blood  cultures  were  negative.  This  case 
was  not  operated  and  was  very  similar  to  the  pre- 
ceding one. 

Case  3.  Mary  Q.,  aged  5 years,  had  had  a 
mild  case  of  influenza  followed  a week  later  by 
an  acute  bilateral  suppurative  otitis  media.  Both 
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drums  were  incised  and  there  followed  a free  dis- 
charge of  pus.  This  continued  for  about  two 
weeks  during  which  time  the  patient  was  doing 
well,  having  no  temperature,  up  and  playing 
around.  The  culture  from  the  ear  showed  the 
presence  of  streptococcic  viridans.  About  this 
time  she  began  to  run  a temperature  of  about 
101-102°  daily,  always  highest  in  the  afternoons. 
The  physical  examination  was  negative  including 
the  lungs  and  heart.  There  was  no  pyelitis,  urine 
being  sterile  on  culture.  An  examination  of  the 
ears  did  not  show  any  definite  signs  of  deep  in- 
volvement of  the  mastoid  cells  apparently,  though 
of  course  we  knew  from  the  discharge  that  there 
was  some  involvement  present,  yet  we  did  not 
feel  it  necessary  to  operate.  The  blood  culture 
was  positive  on  two  occasions  for  the  same  or- 
ganism. Transfusions  and  germicidal  dyes  were 
both  refused  by  the  parents  as  was  operation 
when  later  advised.  Treatment  was  supportive  in 
a large  measure,  careful  attention  was  given  both 
ears  in  the  matter  of  local  treatment.  She  con- 
tinued to  run  about  the  same  temperature  for  two 
weeks  and  during  the  time  a second  blood  culture 
was  taken  and  found  positive  The  temperature 
however  at  the  end  of  two  weeks  began  gradually 
to  return  to  nearer  the  normal  limits,  and  at  the 
end  of  a month  was  normal  and  the  patient  made 
a complete  recovery. 

Case  4.  Mary  S.,  aged  5 years,  began  to  have 
trouble  one  week  before  being  admitted  to  the 
hospital  with  sore  throat,  moderate  temperature 
and  nasal  discharge.  This  condition  persisted  for 
several  days,  and  on  the  seventh  day  the  patient 
apparently  had  a chill  and  her  temperature  rose 
to  106°.  She  also  complained  of  a right  earache. 
The  following  day  she  was  admitted  to  the  hos- 
pital. Examination  showed  a post  nasal  infec- 
tion pharyngitis,  tonsillitis,  and  the  right  tym- 
panum was  reddened  but  not  bulging.  A para- 
centesis was  done  with  the  escape  of  blubber  of 
air  and  a little  serum.  A culture  showed  strep- 
tococcic mucosus  capsulatus.  A blood  culture 
was  made  at  the  same  time  and  showed  the  same 
organism  in  forty-eight  hours.  A transfusion  of 
blood  was  given  and  repeated  every  other  day  for 
three  doses.  The  patient  continued  to  have  a chill 
and  a temperature  of  105°  every  day  until  the 
tenth  day  when  she  missed  the  chill  and  then  the 
fever  gradually  subsided  and  returned  to  normal. 
The  discharge  from  the  ear  was  never  profuse 
and  there  was  never  at  any  time  any  apparent  in- 
volvement of  the  mastoid  demanding  surgical  in- 
tervention. The  leukocyte  count  never  went  above 
15,000.  The  ear  was  dry  in  two  weeks,  and  the 
patient  was  dismissed  cured  without  any  further 
surgical  intervention. 

There  were  four  other  cases  similar  to 
those  just  described,  the  involving  organ- 


ism being  streptococcic  hemolyticus  in 
three  and  mucosus  capsulatus  in  one.  All 
received  blood  transfusions  and  none  had 
any  further  surgical  procedure  other  than 
paracentesis  of  the  drums.  Three  cases 
had  both  ears  involved  and  one  case  had 
one  ear  involved.  All  these  cases  got  well 
in  from  one  to  three  weeks.  One  case  had 
a metastatic  abscess  on  the  right  ankle 
which  was  opened  and  drained  and  the 
same  organism  obtained  from  the  pus. 
Two  of  these  cases  ran  a temperature  not 
higher  than  103°  degrees  at  any  time  and 
without  distinct  chills. 

Case  9,  a boy  of  seven  years,  was  admitted  to 
the  hospital  with  a discharging  ear  of  one  week 
duration  and  with  evident  involvement  of  the 
mastoid,  following  an  attack  of  influenza  tw© 
weeks  previously.  A simple  mastoidectomy  was 
done  without  exposure  of  the  lateral  sinus.  On 
the  third  day  the  patient  had  a chill  and  a rise  of 
temperature  to  104°.  Blood  examination  showed 
a leukocyte  counte  of  18,000.  A blood  culture 
was  taken  and  was  positive  in  thirty-six  hours  for 
streptococcus  hemolyticus.  The  following  day  he 
had  another  chill  and  a rise  of  temperature.  The 
mastoid  wound  was  reopened  and  the  lateral  sinus 
exposed.  In  spite  of  the  healthy  appearance  of 
the  sinus  without  granulation  on  it  or  appearance 
of  inflammation,  the  sinus  was  opened  and  found 
to  be  absolutely  patulous,  and  no  evidence  of  clot 
present  anywhere.  No  ligation  of  the  jugular 
vein  was  done.  The  patient  was  returned  to  his 
room  and  a blood  transfusion  given,  which  was 
repeated  four  times  at  intervals  during  the  follow- 
ing month.  This  patient  had  a stormy  time  during 
this  period  but  eventually  the  temperature  re- 
turned to  normal,  blood  culture  became  sterile  in 
two  weeks,  and  the  patient  was  dismissed  well. 

Case  10.  An  infant  of  nine  months  was  admit- 
ted to  the  hospital  in  a semi-conscious  condition 
with  a temperature  of  106°,  a discharging  left  ear 
and  a swelling  behind  the  auricle  and  over  the 
mastoid,  apparently  due  to  pus.  The  age  of  the 
child  precluded  the  diagnosis  of  a mastoid  abscess 
because  of  the  known  fact  that  only  an  antrum 
was  present;  there  being  no  developed  mastoid 
cells.  The  condition  was  evidently  an  abscess 
under  the  periosteum  of  the  external  canal  due 
to  the  pus  from  the  middle  ear  dissecting  up 
along  the  canal  wall  to  find  exit  above  the  mas- 
toid. This  was  incised  with  the  discharge  of  a 
very  thick  pus,  and  the  sinus  tract  leading  into 
the  middle  ear  along  the  posterior  canal  wall  dis- 
covered. There  was  no  fistula  into  the  antnam 
but  only  bone  denuded  of  periosteum,  however, 
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for  fear  the  antrum  might  contain  pus  it  was 
opened  but  found  free.  The  infiltrating  organism 
was  a staphylococcus.  Blood  culture  later  showed 
the  same  organism.  Mercurochrome  was  being 
used  at  this  time  fairly  extensively,  and  was  given 
in  this  case  without  any  favorable  results.  It  was 
repeated  and  preparation  made  the  third  time 
to  give  it  when  the  patient  died  five  days  after 
entering  the  hospital.  The  blood  culture  was  still 
positive. 

Case  11.  The  patient  was  admitted  to  the  hos- 
pital with  a discharging  ear  of  two  weeks  duration. 
The  day  before  admittance  the  patient’s  tempera- 
ture had  risen  to  104°,  after  it  had  been  running 
along  near  normal  since  the  ear  opened  itself. 
Examination  showed  a profuse  discharge  from  the 
ear,  some  tenderness  on  pressure  over  the  mastoid 
antrum  and  tip,  and  bulging  of  the  drum.  The 
leukocyte  count  was  12,000,  and  the  physical  ex- 
amination was  otherwise  negative.  A free  para- 
centasis  was  done  in  the  hope  that  better  drain- 
age would  relieve  the  temperature,  but  this  was 
not  the  case.  She  continued  with  high  fever  for 
the  next  four  days;  no  chills  were  present.  A 
blood  culture  was  positive  for  streptococcus  hemo- 
lyticus.  On  the  fifth  day  a simple  mastoidectomy 
was  done  and  there  was  found  a moderate  de- 
struction of  the  matsoid  cells.  The  cells  were 
cleaned  thoroughly  without  exposing  the  sinus, 
however  because  of  the  possibility  of  periphlebitis 
of  the  sinus  it  was  decided  to  fully  expose  the 
sinus.  There  was  apparently  no  involvement 
present,  so  other  than  the  exposure  nothing  fur- 
ther was  done  to  the  lateral  sinus.  The  patient 
was  then  given  a blood  transfusion  and  because 
the  temperature  did  not  go  over  101°  after  that 
afternoon,  no  more  were  given,  and  she  ran  an 
uneventful  convalescence  and  was  discharged 
cured.  It  is  possible  in  this  case  that  the  patient 
had  a mild  phlebitis  sufficient  for  the  organism  to 
gain  entrance  into  the  blood  stream,  and  that  ex- 
posure of  the  sinus  and  freeing  it  from  pressure 
of  surrounding  infected  tissue  permitted  the  in- 
flammation to  subside  without  formation  of  a 
thrombus.  However,  the  appearance  was  against 
this. 

Case  12.  Francis,  aged  6 years  was  taken, 
sick  one  week  before  admission  to  the  hospital 
with  a severe  sore  throat,  culture  from  which 
showed  the  streptococcus  mucosus  capsulatus. 
Forty-eight  hours  later  she  developed  an  abscessed 
left  ear  which  was  excised  with  an  escape  of  bloody 
serum,  culture  from  which  showed  the  same  or- 
ganism. During  the  first  twenty-four  hours  she 
developed  a rash  similar  to  scarlet  fever  but  which 
disappeared  in  forty-eight  hours.  The  child’s 
temperature  was  high  from  the  beginning,  and  on 
the  day  before  admittance  she  had  a chill  and 
fever  of  106°,  When  seen  early  the  next  morn- 


ing examination  showed  no  trouble  in  heart,  lungs, 
or  kidneys.  There  was  a moderate  discharge 
from  the  left  ear,  good  opening  in  the  drum 
which  was  flat,  and  the  middle  ear  was  apparently 
draining  well.  There  was  no  mastoid  tenderness. 
The  pharynx  was  red  and  injected.  A blood 
examination  showed  a leukocyte  count  of  15,000. 

A blood  cuture  was  made  at  the  same  time.  That 
afternoon  she  had  a severe  chill  and  the  tempera- 
ture again  went  to  106°.  That  night  she  was 
mottled  in  appearance,  bluish  lips,  ears  and  fin- 
ger tips.  The  next  morning  the  temperature  was 
down  to  101°  but  rose  again  to  106°  in  the  eve- 
ning. At  this  time  the  blood  culture  was  again 
positive.  There  was  no  headache  or  pains  any- 
where. It  was  decided  to  do  a simple  mastoidec- 
tomy, in  view  of  the  blood  findings  I could  not  feel 
that  there  was  serious  involvement  or  destruc- 
tion of  the  cells.  This  was  done  the  following 
morning,  and  some  destructions  of  the  cells  around 
the  antrum  found,  and  some  small  amount  of  pus. 

I would  say  only  a mild  mastoiditis  was  found. 
The  sinus  was  not  exposed  anywhere  as  the  de- 
struction of  the  mastoid  cells  was  not  deep.  A 
blood  transfusion  was  then  given.  There  was  a 
rise  of  temperature  that  evening  to  106°  again, 
but  the  following  morning  it  returned  to  normal 
and  only  arose  to  103°  during  the  day.  The  next 
day  however,  there  was  a chill  and  a rise  of  tem- 
perature to  106°  and  a second  transfusion  was 
given  the  next  day.  The  second  blood  culture 
at  this  time  was  still  positive,  but  only  had  about 
one-half  the  number  of  colonies  that  the  previous 
one  had  shown.  After  the  second  transfusion 
the  temperature  never  went  above  102°  and 
gradually  returned  to  normal  in  three  weeks.  The 
blood  culture  was  negative  three  days  after  the 
second  transfusion.  There  was  a metastatic  ab- 
scess on  the  right  wrist  which  was  opened  and 
drained.  The  lateral  sinus  was  not  exposed, 
opened  or  examined  and  the  jugular  not  ligated. 
The  child  made  a good  recovery  and  was  dis- 
charged cured. 

In  conclusion,  I would  like  to  say  that, 
in  spite  of  the  statement  that  whenever  a 
diagnosis  of  lateral  sinus  thrombosis  is 
made  based  on  a positive  blood  culture, 
chills  and  fever,  the  only  treatment  is  oper- 
ative and  consists  of  ligation  of  the  internal 
jugular  and  opening  of  the  lateral  sinus, 
there  are  cases  in  which  it  is  utterly  im- 
possible to  find  out  which  sinus  is  thought 
to  be  causing  the  trouble,  I believe  it  is 
only  fair  to  the  patient  to  give  him  a 
transfusion  of  blood  before  attempting 
operative  procedure. 
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Second,  there  are  a fairly  large  number 
of  otitis  cases  giving  a positive  blood  cul- 
ture due  to  direct  invasion  of  the  blood 
stream  without  any  involvement  of  the 
lateral  sinus  or  surgical  destruction  of  the 
mastoid.  Blood  transfusion  is  of  the 
greatest  value  in  these  cases,  and  where 
proper  laboratory  tests  have  been  per- 
formed as  to  type,  hemolysis  and  cross 
agglutination,  etc.,  is  far  safer  than  ger- 
micidal dyes  which  at  best  are  dangerous, 
and  far  from  giving  brilliant  results  as 
previously  stated. 

I do  not  wish  to  give  the  impression  in 
this  paper  that  we  are  to  neglect  surgical 
intervention,  but  I do  contend  that  it  is 
often  done  without  a most  careful  effort  to 
determine  the  necessity.  I wish  to  con- 
demn the  practice  of  ligating  the  internal 
jugular  vein,  without  even  examining  the 
lateral  sinus,  on  the  strength  of  a positive 
blood  culture,  as  is  advocated  by  some  and 
frequently  done.  I feel  that  at  least  we 
should  examine  and  know  we  are  dealing 
with  a lateral  sinus  thrombosis  before  re- 
sorting to  such  a drastic  procedure.  Often 
exposing  the  sinus  alone  is  sufficient  to 
clear  up  a periphlebitis.  Third,  I wish  to 
emphasize  the  fact  that  we  cannot  depend 
on  a positive  blood  culture  in  making  a 
diagnosis  of  lateral  sinus  thrombosis.  We 
all  know  that  many  cases  never  gave  a 
positive  blood  culture,  and  often  not  even 
a chill  and  particularly  high  fever,  though 
there  is  a temperature  of  irregular  type. 
Fourth,  that  every  otitis  media  should  be 
cultured  at  the  earliest  possible  time,  pre- 
ferably at  the  time  of  incision  of  the 
drum.  Whenever  the  organism  is  of  the 
streptococcus  group  the  patient  should  im- 
mediately be  hospitalized,  if  possible,  a 
complete  blood  examination  should  be  made 
frequently  and  a blood  culture  taken 
whenever  there  is  an  irregularity  of  the 
temperature.  Blood  cultures  are  to  my 
mind  important  and  if  taken  early  and 
frequently  will  show  a much  larger  per- 
centage of  positive  results  than  were 
previously  found,  and  in  many  cases  will 


prevent  a major  operation,  that  would  be 
performed  at  a later  date  because  of  a 
suspected  sinus  thrombosis. 

DISCUSSION. 

Dr.  Lippincott:  I don’t  think  that  I can  add 

anything  that  has  to  do  with  infection  and  blood 
transfusion.  I don’t  think  that  in  many  cases  any 
absolute  good  has  been  done  by  transfusion. 

There  are  cases  that  it  does  not  do  any  good 
no  matter  what  you  do,  however  I am  always  glad 
to  practice  transfusions  before  operations,  and  to 
hear  the  papers  on  the  subject. 

I have  enjoyed  these  discussions. 

THE  EARLY  TREATMENT  OF 
STRABISMUS.* 

H.  L.  ARNOLD,  M.  D., 

Meridian,  Miss. 

There  seems  to  be  a prevalent  idea 
among  the  laity,  and  to  a large  degree 
among  the  general  medical  profession,  that 
the  treatment  of  a cross-eyed  child  should 
not  be  started  until  the  child  is  old  enough 
to  go  to  school.  There  also  seems  to  be  a 
very  prevalent  idea  that  an  operation  is 
the  best  treatment  for  squint.  Little  do 
they  realize  that,  by  the  time  the  child  has 
reached  the  age  of  five  or  six  years,  great 
and  permanent  damage  has  been  done  the 
crossed  eye.  It  is  true  that  in  the  older 
child  an  operation  may  straighten  the  eye, 
but  it  is  then  too  late  to  restore  the  lost 
vision  and  fusion  sense.  When  we  con- 
sider that  binocular  vision  is  a result  of 
the  development  of  the  fusion  sense,  and 
that  the  fusion  sense  is  developed  in  the 
first  year  of  life  and  is  gradually  strength- 
ened up  to  the  seventh  or  eighth  year,  so 
much  so  that  the  sight  of  one  eye  may  be 
lost,  yet  no  deviation  of  that  eye  will  occur. 
As  Claud  Worth  says:  “When  the  fusion 
faculty  is  fairly  well  developed,  nothing 
but  an  actual  muscular  paralysis  can  cause 
an  eye  to  deviate,  in  which  case  the  result- 
ing diplopia  is  intolerable.  Sometimes, 
however,  owing  to  a congenital  defect,  the 
fusion  faculty  develops  later  than  it  should, 

*Read  before  the  Mississippi  State  Medical  Asso- 
ciation, Meridian,  Miss.,  May  8-10,  1928. 
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or  it  develops  very  imperfectly,  or  it  may 
never  develop  at  all.  Then,  in  this  case, 
there  is  nothing  but  the  motor  co-ordina- 
tions to  preserve  the  normal  relative 
directions  of  the  eyes,  and  anything  which 
disturbs  the  balance  of  these  co-ordinations 
will  cause  a permanent  squint.  Thus,  the 
essential  cause  of  squint  is  a defect  of  the 
fusion  faculty.” 

This  disturbance  of  the  fusion  faculty 
may  result  from  a number  of  causes,  infec- 
tious diseases,  fright  or  shocks  to  the 
nervous  system,  hereditary,  anatomic  an- 
omalies, and  the  one  most  commonly  found, 
errors  of  refraction.  In  order  to  prevent 
the  confusion  of  seeing  double,  nature 
gradually  but  surely  suppresses  the  vision 
of  the  weaker  eye,  so  that  by  the  time  a 
child  reaches  the  age  of  5 or  6 years,  the 
sight  of  that  eye  is  permanently  impaired. 

Therefore,  in  the  treatment  of  this  con- 
dition, it  is  most  important  to  get  the  child 
early.  This  can  be  done  only  by  educating 
the  family  doctor  and  the  public  not  to 
wait  until  the  child  is  ready  for  school. 
We  must  get  them  to  bring  the  child  for 
examination  as  soon  as  the  condition  is 
discovered.  We  should  take  time  and 
patience  to  examine  these  cases  thor- 
oughly, and  the  parents  should  be  impressed 
that  they,  too,  must  take  time  and  patience 
to  carry  out  all  directions  given  them.  Too 
often  the  parents  lose  hope  if  they  do  not 
see  immediate  results.  Parents  often  have 
a strange  prejudice  against  such  a young 
child  wearing  glasses.  Frequently  some 
kind  friend  will  tell  them  that  the  child’s 
eyes  are  being  ruined  by  wearing  glasses 
which  may  be  strong  enough  for  the  grand- 
mother to  read  through.  I mention  these 
things  because  unless  you  get  the  confi- 
dence and  co-operation  of  the  parents,  you 
doomed  to  failure  before  you  start. 

Of  course,  any  necessary  attention  to  the 
general  condition  of  the  child  should  be 
attended  to,  for  a weak  or  sickly  child  does 
not  respond  well  to  treatment. 


The  eyes  should  be  examined  and  most 
carefully  refracted  under  atropin.  In  the 
very  young,  this  sometimes  necessitates 
several  attempts  before  a satisfactory  ex- 
amination is  made.  Of  course,  in  eyes 
where  there  is  an  opacity  in  the  media  or 
other  defects,  it  may  not  be  possible  to 
give  much  relief,  but  fortunately,  most  of 
these  cases  are  due  to  errors  of  refraction. 
Rather  full  correction  should  be  ordered, 
but  overcorrection  causes  a blurred  image 
and  tends  to  weaken  the  development  of 
the  fusion  sense.  The  age  at  which  glasses 
can  be  started  is  usually  stated  in  the  text- 
books as  three,  but  in  many  cases  they  can 
and  should  be  ordered  at  the  age  of  two 
years  or  younger.  I have  in  several  cases 
successfully  put  glasses  on  children  younger 
than  the  age  of  two  years.  The  atropin 
should  be  continued  for  several  days  after 
the  glasses  are  placed  on  the  child,  and 
then  stopped.  The  child  should  be  kept 
under  observation.  If  the  eyes  become 
straight  and  remain  so,  good  and  well,  if 
not,  then  the  fixing  eye  should  be  kept 
under  the  influence  of  atropin  for  a period 
of  time,  or,  perhaps,  better  still,  the  fix- 
ing eye  should  be  kept  bandaged  for  sev- 
eral hours  each  day,  so  as  to  force  the  use 
of  the  squinting  eye.  This  treatment  should 
be  kept  up  for  at  least  one  or  two  years. 
If  this  fails,  the  use  of  bifocal  glasses  may 
be  tried. 

When  treatment  is  started  in  a child  of 
2 or  3 years  of  age,  in  most  cases  the  vision 
of  the  squinting  eye  will  become  normal 
and  the  eyes  will  be  straight,  but  if  treat- 
ment is  delayed  until  the  child  is  6 years 
or  older,  the  vision  will  never  become 
normal. 

Operative  treatment  has  not  been  men- 
tioned because  thfese  cases  should  be  treated 
before  an  operation  is  advised,  and  if 
treatment  is  started  early  enough,  in  most 
cases,  operative  treatment  will  not  be 
necessary. 
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DISCUSSION. 

Dr.  Wilkins:  We  thank  Dr.  Arnold  for  his 

paper. 

I am  glad  to  tell  of  the  privilege  I had  of  get- 
ting several  youngsters  at  a pretty  early  age,  and 
after  treating  the  eyes  for  a time  to  see  the  grati- 
tude of  the  parents.  I think  it  is  best  to  get  them 
to  see  the  necessity  of  the  child  wearing  glasses. 

I advocate  a long  dilatation  with  atropin.  Some- 
times I use  homatropin  as  it  doesn’t  take  much 
longer  than  atropin. 

I usually  get  the  little  fellows  from  21/2  to 
3 or  21/2  to  4 to  come  to  my  office  from  15  to  30 
minutes,  say  about  twelve  times.  I try  to  get  the 
co-operation  of  the  child  and  then  the  parents. 

I had  one  little  fellow  come  to  my  office  about 
six  months.  I dilated  the  pupils  two  or  three 
time  with  atropin.  I couldn’t  make  friends  with 
him.  I had  him  come  in  every  two  or  three  weeks. 
They  lived  15  or  20  miles  away  and  usually  made 
the  trip  twice  a month.  At  last  I made  friends 
with  him.  I gave  him  a nickel  or  ten  cents,  and 
finally  won  his  confidence. 

At  one  time  I had  for  patients  two  delight- 
fully cute  little  girls  who  were  afflicted  by  deform- 
ity due  to  strabismus.  Otherwise  they  were  beau- 
tiful, and  members  of  prominent  families.  Soon 
other  people  noticed  them  wearing  glasses,  and 
therefore  served  as  an  influence  to  other  children 
in  need  of  glasses. 

Sometime  after  treatment  and  wearing  glasses 
the  eyes  will  straighten,  and  the  glasses  may  be 
left  off.  Then  again  the  patient  may  continue  to 
have  to  wear  glasses. 

I have  a nurse  in  my  office  35  years  of  age  who 
has  been  wearing  glasses  20  years.  If  her  glasses 
are  removed  for  a few  minutes  the  right  eye 
crosses  over,  and  we  get  a permanent  fixation  of 
parallel  line. 

Dr.  Travis:  I want  to  say  that  I never  attempt 

to  fit  glasses  without  atropin.  I generally  put 
the  patient  under  atropin  treatment  for  three, 
four,  or  six  times. 

A child  will  not  be  patient,  and  for  that  reaosn 
I have  him  come  in  every  day  until  I can  fit  him 
with  glasses.  I watch  the  patient,  and  sometimes 
get  perfect  results. 

I think  it  is  generally  advisable  for  the  pa- 
tient to  continue  to  wear  glasses. 

Dr.  Arnold:  The  age  is  the  one  thing  I want  to 

stress. 

I formerly  never  attempted  to  fit  a child  with 
glasses  before  the  age  of  three.  I have  tried  some 
younger.  I don’t  hesitate  to  put  glasses  on  a 


child  as  soon  as  he  can  walk  and  handle  himself, 
say  about  three  or  four  years  of  age;  sometimes 
two  or  three  years  of  age.  I think  that  in  these 
cases  the  best  thing  to  use  is  homatropin  or  atro- 
pin, however  for  most  cases  I prefer  atropin. 

To  fit  with  glasses  is  the  only  thing  to  do. 

As  to  how  long  a patient  is  to  wear  glasses,  I 
generally  tell  him  always.  In  fact,  I think  it  is 
a mistake  in  almost  every  case  for  a patient  to 
go  without  glasses  except  temporarily.  I don’t 
encourage  them  to  go  without  them.  I have  seen 
patients  who  have  worn  glasses  take  them  off, 
and  the  minute  they  are  removed  the  eyes  turn 
in. 


CARDIORRHAPHY: 

WITH  REPORT  OF  CASE  OF  VENTRICULAR 
PUNCTURE. 

J.  Q.  GRAVES,  M.  D., 

Monroe,  La. 

Early  medical  literature  contained  many 
interesting  facts,  which  read  like  thrilling 
fiction  pertaining  to  “Heart  Wounds.”  For 
Riolanus  (1649)  less  than  three  hundred 
years  ago  opens  his  brilliant  chapter  on 
the  heart  with  these  words : “The  heart  is 
the  chief  and  most  noble  organ  in  the  body. 
It  is  the  source  of  that  life-giving  nectar 
by  the  influx  of  which  the  vitality  of  each 
part  of  the  body  is  renewed  and  cherished. 
The  organ  which  is  the  first  to  be  born  and 
the  last  to  die,  and  through  which  all 
other  parts  of  the  body  live  and  move  and 
have  their  being.” 

Of  her  authors  of  this  period  used  much 
the  seme  language  in  describing  the  heart. 
Ambrose  Pare  in  1691  said  : “The  heart  is 
the  chief  mansion  of  the  soul,  the  organ  of 
the  vital  faculty,  the  beginning  of  life,  the 
fountain  of  the  vital  spirits,  and  so  conse- 
quently the  continual  nourishment  of  the 
vital  heat,  the  first  to  live  and  the  last  to 
die.” 

Paul  Barbette,  of  Amsterdam,  a con- 
temporary of  Ambrose  Pare,  in  1687,  was 
of  the  opinion  that  “Wounds  of  the  heart 
are  always  mortal  and  those  that  penetrate 
into  the  left  ventricle  kill  suddenly.  Those 
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so  wounded  live  about  6,  12  or  20  hours, 
although  there  are  examples  produced  to 
the  contrary.  A wound  in  the  right  ven- 
tricle permits  the  patient  to  live  longer. 

In  1604  Cabriolanus  mentions  a case  in 
which  he  found  a scar,  and  another  in 
which  he  found  an  unhealed  wound  in  the 
heart.  He  agrees  with  Fernelius  that  the 
heart  can  suffer  a solution  of  continuity 
without  death  ensuing;  and,  he  adds,  lest 
anyone  should  think  that  these  heart 
lesions  were  the  cause  of  death,  that  both 
these  persons  were  hanged. 

While  Tourby,  in  1642,  did  an  autopsy 
on  a man  who  four  years  previously,  had 
had  a sword-thrust  in  the  chest  which 
caused  a wound  of  the  heart  near  the 
apex ; the  evidence  of  which  was  a cicatrix 
that  could  be  demonstrated  to  all  present. 

In  the  succeeding  centuries  there  is 
little  to  note  till  the  time  of  Bonetus,  and 
Morgagni.  They  established  two  facts : 
(1)  That  wounds  of  the  heart  were  not 
necessarily  immediately  fatal;  (2)  that  a 
sudden  effusion  of  blood  into  the  pericar- 
dium arrested  the  heart’s  action.  In 
Bonetus’  writings  he  relates  the  case  of  a 
young  man,  aged  twenty-four,  who  bravely 
sustained  an  attack  of  seven  others,  but 
was  at  length  wounded  by  a sword-thrust. 
He  survived  five  days.  There  was  a wound 
of  the  left  lung  and  of  the  right  ventricle 
of  the  heart.  With  this  Morgagni  com- 
pares two  cases  of  heart  wound.  In  one 
there  was  a free  opening  in  the  pericar- 
dium, and  the  blood  escaped  freely  exter- 
nally. This  patient  lived  eight  days.  In 
the  other  the  blood  was  retained  in  the 
pericardium  and  the  patient  died  in  a few 
minutes.  He  points  out  that  the  second 
patient  did  not  die  from  hemorrhage,  but 
frcpm  pressure  on  the  heart.  Thus,  a 
hemorrhage  within  the  pericardium  is  much 
more  quickly  fatal  than  a hemorrhage  in 
most  other  places,  even  though  it  be  far 
less  in  amount. 

Ambrose  Pare  also  says  when  he  was  in 
Turin  he  saw  a certain  gentleman  who  in 


a duel  received  a wound  under  his  left 
breast  which  pierced  into  the  substance  of 
the  heart;  yet,  for  all  that,  he  struck  some 
blows  afterwards,  and  followed  his  flying 
enemy  some  two  hundred  paces,  when  he 
fell  dead  upon  the  ground.  Having  opened 
the  body  he  found  a wound  in  the  sub- 
stance of  the  heart  so  large  as  would  con- 
tain’s  one’s  finger. 

Literature  recites  that  a pointed  piece 
of  stick  was  found  in  a pig’s  heart.  The 
swineherd  stated  that  more  than  six 
months  previously  he  had  prodded  the  un- 
ruly animal  with  the  stick  he  used  for 
driving  the  pigs.  A boy  in  1834  lived  five 
weeks  and  two  days  after  a gun  powder 
explosion,  which  blew  a piece  of  wood  into 
his  chest.  At  the  post  mortem  a piece  of 
wood  three  inches  long  and  as  thick  as  a 
cedar  pencil  was  found  in  the  right 
ventricle. 

In  1825  a man  aged  fifty  years,  died  in 
a hospital,  who  nine  years  previously  was 
wounded  by  a knife  wound  of  the  left 
chest.  The  edges  of  the  pericardial  wound 
had  become  adherent  to  the  chest  wall  and 
a firm  fibrous  cicatrix  was  found  going 
through  the  whole  thickness  of  the  right 
ventricle  in  a line  corresponding  to  the 
wound  of  the  pericardium. 

In  1827  a medical  student  in  Paris  was 
stabbed  in  the  left  chest.  A jet  of  blood, 
as  large  as  a pea,  and  air  came  from  the 
wound.  The  flow  of  blood  increased  when 
the  patient  groaned.  He  recovered  in 
twenty  - eight  days.  The  only  treatment 
instituted  was  by  bleeding.  The  blood 
pressure  was  the  index  for  such  procedure. 

It  may  be  concluded,  then,  that  in 
wounds  of  the  heart  a free  external  hemor- 
rhage is  less  dangerous  than  a sudden  fill- 
ing of  the  pericardium  with  blood.  Wounds 
of  the  heart,  too,  under  some  circumstances 
do  not  allow  the  continued  escape  of  blood. 
They  close  and  heal  as  do  certain  wounds 
of  the  arteries. 

Mr.  Mansell  Moullin  showed  a case  at 
the  Clinical  Society  in  1897  in  a man  who 
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had  received  a severe  blow  from  the  point 
of  an  elbow  on  the  third  left  costal  space 
in  a football  game.  Twenty-five  days  later, 
the  pericardium  was  opened  in  the  left 
fifth  costal  space,  and  a drainage  tube  was 
inserted.  In  three  hours  six  pints  of  thin 
dark  fluid  escaped  through  the  drainage 
tube.  This  case  was  one  of  rupture  of  the 
heart  without  external  wound,  and  slow 
accumulation  of  blood  in  the  pericardial 
activity  occurred.  In  the  same  volume  of 
the  Clinical  Society’s  transactions  a case  of 
punctured  wound  of  the  right  ventricle  is 
narrated  by  Mr.  W.  G.  Spencer.  There  was 
considerable  external  hemorrhage  on  the 
eighth  and  seventeenth  days.  Death  oc- 
curred on  the  seventy-ninth  day.  There 
was  a healed  wound  of  the  wall  of  the 
right  ventricle,  which  was  adherent  to  the 
scar  in  the  pericardium. 

Statistics  compiled  by  Dr.  Pool  of  New 
York,  who  has  gone  into  the  subject  ex- 
tensively, shows  that  prior  to  the  Great 
War,  in  August,  1914,  there  were  more 
than  seventy-five  operations  on  the  heart, 
with  the  mortality  of  these  operations 
slowly  decreasing  since  1896.  The  death 
rate  before  the  war  may  be  put  at  about 
45  per  cent.  Adding  the  cases  during  the 
great  war,  which  number  over  sixty,  there 
is  a certain  total  of  at  least  three  hundred 
eighty  operations  on  the  heart.  Since  the 
performance  of  Farina’s  operation  there  is 
no  doubt,  however,  that  there  have  been 
many  more  than  four  hundred  operations 
on  the  heart  to  the  present  date,  with 
causes  ranging  from  a needle  puncture  to 
a bullet  wound.  Many  cases,  especially  the 
fatal  ones,  have  not  yet  been  published. 
Of  fifty-eight  war  cases  of  which  he  noted, 
forty-four  of  the  patients  recovered,  and 
fourteen  died — a wonderful  record.  The 
French  surgeons  seem  to  have  been  more 
successful  in  these  heart  operations. 

Hartman  reports  a case  where  a soldier, 
wounded  at  Bapaumme,  August  27,  1914, 
and  taken  prisoner  by  the  Germans,  showed 
very  slight  symptoms  at  first.  In  February 
1915,  there  was  pain,  palpitation  and 


dyspnea.  In  August  it  became  much  worse, 
with  frequent  heart  attacks  with  sensation 
of  impending  death.  Roentgen-ray  examin- 
ation showed  a bullet  in  the  heart.  He 
was  then  sent  to  Switzerland  where  he 
stayed  till  February,  1917.  After  being  in 
various  hospitals  he  reached  Paris,  April  7, 
1917,  where  an  operation  was  performed 
for  its  removal.  A thoraplasty  was  done, 
the  pleura  opened,  the  projectile  could  be 
felt  through  the  pericardium.  The  ball 
being  located  in  the  wall  of  the  right  ven- 
tricle was  removed  and  recovery  was 
satisfactory. 

Dr.  Jenckel  also  reports  a case  where  a 
bullet  was  embedded  in  the  posterior  wall 
of  the  right  ventricle.  An  operation  was 
done  six  months  after  the  injury,  but  had 
to  be  abandoned  because  the  heart  could 
not  be  brought  forward  enough  to  expose 
the  posterior  surface  of  the  ventricle;  the 
patient  recovered.  After  waiting  six 
months  he  operated  again,  and  this  time 
succeeded  in  removing  the  bullet,  and  the 
man  made  a good  recovery. 

October  17,  1914,  Beaussenot  success- 
fully removed  a bullet  from  the  right  ven- 
tricle of  a French  soldier’s  heart,  which 
was  inflicted  during  the  war  with  the  Cen- 
tral Powers.  During  the  same  war  there 
have  been  several  cases  in  which  a bullet 
has  been  expelled  from  the  ventricle  of  the 
heart,  and  the  patients  made  satisfactory 
recoveries. 

CASE  REPORT. 

Surgery  of  this  important  and  vital 
organ  of  the  body  stimulates  me  to  recite 
the  following  story  with  the  unusual  oper- 
ation and  its  favorable  results : 

W.  B.,  a colored  male,  27  years  of  ag'e,  a 
laborer  by  occupation,  was  brought  into  the  hos- 
pital October  2,  1928,  and  immediately  trans- 
ferred to  the  operating  room.  A hurried  ex- 
amination revealed  a stab  wound  in  the  left 
chest  over  the  third  rib  about  three  inches  from 
the  mid-clavicular  line;  it  was  a transverse  wound 
about  one  inch  in  length,  which  had  been  in- 
flicted about  one  hour  previous  to  his  entering 
the  hospital.  According  to  his  version  of  the 
wound  he  and  his  estranged  spouse  were  en- 
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gaged  in  a physical  combat,  when  she  drew  from 
her  apron  pocket  a knife  with  a blade  about  six 
inches  in  length,  which  was  about  three-fourths 
of  an  inch  wide  at  the  base,  coming  to  a sharp 
point,  and  being  slightly  curved  backward.  They 
had  been  fighting  for  some  time,  he  having  in- 
flicted many  bruises  upon  the  woman,  when  she, 
with  rapid  speed,  drew  the  knife  and  thrust  the 
blade  into  the  left  chest,  producing  the  above 
mentioned  wound. 

Physical  Examination:  A healthy,  well  nour- 

ished, well  developed  negro  man,  lay  upon  the 
table  with  apparent  comfort  and  ease. 

Chest:  Well  developed  with  good  action  over 

both  lungs.  Diaphragmatic  action  was  good. 

The  Thorax:  Both  heart  sounds  were  heard, 

they  were  regular,  but  were  faint,  giving  the 
impression  of  a far  distant  sound.  Percussion 
and  palpation  showed  a greater  area  of  dullness 
of  the  heart.  Respiration  was  slightly  increased. 
There  was  no  pathology  of  the  lung  or  pleura 
noted  by  physical  examination  other  than  a 
transverse  stab  wound  in  the  upper  left  chest 
over  the  third  rib,  two  inches  from  the  mid- 
clavicular  line.  The  blood  pressure  was  70  over 
40.  Pulse  rate  81,  was  very  weak  and  soft,  though 
regular  and  steady. 

Subsequent  History:  Repeated  examination 

revealed  a peculiar  type  of  pulse  as  found  above, 
which  were  slow,  soft,  regular  and  with  very  lit- 
tle volume.  Watching  the  patient  it  was  several 
minutes  before  I could  definitely  determine 
whether  I was  dealing  with  a heart  wound,  or 
not.  He  did  not  show  any  evidence  of  marked 
hemorrhage.  The  mucus  membranes  of  the  lips 
were  pink,  no  air  hunger  and  no  acceleration  of 
the  pulse,  no  shock,  coma  or  languor,  only  a 
heavy  feeling  in  his  left  chest,  resembling  that 
of  a weight. 

After  due  consideration,  and  contrary  to  the 
teaching  of  good  surgery,  I sterilized  the  area 
around  the  wound  and  then,  a small  sterile  probe 
was  passed  into  the  wound  until  it  came  in  close 
contact  with  the  rib.  I could  detect  that  the  con- 
tinuity of  the  rib  had  been  opened  and  that  a 
small  amount  of  blood  was  brought  up  into  the 
field,  with  each  ventricular  contraction.  There 
was  still  doubt  in  my  mind  as  to  whether  the 
knife  had  passed  through  the  rib  to  the  heart 
muscle  itself,  or,  whether  a small  artery,  pos- 
sibly an  intercostal  branch  had  been  completelv 
or  partially  severed  giving  rise  to  this  character 
of  hemorrhage.  Forty  minutes  had  now  elapsed 
since  I had  begun  my  investigation.  His  pulse 
though  not  accelera'^ed,  was  somewhat  weaker, 
and  his  blood  pres;-  e was  somewhat  lower.  I 
wus  then  forced  to  make  a decision,  one  which 


I hoped  would  result  for  the  best  interest  of  the 
patient,  and  that  was  to  enter  the  thoracic  cav- 
ity in  the  exploratory  manner  to  determine  if  the 
heart  muscle  had  been  severed. 

Operation:  A longitudinal  incision  about  eight 

inches  in  length  over  the  costosternal  articula- 
tion was  made.  The  third,  fourth  and  fifth  car- 
tilages were  severed,  the  flap  was  pushed  back 
and  with  the  rib  shears  the  third,  fourth  and  fifth 
ribs  were  also  separated  two  inches  to  the  outer 
side  of  the  costo-cartilage  junction.  As  the  flap 
was  pushed  back  it  was  found  that  the  knife  had 
passed  longitudinally  through  the  center  of  the 
rib,  into  the  thoracic  cavity.  The  thoracic  -window 
was  then  turned  back,  the  pleura  pushed  to  the 
left  side,  the  pericardial  sac  was  exposed.  There 
was  immediate  collapse  of  the  lung.  An  incision 
into  the  sac  was  at  once  detected,  the  sac  being 
greatly  distended.  That  the  sharp  point  of  the 
knife  had  not  only  passed  through  the  pericar- 
dium, but,  had  penetrated  the  heart  muscle  itself, 
ir  the  outer  lower  hemisphere  of  the  left  ventricle 
was  evident.  The  sac  was  opened  and  blood 
clots  were  removed.  With  each  ventricular  con- 
traction there  was  a distinct  gush  of  blood.  With 
my  left  I entered  the  pericardial  sac,  lifting  the 
heart  up  into  clear  view  in  the  operative  field, 
with  my  thumb  placed  over  the  transverse  incised 
wound  of  the  left  ventricle  of  the  heart,  which 
•was  about  one-half  inch  in  length,  in  order  to 
control  the  hemorrhage  by  digital  pressure,  the 
process  of  closure  was  now  begun.  With  No. 
6 linen  I placed  six  interrupted  sutures  in  the 
heart  muscle,  while  a No.  3,  forty  day,  chromic 
catgut  reinforced  the  underlying  linen  sutures, 
making  a perfect  closure.  With  the  heart  still 
in  my  hand  I w’aited  several  moments  to  be  sure 
that  the  sutures  were  dependable  and  secure 
enough  to  justify  me  to  continue  with  the  opera- 
tion. My  attention  was  then  directed  to  the  clos- 
ing of  the  pericardial  sac,  which  was  done  with 
interrupted  linen,  leaving  a small  cigarette  drain. 
The  ends  of  the  ribs  were  brought  together  and 
affixed  with  double  No.  3 chromic,  as  was  also 
the  ends  of  the  cartilages.  The  skin  was  closed 
with  interrupted  silk  worm. 

Post  Operative  History:  The  patient  was  then 

transferred  to  the  negro  ward,  and  placed  in  bed, 
with  directions  to  be  kept  in  recumbent  position, 
and  to  administer  morphin  sulphate  as  needed 
for  cough,  pain  or  restlessness.  All  liquids  were 
to  be  prohibited  by  mouth  for  three  days.  The 
water  balance  was  controlled  by  the  intravenous 
administrations  of  salines  and  glucose.  The  vol- 
ume of  the  pulse  soon  returned  to  normal,  while 
the  blood  pressure  was  elevated  within  a few 
hours.  He  made  an  uneventful  recovery,  and 
was  discharged  from  the  hospital  nineteen  days 
later,  October  21,  1928,  as  cured  and  since  has 


C18 


Lett — The  Bicomate  Uterm 


leturned  to  his  usual  duties.  Expansion  of  the 
collapsed  lung  was  promited  by  causing  the  pa- 
tient to  blow  a horn. 

Analysis  of  his  chart  shows  the  highest  tem- 
perature reached  was  102°,  lowest  97°,  with  a 
mean  temperature  of  99.5°.  Highest  pulse  120, 
lowest  70,  a mean  pulse  of  98.  The  highest  total 
white  count  was  11,250,  while  the  lowest  was 
7000. 

DISCUSSON. 

The  thought  arising  in  your  mind  is 
why  didn’t  this  man  die  since  the  left  ven- 
tricular cavity  had  been  entered  by  the 
blade  of  the  knife.  An  explanation  which 
seems  most  plausible  and  logical  is  that 
the  knife  passed  through  the  center  of  the 
rib,  parallel  to  its  upper  and  lower  borders. 
The  heavy  bony  rib  substance  had  a ten- 
dency to  guide  the  knife  in  a straight  line, 
thereby  producing  a punctured  wound 
rather  than  an  incised  wound,  as  would 
have  been  experienced  had  the  blade  been 
permitted  to  complete  the  arc  of  the  circle. 
The  blood  immediately  filled  the  pericardial 
sac,  pressing  it  against  the  chest  wall,  and 
thereby  producing  an  automatic,  anatomic 
and  mechanical  closure.  Had  surgical  in- 
terference been  deferred  much  longer 
death  would  have  come  from  compression 
of  the  heart,  as  was  shown  by  Morgagni 
in  the  report  of  his  two  interesting  and 
instructive  cases,  which  were  shown  to 
illustrate  the  comparative  cause  of  death. 

Contrary  to  the  prevailing  ideas,  it  is 
interesting  to  note  that  the  heart,  the 
organ  as  a whole,  can  be  handled  and 
manipulated  with  as  much  ease  and  free- 
dom from  injury  as  any  other  organ  in 
the  body,  which  was  clearly  demonstrated 
at  this  operation.  The  same  aseptic  care 
must  be  given  the  heart  as  would  be  given 
any  organ  of  the  abdomen,  as  death  is 
caused  by  infection  or  hemorrhage. 

Though  now  the  field  for  heart  surgery 
is  limited  and  highly  specialized,  yet, 
modern  science  has  revolutionized  this 
advancing  art,  making  it  compare  favor- 
ably with  nature  herself  in  the  process  of 
restoration  and  repair  of  the  body,  there- 


fore, unfolding  greater  possibilities  in  this 
line  of  endeavor,  which  will  be  another 
avenue  opened  up  for  the  conservation  of 
human  life. 


THE  BICORNATE  UTERUS* 

F.  M.  LETT  M.  D., 

Lecompte,  La. 

It  is  not  amiss  that  we  should  at  times 
depart  from  the  rather  routine  considera- 
tion of  those  conditions  which  are  pathol- 
ogical, pathological  from  an  acquired  origin 
— infections  if  you  will ; and  devote  our- 
selves to  the  consideration  of  those  condi- 
tions which  are  anomolous,  “defects  of  na- 
ture,” so  to  speak.  While  these  are  rare 
(and  we  might  add,  “nature  makes  but 
few  mistakes”)  they  make  a most  interest- 
ing volume.  The  malformations  of  the 
uterus  makes  one  of  the  most  interesting 
chapters  in  gynecology;  and  while  its  most 
serious,  and  truly  vital,  interest  concerns 
the  obstetritian  we  find  it  not  without  food 
for  though  to  us  as  gynecologists. 

The  reasons  for  this  anomoly  briefly 
stated — referring  to  our  embryology — lies 
in  the  development  of  the  ducts  of  Muller. 
If  there  is  no  abnormal  development  we 
find  normal  Fallopian  tubes,  a normal 
uterus,  a normally  developed  vagina,  etc. 
The  nonfusion  of  the  upper  portion  forms 
the  Fallopian  tubes;  the  fusion  of  the 
middle  portion  forms  the  uterus  and  the 
fusion  of  the  lower  the  vaginal  tract,  etc. 
Then  arrested  embryonic  development  or 
unequal  development  in  the  two  sides  in 
any  of  these  areas  produces  one  or  more 
of  these  malformations ; and  only  those 
malformations  as  pertain  to  this  middle 
portion,  that  portion  forming  the  uterus, 
are  now  considered. 

As  for  a classification  of  these  congenital 
defects — there  are  many,  several  observers 
attempting  one — that  given  by  Graves  is 
the  clearest,  which  we  quote : 


*Read  before  the  Louisian  State  Medical  Soci- 
ety, Baton  Rouge,  April  10-i2,  1928. 
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I.  Uterus  didelphys  or  uterus  duplex 
separatus 

(Complete  separation  of  the  two  halves  of 
the  uterus  with  double  vagina.) 

II.  Uterus  duplex  bicornis  cum  vagina 
duplici 

(Separation  of  the  two  bodies,  but  the  two 
cervices  are  fused,  the  vagina  double.) 

III.  Uterus  duplex  bicornis 

(Like  the  preceding  except  that  there  is  a 
single  vagina.) 

IV.  Uterus  bicornis  unicollis 

(Body  of  the  uterus  is  double  but  cervix 
fused  into  one,  the  bodies  may  not  be 
widely  separated  but  together  so  that 
fundws  has  a saddle  shape.) 

V.  Uterus  septus  duplex 

(External  form  of  uterus  is  entirely  nor- 
mal but  entire  canal  divided  by  septum 
reaching  from  fundus  to  external  os.) 

VI.  Uterus  subseptus  uniforis 
(A  partial  septum.) 

VII.  Uterus  biforis 

(Cervix  completely  divided.) 

VIII.  uterus  unicornis 

(Complete  absence  of  one-half  of  the 
uterus.) 

We  meet  this  anomolous  condition  un- 
expectedly, practically  in  every  instance; 
particularly  so  in  the  non-gravid  uterus. 
Without  any  particularly  diagnostic  signs 
from  history,  and  usually  on  examination 
mistaking  our  findings  for  the  more  com- 
mon conditions  as  fibroids  or  other  more 
or  less  commonly  found  neoplasms.  The 
obstetritian,  it  seems,  discovers  more  of 
these  malformations,  particularly  the  uterus 
didelphus,  than  the  gynecologist.  In  those 
cases  where  we  have  uterus  didelphus  or 
uterus  duplex  bicornis  the  factor  of  error 
in  diagnosis  is  small,  particularly  so  if 
vaginal  examination  is  made  with  any  de- 
gree of  accuracy,  for  the  cervix  reveals  the 
condition.  In  each  case  encountered  by 
the  writer  the  preoperative  diagnosis  was 
not  confirmed  by  the  post-operative.  The 
rarety  of  the  anomoly  and  the  similarity  of 
the  findings  with  the  usually  found  condi- 


tions only  lead  to  more  or  less  confusion, 
when  encountered.  So  taken  unaware  we, 
while  making  our  inspection  of  the  pelvis, 
hasten  to  reach  a conclusion  as  to  just  what 
would  be  the  proper  course  to  pursue.  In 
as  much  as  practically  no  two  conditions 
are  alike  we  have  no  defined  rule  fixing 
our  procedure  in  this  emergency.  We  must 
not  forget  that  sterility  is  not  the  rule 
in  this  condition ; to  the  contrary  they 
may  be  said  to  be  prolific,  and  several  ob- 
servers make  the  statement  that  not  only 
repeated  pregnancies  is  the  rule  but  often 
multiple  pregnancies,  and  more  than  once 
with  the  same  mother  and  viable  children. 
It  is  recognized  and  reported  that  abortion, 
miscarriage  (truly  dangerous  incidents) 
are  not  infrequent  and,  in  fact,  they  are 
prone  to  same.  It  is,  by  the  way,  interest- 
ing to  note  that  in  my  limited  experience — 
bearing  out  the  statement  by  Dannenreuth- 
er  to  the  effect — that  anomolies  of  the 
vagina  carry  sterility ; and  likewise  con- 
firming statement  to  the  effect  that  neo- 
plasms are  the  rule.  In  the  so  called  in- 
fantile uterus,  only  an  anomolous  uterus, 
so  frequently  is  there  associated  neoplasms 
— fibroids,  cysts,  etc. 

Diagnostically  this  condition  presents 
one  extremely  important  feature  and  one 
that  cannot  be  overlooked.  If  the  diag- 
nosis of  the  existent  condition  can  be  made 
it  is  possible  for  us  to  spare  ourselves  at 
sometime  no  little  grief.  It  has  been  defi- 
nitely shown  that  in  these  malformations 
of  the  uterus  there  occurs  cases  where  there 
is  an  absence  of  the  right  kidney  and  a 
concomitant  anomolous  location  of  the 
single  ureter.  If  the  diagnosis  is  not  made 
prior  to  operation  more  than  ordinary  care 
must  be  exercised.  In  reference  to  the 
possible  absence  of  the  right  kidney  the 
statement  has  been  made,  and  by  whom  I 
do  not  recall,  that  up  to  the  time  this  was 
made,  possibly  two  years  ago,  no  case  had 
been  found  where  the  left  kidney  was  want- 
ing. Each  year  we  find  our  profession 
forging  ahead  with  strides  that  are  marvel- 
ous,— something  new  almost  daily  ad- 
vanced for  the  benefit  of  those  seeking  eur 


920 


Lett — The  Bicomate  Uterus 


aid  and  each  new  advance  entailing  upon  us 
more  and  more  labor  but  fortunately  we 
have  within  our  reach  those  agencies  which 
will  safeguard  us  and  our  patient  from 
this  dangtr.  These  are  our  confreres  in 
their  respective  specialties — the  cystoscop- 
ist  and  radiologist.  Infection  is  as  likely 
in  this  condition  as  in  the  normally  de- 
veloped uterus,  but  there  seems  to  be  a pre- 
disposition for  it  to  be  unilateral.  The  in- 
fection of  whatever  type,  specific  or  non- 
specific, invading  one  cornu  or  one  com- 
partment seems  to  limit  itself  to  that  seg- 
ment and  adjacent  adnexa.  Haematometra 
are  not  infrequent  and  unilateral  and  is  de- 
signated as  one  of  the  very  few  and  indefi- 
nite indications  that  this  malformation  may 
exist.  Just  here  the  thought  is  suggested 
that  in  dealing  surgically  with  these  condi- 
tions that  the  healthy  side  be  not  disturbed. 

Each  case  must  necessarily  be  a law  unto 
itself — no  definite  preconceived  plan  of 
action  exists  to  apply  to  these  cases,  though 
conservatism  must  be  advised.  The  hasty 
ruthless  resort  to  surgical  interference  for 
these  anomolies,  as  anomolies  alone,  must 
be  condemned.  Far  better  close  some  ab- 
domens with  only  removal  of  the  appendix 
when  the  condition  is  found  than  do  that 
which  may  not  be  indicated  purely  for  the 
sake  of  being  able  to  say  that  something 
was  done.  Myomectomy  will  prove  many 
times  preferable  to  hysterectomy  though 
probably  the  latter  may  have  to  be  done 
subsequently.  Utriculoplasty  is  possible 
many  times  in  these  cases  and  might  be 
preferable  to  hysterectomy.  After  all  in 
many  instances  we  should  not  be  so  much 
practitioners  of  economy  as  practitioners 
of  conservative  surgery.  While  the  writer’s 
experience  comparatively  speaking  is  very 
limited  in  the  handling  of  this  condition  one 
case  in  question  ended  disastrously  fifteen 
months  after  operation  by  the  patient  be- 
coming pregnant  and  was  returned  to  the 
sanitarium  moribund  and  too  late  for  any 
interference — autopsy  was  not  obtained. 


CASE  REPORT. 

Mrs.  E.  M.,  aged  18  years,  married  three  years. 
Family  history  was  entirely  negative.  Previous 
History:  She  had  had  the  common  illnesses 

of  infancy  and  childhood.  There  was  an  indefi- 
nite history  of  a fever  of  two  weeks  duration 
when  a child  of  about  ten  years  of  age.  Men- 
strual History:  Menses  appeared  at  age  of  four- 

teen, regular  and  duration  five  days.  She  had 
had  severe  dysmenorrhoea  since  the  onset.  No 
leukorrhoea  prior  to  marriage  and  for  the  past 
few  months  profuse.  She  lived  away  from  her 
husband  for  some  time,  about  one  year,  and  her 
conduct  during  that  time  was  questionable.  For 
some  time  had  been  troubled  with  a black  dis- 
charge after  the  regular  flow,  lasting  for  a few 
days.  Menses  never  excessive.  Present  Illness: 
For  the  past  five  years  had  been  having  pain  and 
discomfort  in  the  lower  right  abdomen.  This 
condition  had  gradually  become  more  annoying. 
She  could  not  say  whether  menses  made  it  more 
severe.  There  was  no  nausea,  no  vomiting,  no 
digestive  disturbance.  No  discomfort  at  any 
time  in  the  left  lower  abdomen.  No  urinary  fre- 
quency, no  dysuria.  Had  been  having  temper- 
ature but  none  for  some  weeks.  Physical  Exam- 
ination: Blood  pressure,  S,  114;  D,  80;  T,  98.4°; 

P,  80.  Mouth,  etc.,  negative.  Gland  Sys.,  no 
adenopathy.  Chest:  Heart  and  lungs  negative. 
Abdomen : Tenderness  over  the  lower  right  ab- 
domen; on  deep  pressure  there  was  a small  mass 
in  the  right  iliac  fossa,  seemed  not  to  be  fixed. 
Gyn.  Exam. : Uterus  apparently  larger  than  nor- 
mal, did  not  seem  to  be  so  freely  movable;  a mass 
to  the  right  of  uterus,  seemed  to  be  fixed  to  the 
uterus.  Cervical  os  showed  only  a slight  mu- 
coid discharge.  No  gram  neg.  diplococci  found. 
Urine  Exam:  Negative.  Preoperative  Diagnosis: 
Cystic  right  ovary  and  fibroid  of  the  uterus,  in- 
terligamentous. 

On  opening  abdomen  a V-shaped  mass  was 
found,  the  part  extending  to  the  right  was  many 
times  larger  than  the  portion  extending  towards 
the  left,  having  the  consistensy  of  a fibroid — ^to 
the  right  a tube  and  at  the  fimbriated  extremity 
an  ovary,  cystic,  the  size  of  a small  orange.  To 
the  left,  low  in  the  pelvis,  the  opposite  part  of 
the  V to  this  just  described  and  apparently  nor- 
mal in  its  consistency  though  small,  a mass  identi- 
cal with  a uterus.  The  accompanying  tube  was 
very  small  and  short,  only  one  and  one-half  inches 
long,  and  the  ovary  was  the  size  of  a large  peanut. 
The  two  cornu  had  a common  cervix.  There  was 
no  induration  present  in  this  left  half,  no  evidence 
of  any  infection.  The  right  tube  and  ovary 
were  removed  and  the  right  cornu  removed  by 
utriculoplasty.  The  interior  of  the  right  cornu 
showing  haematometra.  The  laboratory  report 
was  endometritis,  metritis,  salpingitis  chronic. 
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cystic  ovary.  Her  recovery  was  uneventful,  leav- 
ing the  sanitarium  on  February  14 — operated 
February  2,  1926.  On  the  morning  of  July  5, 
1927,  was  returned  to  the  sanitarium  practically 
moribund,  expiring  a few  hours  later.  She  was 
admitted  with  the  history  of  being  at  term  and 
was  by  examination  practically  nine  months  preg- 
nant but  the  pains  she  was  having  were  indefi- 
nite labor  pains.  The  condition  presented  was 
more  typical  of  an  intestinal  obstruction.  From 
the  time  she  became  pregnant  until  the  discom- 
fort began  she  had  not  been  attended  by  a physi- 
cian. Autopsy  was  not  obtained  and  the  cause 
of  her  death  not  definitely  known. 

In  this  case  the  points  of  interest  were  that 
we  had  a bicornate  uterus  with  a common  cervix 
(uterus  bicornis  unicollis).  The  infection  was 
unilateral  and  haemotomatra  was  present.  She 
was  not  sterile  but  became  pregnant  in  the  re- 
maining cornu  with  a rudimentary  ovary  and  ex- 
ceedingly small  tube.  Under  the  conditions  of  her 
death  I regret  not  having  removed  this  rudimen- 
tary tube. 

CONCLUSIONS. 

1.  A condition  evidently  not  so  rare  as 
is  rarely  recognized. 

2.  The  embryology  particularly  as  re- 
lated to  the  congenital  absence  of  the  right 
kidney  in  these  malformations  is  indefinite 
— the  conditions  are  probably  interrelated. 

3.  The  diagnosis  difficult  owing  to  the 
fact  that  no  outstanding  well  defined 
symptoms  indicate  the  presence  of  the  con- 
dition. When  in  doubt  resort  to  roentgen- 
ray  with  lipiodol. 

4.  The  condition  not  incompatable  with 
general  good  health — and  the  normal  sexual 
life.  Usually  discovered  accidentally. 

5.  When  hysterectomy  resorted  to  be 
mindful  of  anomously  placed  ureter. 

6.  Conservatism  is  urged  when  handled 
surgically. 
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THE  OBSTETRICAL  PATIENT.* 
CARL  HENRY  DAVIS,  M.  D., 
Milwaukee,  Wis. 

Those  of  us  who  “tuned-in”  on  the  radio 
dedication  of  the  Cascade  tunnel  of  the 
Great  Northern  Railroad  were  thrilled 
once  more  at  the  accuracy  of  modern  engi- 
neering. The  civil  engineers  who  directed 
this  great  bore  worked  with  instruments 
and  methods  which  are  so  exact  that  the 
lines  and  grades  from  the  opposite  sides 
of  a mountain  range,  eight  miles  through, 
varied  only  a few  inches.  The  miracle  of 
the  modern  telephone  and  radio  made  it 
possible  for  speakers  and  artists  thousands 
of  miles  apart  to  take  part  in  this  dedica- 
tion, while  we  sat  by  our  fireside  hearing 
every  word  and  sound  with  a distinctness 
formerly  impossible  in  an  auditorium  of 
moderate  size. 

Tonight  I approach  the  varied  problems 
of  the  obstetrical  patient  with  deep  regret 
that  these  cannot  be  considered  with  the 
mathematical  exactness  of  a railroad  engi- 
neer. While  the  development  of  scientific 
methods  in  the  practice  of  medicine  have 
been  of  great  value  in  the  study  of  disease, 
the  physician  is  confronted  with  a variety 
of  unknown  quantities  which  defy  the  in- 
genuity of  those  who  think  in  terms  of 
mathematical  formulae. 

The  development  of  the  preventive  idea 
in  medicine  led  physicians  who  were  in- 
terested in  obstetrics  to  study  more  care- 
fully the  varied  complications  of  preg- 
nancy and  labor  with  tho  hope  of  lessening 
the  risk  to  mother  and  foetus.  Prenatal 
care,  as  the  management  of  pregnancy  is 
now  called,  is  probably  the  most  important 
contribution  to  obstetrics  of  the  past  quar- 
ter century. 

The  objective  of  prenatal  care  has  been 
stated  by  Williams  as  r “Such  supervision 
of  the  pregnant  woman  as  will  enable  her 
to  go  through  pregnancy  safely,  to  bring 

*Read  before  the  Orleans  Parish  Medical  So- 
ciety, January  28,  1929. 
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forth  a normal  living  child  with  minimum 
danger,  and  to  be  discharged  in  such  good 
physical  condition  as  to  be  able  to  suckle  it 
for  at  least  the  first  months  of  its  life.” 
Ballantyne  has  well  said : “We  can  only 
reach  the  unborn  infant  through  the 
mother  who  carries  him,  and  so  the  pre- 
natal life  of  the  child  and  the  life  of  the 
woman  in  pregnancy  are  closely  bound  to- 
gether and  depend  one  upon  the  other.” 

VALUE  OF  EARLY  EXAMINATION. 

That  the  fundamental  aim  of  pregnancy 
should  be  to  secure  a live  child  which  will 
have  a reasonable  chance  of  reaching  adult 
life  is  axiomatic.  Yet,  at  present,  this 
ideal  is  not  reached  in  a very  large  number 
of  conceptions. 

Spontaneous  abortions  frequently  occur 
as  the  result  of  some  physical  condition 
such  as  a retroflexed  uterus,  an  unhealthy 
or  over-strenuous  occupation,  improper 
hygiene,  a severe  toxemia  of  early  preg- 
nancy, or  some  infectious  process.  A 
carefully  taken  history,  laboratory  and 
physical  examination  early  in  pregnancy 
frequently  will  lead  to  the  discovery  and 
correction  of  unfavorable  conditions  with 
a reduction  in  the  number  of  abortions. 

The  early  recognition  of  certain  dis- 
eased conditions  such  as  tuberculosis,  heart 
disease,  nephritis  and  syphilis  is  of  great 
importance.  Infections  of  the  birth  canal 
with  bacteria,  parasites,  or  fungi,  should 
be  eliminated. 

The  presence  of  maternal  conditions 
which  may  cause  dystocia  should  be  de- 
tected early  in  pregnancy.  These  include 
contracted  or  deformed  pelves,  tumors  and 
displaced  organs. 

NAUSEA  AND  VOMITING. 

More  than  half  of  the  women  seen  in 
private  practice  suffer  more  or  less  from 
nausea  and  vomiting  of  pregnancy.  By 
careful  management  the  vomiting  is  usually 
stopped  and  the  nausea  reduced.  Dry  food 
in  moderate  amounts  at  frequent  intervals 
is  usually  of  considerable  value.  Liquids 
should  not  be  given  within  one-half  hour 


before  food  or  one  and  one-half  hours 
after.  The  smell  of  cooking  is  a common 
source  of  trouble.  Hot  drinks  or  charged 
water  may  be  retained  when  the  patient 
cannot  use  plain  water.  Effervesing  triple 
bromide  is  of  value  in  lessening  the  ner- 
vous symptoms.  Moderately  severe  cases 
are  usually  controlled  by  resting  the 
stomach  and  administering  retention  en- 
emata  which  contain  fairly  large  doses  of 
bromide.  Nothing  should  be  given  by 
mouth  for  twenty-four  hours  or  until  vom- 
iting stops.  Thereafter  dry  type  of  diet 
may  be  given  in  small  amounts  every  three 
hours.  Retention  enemata  with  smaller 
doses  of  bromide  should  be  continued  until 
a sufficient  amount  of  fluid  is  taken  by 
mouth.  The  severe  or  neglected  cases  with 
rapid  pulse,  dehydration  and  acidosis  re- 
quire intravenous  glucose  in  rather  large 
amounts.  Our  results  have  been  more 
satisfactory  when  insulin  is  used  with  the 
glucose. 

The  Columbia  Hospital  technic  is  as 
follows : 

Patients  with  severe  vomiting  of  preg- 
nancy are  given  intravenously  1000  c.c.  of 
10  per  cent  glucose  solution  to  which  50 
units  of  insulin  are  added  in  the  reservoir 
of  the  infusion  apparatus.  This  gives  a 
proportion  of  1 unit  of  insulin  to  2 grams 
of  glucose.  Formerly,  a proportion  of 
1 unit  of  insulin  to  3 grams  of  glucose  was 
used  but  we  get  quicker  and  more  satis- 
factory results  with  the  larger  amount  of 
insulin.  The  solution  should  be  adminis- 
tered slowly.  From  one  to  two  hours  time 
is  taken  to  complete  the  intravenous  injec- 
tion ; two  hours  is  better  than  one.  Great 
care  must  be  exercised  so  that  the  solu- 
tion enters  the  vein  at  body  temperature. 
A cool  solution  may  cause  a chill.  In  the 
experience  of  the  Staff  at  Columbia  Hos- 
pital with  well  over  1000  intravenous  in- 
jections of  glucose  in  all  types  of  hospital 
patients  there  has  been  no  chill  that  could 
be  attributed  to  the  glucose.  When  a chill 
has  occurred  it  has  been  caused  by  some 
other  easily  eliminated  factor.  If,  as  occa- 
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sionally  happens,  a patient  with  seyere  vom- 
iting of  pregnancy  is  found  to  have  lowered 
blood  chlorides,  we  mix  5Q0  c.c.  of  3 per 
cent  sodium  chloride  with  500  c.c.  of  10 
per  cent  glucose.  This  reduces  the  amount 
of  glucose  by  one-half,  and  the  amount  of 
insulin  should  be  reduced  proportionately. 
Sometimes  one  intravenous  injection  is 
sufficient.  When  a patient  has  been  vomit- 
ing for  a long  time,  is  excessively  dehy- 
drated, and  shows  a marked  ketosis  and 
acidosis,  repeated  injections  should  be 
given,  sometimes  as  often  as  every  eight 
hours,  until  the  desired  therapeutic  result 
is  secured.  We  are  certain  that  no  harm 
has  ever  resulted  to  any  patient  from  these 
procedures,  and  no  obstetrical  patient  has 
had  an  insulin  reaction. 

Termination  of  pregnancy  may  be  neces- 
sary if  the  patient  continues  with  a rapid 
pulse  and  develops  mental  symptoms  in 
spite  of  active  medical  treatment. 

FOCAL  INFECTION. 

Many  of  us  agree  with  Talbot  that  there 
is  much  evidence  associating  focal  infection 
with  the  toxemias  of  pregnancy.  Curtis 
and  others  have  given  laboratory  proof  of 
a relationship  between  infection  and  re- 
peated abortions.  There  is  no  longer  any 
doubt  regarding  infected  teeth  and  tonsils 
being  a medical  hazard.  I believe  that  one 
should  eliminate  chronic  foci  of  infection 
whenever  possible.  All  questionable  teeth 
should  be  roentgen-rayed.  After  the  first 
trimester  with  its  nausea  and  vomiting  has 
passed,  teeth  may  be  extracted  or  tonsils 
removed.  It  seems  best  to  do  this  midway 
between  calculated  menstrual  dates. 

CONSTIPATION. 

Many  women  have  a tendency  to  consti- 
pation during  pregnancy.  I have  found 
the  use  of  liquid  petrolatum  and  milk  of 
magnesia  very  satisfactory  for  most 
patients.  It  is  quite  important  to  keep 
the  bowels  active  since  poor  elimination 
predisposes  to  toxemia.  Fruit  is  a natural 
laxative  but  many  women  cannot  use  it 
during  the  first  trimester  and  it  may  cause 
heart  burn  at  any  time.  Citrous  fruits 


appear  to  have  some  advantage  over  those 
containing  malic  or  tartaric  acid. 

EXERCISE  AND  REST 

Exercise  is  required  to  keep  the  body  in 
a healthy  condition.  The  woman  who  does 
most  or  all  of  her  housework  usually  needs 
no  special  exercise — rather,  she  must  be 
warned  against  doing  too  much  lifting,  etc. 
Walking  and  riding  in  the  fresh  air  is 
needed  to  rest  her  from  the  house.  Massage 
and  the  less  strenuous  calisthenic  exercises 
are  beneficial. 

Every  pregnant  woman  should  have 
frequent  periods  of  rest  so  as  to  avoid 
fatigue.  I usually  instruct  the  patient  to 
lead  her  normal  life  but  to  be  moderate  in 
everything.  Just  as  she  should  stop  eating 
before  reaching  her  capacity,  she  should 
secure  rest  before  she  feels  tired.  Natur- 
ally she  should  be  warned  against  the  more 
strenuous  forms  of  play  as  well  as  work. 

ROUTINE  TESTS. 

The  importance  of  urine  tests  in  preg- 
nancy has  long  been  recognized.  More 
recently  it  has  been  observed  that  it  is 
equally  important  to  follow  the  blood 
pressure.  During  the  past  ten  years  I 
have  learned  that  routine  weighing  gives 
information  of  very  great  value.  Fre- 
quently there  will  be  a rapid  increase  in 
weight,  due  to  retention  of  fluids  in  early 
toxemia,  before  there  is  a material  change 
in  blood  pressure  or  albumin  in  the  urine. 
A rapid  increase  in  weight  is  a danger 
sign  which  should  be  investigated  carefully 
in  each  case.  If  it  is  due  to  over-eating  the 
diet  should  be  regulated ; if  due  to  retained 
fluids,  elimination  should  be  increased  by 
frequent  doses  of  magnesium  sulphate. 
The  elimination  of  fluids  may  be  increased 
also  by  putting  the  patient  to  bed  for  a 
few  days. 

I have  obstetrical  patients  report  at  the 
office  for  tests  of  urine,  blood  pressure  and 
weight  twice  each  month  during  the  earlier 
months;  every  ten  days  during  the  eighth 
month;  and  every  week  during  the  ninth 
month.  They  are  also  asked  to  report  any 
unusual  signs  or  symptoms  by  telephone. 
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SPECIAL  MEDICATION. 

Patients  living  in  a goiter  area  should 
have  small  doses  of  iodine  during  the  entire 
period  of  pregnancy  and  lactation.  My 
studies  of  thyroid  function  and  pregnancy 
indicate  that  the  basal  metabolic  rate  of 
pregnant  women  with  normal  thyroids  will 
vary  little,  if  any,  when  sufficient  iodine  is 
administered.  It  is  my  belief  that  the  in- 
creased rates  reported  by  several  observers 
are  due  to  an  abnormal  function  of  the 
gland  rather  than  the  growth  of  the  foetus. 

The  calcium  requirements  of  the  rapidly 
growing  foetus  tend  to  drain  this  salt  from 
the  mother.  This  is  usually  evidenced  by 
deterioration  of  the  teeth,  falling  hair,  and 
pain  in  the  legs.  If  sufficient  calcium  can- 
not be  obtained  from  milk  and  vegetables, 
calcium  lactate  or  calcionates  in  some  form 
should  be  prescribed.  Small  doses  of  para- 
thyroid should  aid  calcium  metabolism. 

Other  medication  may  be  indicated  for 
special  conditions  which  develop  during 
the  course  of  pregnancy,  or  for  chronic  dis- 
eases which  antedate  the  pregnancy. 

EFFECTS  OF  OCCUPATION. 

The  entry  of  large  numbers  of  women 
into  industry  requires  that  a careful  study 
of  industrial  hazards  be  made.  Thus  ^ar 
only  a few  reports  have  been  published. 
However,  the  following,  quoted  from 
Thompson’s  book,  “Occupational  Diseases,” 
gives  much  food  for  thought. 

“Oliver  found  that  married  women  who 
formerly  were  permitted  to  work  in  white 
lead  production  almost  invariably  miscar- 
ried, or  bore  stillborn  infants,  or  infants 
that  died  at  an  early  age  of  convulsions. 
It  was  this  circumstance  which  attracted 
his  attention  to  the  hazards  of  lead  work 
and  led  to  the  admirable  investigations 
which  in  England  have  resulted  in  so  much 
beneficial  parliamentary  control  of  the  en- 
tire lead  industry.  In  the  stillborn  infants 
Professor  Bedson  determined  traces  of  lead 
in  the  kidneys  and  liver. 

“Of  141  pregnant  women  who  worked 
in  lead  factories  in  France  it  was  found 


by  Constantin  Paul  that  82  aborted,  4 gave 
rise  to  premature  birth,  5 to  stillborn  in- 
fants. Of  50  infants  bom  living  at  term, 
35  died  in  two  years.  Thus  only  15  chil- 
dren of  141  pregnant  women  lived  beyond 
the  third  year.” 

“In  the  French  Department  of  Labor 
Report  on  Industrial  Poisons,  made  by 
M.  Tardieu  in  1905,  among  1,000  pregnan- 
cies in  lead  workers,  609  terminated  in 
abortion.” 

“Oliver  found  that  of  the  children  of 
paint-grinders,  40  per  cent  died  of  convul- 
sions during  the  first  year  of  life.” 

Deacon  reported  101  pregnancies  occur- 
ring among  women  employed  in  an  English 
munition  factory.  As  soon  as  pregnancy 
was  determined  the  women  were  placed  on 
light  work  and  no  bad  results  were  ob- 
served. He  believes  that  among  this  group 
of  women,  as  a result  of  careful  super- 
vision, good  food  and  regular  exercise, 
their  babies  were  stronger  than  usual  for 
this  class  of  women. 

TUBERCULOSIS. 

Tuberculosis  is  as  much  a contraindica- 
tion to  marriage  as  gonorrhea  or  syphilis. 
Similar  rules  should  apply.  Women,  in 
particular,  should  not  marry  until  some 
years  after  all  signs  of  active  tuberculosis 
have  subsided.  Bacon  has  estimated  that 
33  per  cent  of  the  tuberculous  women  who 
become  pregnant  will  have  died  of  tuber- 
culosis within  a year  after  delivery.  Of 
the  advanced  cases  who  survive  the  preg- 
nancy about  50  per  cent  will  have  died 
within  a month  after  delivery.  It  is,  there- 
fore, evident  that  pregnancy  is  a most 
dangerous  complication  of  tuberculosis. 

Tuberculous  women  who  contemplate 
marriage  should  be  instructed  regarding 
the  dangers  of  a recurrence  of  pregnancy. 
They  should  be  made  to  appreciate  the  ne- 
cessity of  receiving  the  maximum  of  rest, 
fresh  air,  good  food,  and  expert  medical  su- 
pervision during  the  entire  period  of  preg- 
nancy, labor  and  the  puerperium  and  for 
many  months  thereafter.  In  many  in- 
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stances  they  should  not  attempt  to  nurse 
their  babies.  The  married  woman  who  de- 
velops tuberculosis  should  be  advised 
against  pregnancy  until  several  years  after 
all  symptoms  have  subsided.  Should  she  in 
spite  of  advice  become  pregnant,  sana- 
torium care  is  advised  as  few  women  will 
receive  the  necessary  rest,  fresh  air,  and 
proper  diet  at  home.  An  attempt  should 
be  made  to  bring  her  through  the  preg- 
nancy with  the  minimum  of  danger.  A 
healthy  child  may  be  expected,  but  it  should 
be  removed  from  the  mother  at  birth.  Nurs- 
ing is  rarely  if  ever  advisable  in  these  cases 
as  it  greatly  reduces  the  chances  of  the 
mother  and  exposes  the  child  to  a practi- 
cally certain  contact  infection.  Therapeu- 
tic abortion  should  be  reserved  for  consid- 
eration in  the  cases  where  with  the  abso- 
lute rest  in  bed  in  early  pregnancy  there  is 
a continuation  or  gradual  increase  in  the 
afternoon  temperature.  Pregnancy  will  kill 
most  of  these  very  active  cases  before  via- 
bility. For  such  women  the  prognosis  is 
bad  regardless  of  the  treatment. 

HEART  DISEASE. 

Hamilton  and  Kellogg  discussed  car- 
diac disease  and  pregnancy  at  the  Minne- 
apolis meeting  of  the  A.  M.  A.  Their  stu- 
dies indicate  that  only  about  1 per  cent  of 
all  pregnant  women  have  seriously  injured 
hearts.  Twenty  per  cent  of  the  maternal 
deaths  at  the  Boston  Lying-In  during  a 
four-year  period  and  28  per  cent  of  ma- 
ternal deaths  at  the  Faulkner  Hospital, 
Boston,  during  a seven-year  period  were 
furnished  by  patients  with  seriously  in- 
jured hearts.  Mitral  stenosis  is  the  usual 
cause  of  trouble  and  a very  high  percent- 
age of  women  with  this  condition  will  die 
shortly  after  the  first  or  second  pregnancy 
regardless  of  medical  care.  This  complica- 
tion is  most  often  found  in  patients  who 
have  had  chorea  or  rheumatism.  Every  ob- 
stetrician should  be  able  to  recognize  an 
abnormal  cardiac  condition  even  though  he 
may  not  make  an  accurate  diagnosis.  Re- 
sponsibility for  the  heart  should  always  be 
shared  with  a competent  internist.  May  I 
urge  that  the  management  of  cardiac 


women  during  pregnancy  be  along  the  lines 
outlined  by  Hamilton  and  Kellogg  in  their 
paper  which  was  published  December  22, 
1928,  in  the  J.  A.  M.  A. 

SYPHILIS. 

Syphilis  has  long  been  recognized  as  one 
of  the  most  important  causes  of  intrauter- 
ine fetal  death,  but  only  within  recent  years 
have  studies  been  made  which  give  any  sug- 
gestion of  its  frequency.  Perhaps  the  most 
extensive  American  study  has  been  made 
by  Williams  at  Hopkins.  In  his  clinic  2.48 
per  cent  of  whites  and  16.25  per  cent  of 
blacks  had  a positive  Wasserman  reaction. 
His  observation  indicated  that  the  presence 
of  a positive  Wassermann  does  not  neces- 
sarily mean  the  birth  of  a syphilitic  child; 
and  that  efficient  treatment  instituted  by 
the  middle  of  pregnancy  gives  excellent  re- 
sults so  far  as  the  child  is  concerned.  Un- 
fortunately, a negative  Wassermann  may 
not  prove  the  absence  of  syphilis. 

In  private  practice  it  is  not  practical  or 
necessary  to  have  a routine  Wassermann 
on  every  woman,  yet  one  should  be  obtained 
if  the  history  is  the  least  bit  suspicious. 
Every  stillbirth  should  be  investigated  for 
possible  syphilitic  lesions.  I have  had  a 
strongly  positive  Wassermann  reaction 
where  there  was  no  reason  to  suspect 
syphilis.  Thorough  treatment  will  enable 
such  women  to  deliver  healthy  children. 
The  children  of  syphilitic  parents  should  of 
course  be  carefully  observed  during  the 
first  years  of  life  and  treatment  instituted 
if  any  signs  of  the  disease  appear. 

GONORRHOEA 

Gonorrhoea  is  a serious  complication  of 
pregnancy  and  requires  careful  treatment. 
Not  only  is  the  inflammation  of  the  acute 
stage  more  extensive  and  severe,  but  the 
acute  process  lasts  much  longer.  The  treat- 
ment is  more  difficult  owing  to  the  dan- 
ger of  causing  an  abortion.  However,  most 
of  the  gonorrheal  infections  with  which  we 
have  had  to  contend  during  pregnancy  are 
chronic.  Frequently  the  condition  is  not 
diagnosed  until  the  puerperium,  and  then 
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not  until  the  baby’s  eyes  are  infected  or  the 
patient  develops  a salpingitis. 

Formerly,  opthalmia  neonatorum  oc- 
curred commonly  in  the  babies  of  mothers 
infected  with  gonorrhoea.  It  was  the  great 
cause  of  blindness  in  children.  Today,  the 
routine  use  of  the  Crede  silver  treatment 
of  the  babies’  eyes  after  birth  has  largely 
eliminated  these  birth  infections.  How- 
ever, there  is  still  danger  of  the  baby  be- 
coming infected  subsequently  unless  the  in- 
fected mother  has  been  carefully  instructed 
regarding  cleanliness  and  personal  hygiene. 

It  is  important  that  all  of  these  cases  be 
detected  and  treated.  At  present  that  is 
impossible,  but  whenever  there  is  a suspi- 
cious history  a single  negative  examination 
for  the  organism  should  not  be  considered 
sufficient  proof  of  a cure.  Repeated  exam- 
inations are  indicated.  A perfect  nursing 
technic  will  reduce  the  danger  of  crossed 
infection  to  the  minimum.  The  lighting 
up  of  an  acute  gonorrhoea  will  usually  be 
noted  in  the  first  days  of  the  puerperium. 
This  is  favored  by  the  presence  of  other 
organisms  such  as  streptococci  and  staphy- 
lococci. A chronic  gonorrhoea  is  the  usual 
cause  of  the  late  puerperal  fevers  coming 
on  during  the  second  week  of  the  puerper- 
ium, and  rarely  before  the  tenth  day.  These 
late  infections  frequently  cause  one  child 
sterility  as  they  so  commonly  result  in  pus 
tubes  or  an  obliterative  peritonitis.  An 
acute  gonorrhoea  contracted  during  the 
puerperium  runs  a violent  and  destructive 
course. 

ANEMIA  OF  PREGNANCY. 

Routine  blood  examinations  during  preg- 
nancy indicate  that  most  expectant  mothers 
have  a moderate  anemia.  However,  this 
apparently  is  not  a real  anemia  in  most  in- 
stances as  there  is  usually  a rapid  return  to 
normal  following  delivery.  Rarely  one  dis- 
covers a rather  severe  degree  of  anemia 
and  active  therapeutic  measures  may  be  in- 
dicated. Two  of  my  patients  who  are  rela- 
tively anemic  at  all  times  show  alarming 
drops  during  pregnancy.  One  had  a hemo- 
globin of  31  per  cent  Dare  and  a red  count 


of  3,150,000  at  the  beginning  of  the  ninth 
month.  It  was  believed  that  this  degree 
of  anemia  might  prove  injurious  to  the  foe- 
tus and  she  was  given  500  c.c.  whole  blood. 
Within  a short  time  after  the  transfusion 
she  went  into  labor  and  a few  hours  later 
delivered  a 5 lb.,  12  oz.  baby  girl.  A blood 
count  just  after  delivery  confirmed  the  clin- 
ical observation  that  delivery  had  been  ac- 
complished with  practically  no  loss  of  blood. 
Two  weeks  after  delivery  the  hemoglobin 
was  56  per  cent  Dare  and  R.  B.  C.  4,450,000. 
It  is  interesting  to  note  that  both  of  these 
mothers  are  in  blood  group  III,  while  their 
babies  are  in  Group  I.  A comparison  of 
blood  counts  at  the  end  of  pregnancy  and 
at  different  times  during  the  puerperium 
shows  that  there  is  a rapid  increase  in  hae- 
moglobin and  erythrocytes  following  de- 
livery. Since  this  is  a constant  and  rather 
marked  increase,  it  is  believed  that  an  in- 
creased blood  volume  may  account  for  some 
of  the  apparent  anemia  of  pregnancy. 

NEPHRITIS  AND  NEPHRITIC  TOXEMIA. 

After  syphilis,  nephritis  is  the  next  great- 
est cause  of  intrauterine  death  during  preg- 
nancy. It  is  perhaps  a more  dangerous  con- 
dition than  syphilis  in  that  it  greatly  in- 
creases the  dangers  to  the  mother  as  well 
as  to  the  foetus.  Chronic  nephritis  is  a 
contra-indication  to  pregnancy,  but  since 
many  women  with  nephritis  become  preg- 
nant it  is  important  that  the  kidney  con- 
dition be  discovered  early  and  carefully  fol- 
lowed throughout  the  pregnancy.  In  ad- 
dition to  the  routine  urine  analyses  kidney 
function  tests  will  aid  in  determining  the 
amount  of  kidney  impairment.  It  must  be- 
remembered,  however,  that  during  preg- 
nancy kidney  function  tests  may  be  reduced 
even  in  the  presence  of  normal  kidneys. 
Blood  pressure  readings  should  be  made  at 
frequent  intervals  throughout  the  preg- 
nancy as  in  these  cases  the  variations  up- 
ward in  blood-pressure  are  of  great  sig- 
nificance. 

Nephritic  toxemia  must  be  differentiated 
from  the  pre-eclamptic  toxemia  since  the 
treatment  is  very  different.  With  an  im- 
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pending  nephritic  toxemia  the  pregnancy 
must  be  interrupted  as  the  only  means  of 
securing  a live  child.  Too  long  a delay  also 
means  so  much  destruction  of  kidney  cells 
that  the  injury  is  permanent;  the  blood 
pressure  continues  very  high,  and  the  pa- 
tient’s life  is  materially  shortened.  On  the 
other  hand,  pre-eclamptic  toxemia  yields 
to  eliminative  treatment,  and  following  de- 
livery the  blood  pressure  soon  returns  to 
normal. 

CONCLUSION. 

Adequate  prenatal  care  has  made  it  pos- 
sible to  carry  our  patients  through  preg- 
nancy with  a minimum  risk.  During  preg- 
nancy we  must  plan  for  the  delivery.  For- 
tunately, most  women  have  a relatively 
normal  childbirth  and  can  be  given  home 
care  without  undue  risk.  However,  it  is 
important  to  recognize  possible  complica- 
tions early  so  that  adequate  arrangements 
may  be  made  before  the  life  of  either 
mother  or  child  has  been  endangered. 

Gradually  American  women  are  learning 
that  much  of  the  present  pain,  mortality 


THE  APPLICATION  OF  SCIENCE  TO  THE 
PRACTICE  OF  MEDICINE. — Medical  practice 
even  today,  as  conducted  by  the  rank  and  file  of 
the  profession,  is  overloaded  with  empiricism  and 
with  methods  that  are  maintained,  especially  in 
therapeutics,  by  the  force  of  tradition,  sometimes 
in  the  face  of  well-established  facts  that  should 
bring  something  better  in  their  place.  Much  of 
medical  practice  has  been  developed  by  gallant 
attempts  on  the  part  of  physicians  to  meet  the 
needs  of  suffering  humanity  by  means  that  have 
been  improvised  where  science  has  nothing  to 
offer  or  where  scientific  facts  and  principles  have 
not  yet  penetrated  into  the  realm  of  practical 
medical  knowledge. 

The  life  of  the  successful  physician  is  usually 
full  of  activity  and  in  the  majority  of  instances, 
especially  away  from  the  centers  of  medical  prog- 
ress, practice  soon  falls  into  a routine  which  is 
not  often  seriously  disturbed  by  innovations.  The 
younger  men,  fresh  from  the  schools,  may  resist 
the  plan  of  practice  of  their  elders,  and  so  bring 
down  upon  themselves  and  upon  their  schools  dis- 
favor. Many  succumb  to  the  force  of  example 
and  precept  of  their  older  colleagues.  They  may 
soon  learn  to  do  without  the  scientific  basis  that 
had  been  given  them  more  or  less  thoroughly.  In 
order  to  prepare  students  of  medicine  to  resist  in 


and  invalidism  is  unnecessary  when  proper 
care  may  be  had  during  pregnancy  and 
labor.  More  skilled  care  in  hospitals  has 
reduced  the  risk  of  complicated  labor,  but 
the  average  woman  does  not,  and  at  present 
cannot  have  the  medical  and  hospital  care 
that  you  and  I wish  for  our  wives.  Thou- 
sands of  American  women  are  so  far  re- 
moved from  a hospital  that  even  difficult 
operative  deliveries  or  other  serious  com- 
plications must  be  attempted  in  the  home 
under  the  most  unfavorable  conditions. 

The  motion  picture  camera  makes  it  pos- 
sible to  demonstrate  all  essential  points  in 
the  various  types  of  delivery.  Tonight  I 
will  show  you  four  reels  of  film  which  will 
illustrate  the  management  of  normal  labor, 
various  types  of  forceps,  version  and 
breech  extraction,  and  finally  the  cervical 
type  Cesarean  section.  The  management 
of  labor  must  be  varied  according  to  the 
needs  of  the  individual  patient  and  the  ob- 
stetrician should  be  prepared  to  meet  any 
possible  emergency. 


after  life  the  force  of  empiricism  and  tradition, 
scientific  habits  of  mind  must  be  firmly  driven  in. 
The  result  of  an  attempt  to  do  this  is  often  the 
cry  from  the  profession  that  medical  education, 
has  become  “too  scientific,”  whatever  that  may 
mean.  A sympathetic  attitude  between  the  in- 
vestigator in  the  medical  sciences  and  those  whose 
task  it  is  to  apply  the  results  of  research  to  the 
welfare  of  the  individual  patient  is  desirable  and 
indeed  essential.  An  antagonism,  however,  may 
exist  on  the  part  of  the  workers  in  science  because 
of  an  apparent  lack  of  appreciation  by  the  phy- 
sicians of  the  facts  and  methods  of  science,  and  on 
the  part  of  the  physicians  because  of  a feeling 
that  the  results  of  scientific  research  are  im- 
practical and  that  scientific  workers  fail  to  ap- 
preciate the  complex  and  varied  problems  con- 
stantly encountered  by  the  medical  practitioner. 

This  antagonism,  however,  is  being  rapidly  re- 
placed by  mutual  respect  and  collaboration  where- 
ever  conditions  have  been  set  up  that  favor  con- 
tact and  coordination  of  clinicians  and  inves- 
tigators. A group  of  workers  is  devolping  that 
belong  both  to  research  and  to  practice,  and  mem- 
bers of  this  group  are  serving  as  the  middle  men, 
so  to  speak,  between  science  and  practice. 

Robinson,  G.  Canby : Science,  69:460,  1929. 


928 


Kditnrinis 


NEW  ORLEANS 

Medical  and  Surgical  Journal 

Established  18UU 

Published  by  the  Louisiana  State  Medical  So- 
ciety under  the  jurisdiction  of  the  following  named 
Journal  Committee: 


Frank  T.  Gouaux,  Ex-Officio 
For  three  years:  W.  H.  Seeman,  M.  D. 

Randolph  Lyons,  M.  D.,  Secretary 
For  two  years:  S.  M.  Blackshear,  M.  D, 
H.  W.  Kostmayer,  M.  D.,  Chairman 
For  one  year:  H.  B.  Gessner,  M.  D. 


EDITORIAL  STAFF 

John  H.  Musser,  M.  D Editor 

H.  Theodore  Simon,  M.  D Associate  Editor 

J.  S.  Ullman,  M.  D -.^Associate  Editor 

Willard  R.  Wirth,  M.  D Associate  Editor 

Frank  L.  Loria,  M.  D Associate  Editor 


COLLABORATORS— COUNCILLORS 
For  Louisiana 


H.  E.  Bernadas,  M.  D. 
Urban  Maes,  M.  D. 

C.  C.  DeGravelles,  M.  D. 
S.  C.  Barrow,  M.  D. 

U.  I.  Hirsch,  M.  D. 

John  McKowen  M.  D. 

D.  C.  lies,  M.  D. 

G.  M.  G.  Stafford,  M.  D. 


For  Mississippi 
J.  W.  Lucas,  M.  D. 

J.  S.  Donaldson,  M.  D. 
M.  W.  Robertson,  M.D. 
T.  W.  Holmes,  M.  D. 

D.  W.  Jones,  M.  D. 

W.  G.  Gill,  M.  D. 

E.  M.  Gavin,  M.  D. 

J.  W.  D.  Dicks,  M.  D. 
D.  J.  Williams,  M.  D. 


Paul  T.  Talbot,  M.  D General  Manager 

1551  Canal  St. 

SUBSCRIPTION  TERMS:  $3.00  per  year  in 

advance,  postage  paid,  for  the  United  States;  $3.50 
per  year  for  all  foreign  countries  belonging  to  the 
Postal  Union. 


News  material  for  publication  should  be  received 
not  later  than  the  twentieth  of  the  month  preced- 
ing publication.  Orders  for  reprints  must  be  sent 
in  duplicate  when  returning  galley  proof. 

The  Journal  does  not  hold  itself  responsible 
for  statements  made  by  any  contributor. 

Manuscripts  should  be  addressed  to  the  Editor, 
1551  Canal  St.,  New  Orleans,  La. 


CONTRACT  PRACTICE. 

Medical  ethics  are  based  on  the  oath  of 
Hippocrates,  which  first  appeared  some  400 
years  before  the  birth  of  Christ  and  which 
has  been  followed  by  physicians  for  nearly 
2,400  years.  They  are  a moral  creed  which 
defines  and  governs  the  relationship  be- 
tween student  and  teacher,  practitioner  and 
patient,  the  profession  and  the  public.  Pri- 
marily the  Hippocratic  oath  was  intended 
to  protect  and  safeguard  the  patient  but 
in  the  evolution  of  the  profession,  medical 
ethics  has  broadened,  and  expanded  into  a 
tenet  which  guides  the  physician  in  all  his 
professional  contacts.  The  passage  of  time 
has  rendered  obsolete  portions  of  the  oath. 
No  longer  does  the  student  consider  the 


teacher  “equally  dear  to  me  as  my  parents” 
nor  would  be  deem  it  necessary  “to  share 
my  substance  with  him.”  The  surgeon  does 
not  consider  as  binding  the  injunction  “not 
to  cut  persons  laboring  under  the  stone.” 
On  the  other  hand  the  basic  and  fundamen- 
tal principles  of  the  oath  is  still  the  star 
guiding  the  medical  man — “follow  that  sys- 
tem of  regimen  which  according  to  my  abil- 
ity and  judgment  I consider  for  the  bene- 
fit of  the  patient.” 

Contract  practice  is  defined  in  the  Prin- 
ciples of  Medical  Ethics  of  the  American 
Medical  Association  as  follows : 

“It  is  unprofessional  for  a phyiscian  to 
dispose  of  his  services  under  conditions 
that  make  it  impossible  to  render  adequate 
service  to  his  patient  or  which  interfere 
with  reasonable  competition  among  the 
physicians  of  a community.  To  do  this  is 
deti-imental  to  the  public  and  to  the  individ- 
ual physician,  and  lowers  the  dignity  of  the 
profession.” 

The  first  section  of  this  definition  is  spe- 
cific and  is  a fundamental  of  the  Hippocra- 
tes oath : take  proper  care  of  the  patient. 
The  second  portion,  referring  to  reasonable 
competition  among  physicians,  has  been 
added  centuries  after  the  original  oath  was 
promulgated.  It  is  a section  which  is  tinged 
with  doubt  and  uncertainty.  The  whole 
question  of  contract  practice  is  conse- 
quently undefined,  indefinite  and  hazy. 
There  is  certainly  nothing  unethical  in  the 
employment  of  a physician  to  look  after 
the  health  of  the  boys  or  girls  in  a board- 
ing school,  even  if  that  physician  be  under 
contract.  Many  of  the  large  clinics  have 
under  contract  salaried  internists  and  sur- 
geons. Hospitals  have  contractural  rela- 
tions with  their  roentgenologists  and  path- 
ologists. The  Army  doctor  virtually  con- 
tracts to  take  care  of  those  patients  in 
whatever  locality  he  is  ordered  to  take  his 
post.  Innumerable  further  examples  of 
well  recognized  legitimate  contract  practice 
might  be  enumerated.  Odious  and  unethi- 
cal contract  practice,  on  the  other  hand,  is 
seen  when  the  physician  assumes  the 
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charge  of  such  large  number  of  individuals 
that  he  is  unable  to  care  for  them  with  any 
degree  of  exactitude,  thoroughness,  or  rea- 
sonable scientific  adequacy.  He  violates  the 
Hippocratic  oath  because  he  is  bound  to 
neglect  the  sick  man,  often  for  reasons 
other  than  mere  physical  inability  to  ren- 
der proper  service. 

Between  the  two  extremes  of  undoubted 
ethical  and  unquestionable  unethical  con- 
duct of  contract  practice  lies  the  realm  of 
doubt.  Who  is  to  judge  of  just  what  is 
proper  or  improper  in  contract  medicine? 
There  are  no  definite,  distinct  nor  sharply 
marginated  limits,  drawn  up  by  any  body 
or  group  of  physicians.  The  distinction 
would  seem  to  be  largely  quantitative.  It 
would  appear  that  the  enigma  should  be 
solved  and  the  question  could  be  elucidated 
only  by  those  in  intimate  contract  with  a 
specific  instance  of  presumed  breach  of  the 
principles  of  medical  ethics.  Physicians  in 
a given  locality  would  know  the  conditions 
of  practice  in  the  community,  they  would 
be  acquainted  with  the  personality,  reputa- 
tion and  previous  record  of  the  man  who 
may  or  may  not  have  violated  the  ethics 
of  his  profession,  and  they  alone  should 
judge,  fairly  and  unpartially,  if  the  individ- 
ual is  treating  honestly  his  patients  and 
acting  squarely  with  his  fellow  practition- 
ers, if  he  be  doing  to  them  as  he  would  be 
done  by. 


NEW  PRESIDENT  OF  THE  MISSIS- 
SIPPI STATE  MEDICAL 
ASSOCIATION. 

Dr.  Hugh  Agnew  Gamble  was  selected  by 
the  House  of  Delegates  of  the  Mississippi 
State  Medical  Association  to  be  the  Presi- 
dent of  this  organization  for  the  coming 
year.  Dr.  Gamble  is  one  of  the  best  known 
and  popular  physicians  in  the  western  part 
of  the  State.  Practically  ever  since  he 
graduated  from  Tulane  University  in  1904 
Dr.  Gamble  has  practiced  at  Greenville, 
where  he  has  achieved  a splendid  reputa- 
tion as  a most  competent,  careful  surgeon. 


a skilled  physician  and  a man  of  force  and 
personality. 

In  addition  to  the  prominent  part  he  has 
played  in  the  Mississippi  State  Medical  As- 
sociation, the  new  president  is  also  an  ac- 
tive member  of  the  American  Medical  As- 
sociation and  the  American  College  of  Sur- 
geons. He  has  always  been  interested  in 
organized  medicine  and  has  more  than 
borne  his  share  of  the  burden  and  of  the 
responsibilities  that  necessarily  musu  arise 
in  the  various  county  and  state  and  national 
medical  organizations.  The  House  of  Del- 
egates has  done  wisely  in  selecting  such  a 
splendid  representative  of  the  medical  pro- 
fession to  represent  the  Mississippi  physi- 
cians for  the  coming  year. 


THE  TREATMENT  OF  VARICOSE 
VEINS. 

Many  years  ago  varicose  veins  were 
treated  by  the  injection  of  blood  coagulants. 
Naturally  the  effort  failed,  because  it  is  a 
question  not  of  coagulation  of  the  blood  but 
of  producing  reaction  in  the  vein  wall  in 
order  to  induce  coagulation  in  the  venous 
canal.  In  1911  sclerosing  solutions  were 
first  used  to  produce  thrombosis  and  oblit- 
eration of  varicose  veins.  Since  then  a 
large  number  of  observers  have  combined 
to  show  that  this  treatment  is  probably 
superior  to  surgery.  The  patients  get  well 
with  little  or  no  discomfort.  The  treatment 
is  ambulatory  and  there  is  little  expense 
connected  with  the  injections. 

Two  considerations  must  be  borne  in 
mind  when  one  discusses  the  treatment  of 
varicose  veins  with  sclerosing  solutions : 
first,  the  safety  of  the  method  and  second, 
the  most  satisfactory  solution.  That  the 
method  is  safer  than  operative  procedure 
is  shown  by  the  report  of  Kilbourne,*  who 
has  studied  statistically  4,607  cases  treated 
by  operation  in  which  the  veins  were  ex- 
cised. One  patient  in  250  died;  whereas 
among  50,000  treated  by  injection  the  mor- 
tality rate  was  less  than  one  in  4,000.  Re- 

*Kilbourne,  Norman  J. : Treatment  of  varicose  veins  of 

the  leg.  J,  A.  M.  A.,  92:1320,  1929. 
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currence  after  operation  averages  30  per 
cent,  but  after  injection  only  6 per  cent. 
The  kinds  of  solution  that  has  been  used 
to  inject  in  the  vein  include  sodium  bicar- 
bonate, sodium  salicylate,  biniodid  of  mer- 
cury, quinin,  glucose,  sodium  citrate,  and 
sodium  chloride.  According  to  Melkonf 
very  satisfactory  results  have  been  attained 
with  sodium  salicylate,  metaphen,  sodium 
chloride,  and  quinin  hydrochloride  with 
urethane.  Logefeil  and  DahlstromJ  be- 
lieve that  the  most  satisfactory  solution 
that  can  be  used,  is  invert  sugar  (inver- 
tose).  They  claim  that  it  is  practically 
painless,  non-toxic,  and  sloughing  does  not 
occur  when  the  solution  is  accidentally  in- 
jected outside  the  vein.  Organization  be- 
comes complete  while  canalization  and  re- 
currence are  rare.  They  have  noted  no 
general  reaction. 

The  injection  treatment  seems  to  be  defi- 
nitely established.  This  common  and  dis- 
tressing malady,  varicose  veins  of  the  leg, 
seems  to  be  handled  well  by  any  of  the  irri- 


tMelkon,  E.  A.:  Treatment  of  varicose  veins  by  the 
injection  Method.  New  England  J.  Med.,  200  :690,  1929. 

JLogefeil,  R.  S.,  and  Dahlstrom,  A.  W.:  Sclerosing  treat- 
ment of  veins  by  chemical  irritants.  Am.  J.  Med.  Sc., 
177:690,  1929. 


tants  mentioned  above,  although  the  report 
concerning  the  use  of  invertose  would  seem 
to  point  to  a solution  which  can  be  used 
more  favorably  than  any  other. 


GROUP  INSURANCE 

Attention  is  called  to  the  communication 
from  Dr.  P.  T.  Talbot,  secretary-treasurer 
of  the  Louisiana  State  Medical  Society,  at 
the  end  of  the  section  devoted  to  Louisiana 
news.  The  members  of  this  organization 
should  take  advantage  of  the  opportunity 
of  securing  insurance  at  a most  satisfac- 
tory rate.  They  can  only  do  this,  however, 
if  a majority  of  the  membership  will  agree 
to  the  terms  of  the  insurance  company  be- 
fore June  the  fifteenth.  This  opportunity 
is  afforded  only  to  those  doctors  belonging 
to  organized  medicine.  It  represents  a small 
by-product  of  co-operation  in  medicine,  the 
most  important  features  being  so  impor- 
tant and  so  beneficial  to  the  physician  that 
they  need  no  enumeration. 

Take  advantage  of  this  splendid  oppor- 
tunity; send  in  your  acceptance  at  once;  do 
not  let  inertia  alone  defeat  the  plan,  a 
scheme  of  insurance  which  all  thinking 
men  agree  is  most  advantageous  to  the  in- 
sured group. 


PROFESSIONAL  ETIQUETTE.— If  a profes- 
sional man  knows  that  certain  forms  of  self-ad- 
vertisement are  illegitimate  and  contrary  to  the 
accepted  traditions  of  his  fellow-practitioners  he 
can  refrain  from  treading  close  to  the  border-line. 
Every  profession  has  its  members  who  sail  close 
to  the  wind;  their  colleagues  know  them  and 
form  their  own  opinion.  In  this  matter  of  ad- 
vising on  technical  questions  in  journals  the  legal 
profession  has  probably  had  some  increased  de- 
mand or  opportunity  lately  in  view  of  the  revolu- 
tion in  the  law  of  conveyancing  and  real  property 
which  has  sent  back  to  school  again  many  men 
of  long  experience  and  adequate  instruction  in  the 
older  law.  The  medical  profession  is  here  not 
quite  in  the  same  position  as  the  legal.  Advice 
upon  health  is  a personal  matter;  the  patient 


must  be  seen  by  the  practitioner,  whereas  in  many 
cases  a barrister  might  be  able  to  give  an  opinion 
— upon  the  interpretation  of  a clause,  for  in- 
stance, or  upon  the  inference  to  be  drawn  from 
correspondence — without  an  interview.  More- 
over, questions  of  health  are  usually  more  urgent 
than  questions  of  legal  rights;  a patient  may  be 
unwilling  to  wait  a week  for  the  printed  reply. 
In  other  respects  there  is  no  great  difference  be- 
tween the  official  standards  of  the  Bar  Council 
and  the  General  Medical  Council.  In  both  pro- 
fessions there  will  be  members,  junior  as  well  as 
senior,  who  are  a law  unto  themselves.  The 
standards  cannot  be  upheld  unless  they  are  sup- 
ported by  the  general  approval  of  the  rank  and 
file.  If  they  have  that  approval,  they  are  en- 
titled to  the  loyal  obedience  of  all. — Editorial, 
Lancet  (London)  Jan.  19,  1929,  p.  145. 
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CHARITY  HOSPITAL  MEDICAL  STAFF 
MEETING  APRIL  16,  1929 

The  first  group  of  cases  discussed  were  pre- 
sented by  Dr.  P.  H.  Jones.  Three  members  of 
the  same  family,  the  father  62  years  of  age,  the 
daughter  16  years  of  age,  and  the  son  19  years  of 
age  were  shown  with  the  diagnosis  of  beri  heri. 
These  people  were  natives  of  the  swamps  of  Lou- 
isiana and  had  been  living  chiefly  on  rice,  with 
some  litle  green  vegetables  about  once  a week. 
They  had  had  no  meat  nor  milk  in  their  diet. 
The  father  was  a moss  picker  by  occupation. 

The  first  member  of  the  family,  a son,  became 
ill  about  March  10  with  weakness  and  inability  to 
walk.  He  died  at  home  on  the  eighteenth  day. 
Then  the  father  became  ill,  and  following  him, 
the  son  and  daughter.  These  three  were  admitted 
to  the  hospital. 

In  each  of  these  three  cases  the  illness  began 
with  a sensation  of  numbness  in  the  abdomen, 
then  in  the  feet  and  legs.  Gradually  the  feet 
began  to  swell,  and  dyspnea  developed.  Then  fol- 
lowing the  inability  to  walk. 

The  father  had  at  no  time  been  as  ill  as  the 
others.  He  was  ambulatory  when  shown.  He 
also  had  the  least  amount  of  cardiac  involve- 
ment. The  daughter  showed  slightly  more  cardiac 
involvement,  with  edema  of  the  ankles,  and  the 
son  had  a very  severe  cardiac  disturbance  which 
almost  proved  fatal. 

Electrocardiograms  on  all  three  were  essenti- 
ally negative.  Feces  examination  showed  the 
presence  of  hookworm  ova  in  all  three  cases.  The 
gastric  analysis  showed  an  achlorhydria  in  the 
son,  while  it  was  apparently  normal  in  the  other 
two.  There  were  no  other  abnormal  laboratory 
findings,  except  a slight  anemia. 

The  neurological  examination  showed  parasthe- 
sias  over  the  lower  extremities,  with  lost  or  di- 
minished reflexes,  and  flaccid  paralysis  in  the 
cases  mentioned.  The  muscles  were  quite  tender 
to  pressure,  and  there  was  a definite  delayed 
transmission  of  the  painful  impulse. 

In  the  discussion  which  followed  the  case  Dr. 
Cazenavette  spoke  of  the  marked  neuritis.  This 
neuritis  was  most  marked  in  the  boy,  being  more 
marked  in  the  lower  than  the  upper  extremities, 
a rather  typical  finding.  Dr.  Lewis  asked  re- 
garding the  frequency  of  an  achlorhydria  in  such 
cases,  to  which  Dr.  Jones  replied  that  the  only 
other  cases  he  had  any  information  on  were  three 
cases  seen  by  Dr.  Turner  last  year,  one  of  which 
had  an  achlorhydria.  In  this  condition  he  demon- 
strated a slight  pigmentation  on  the  hands  of  the 
boy  which  might  have  been  regarded  as  a “pre 


pellagrous”  condition.  In  reply  to  Dr.  Love’s 
question.  Dr.  Jones  said  that  the  cases  had  been 
treated  with  a pellagra  diet  plus  concentrated 
vitamines  in  the  form  of  vitavose. 

Dr.  S.  J.  Lewis  then  presented  a case  of 
syphilitic  myelitis  in  a colored  male  negro.  The 
onset  of  the  condition  had  begun  with  weakness 
and  numbness  in  the  legs  which  had  gradually 
progressed  until  his  legs  became  stiff  and  he  had 
difficulty  in  walking,  using  a stick  to  help  him- 
self. 

Upon  examination  his  heart  was  found  to  be 
slightly  enlarged.  There  was  a positive  Babin- 
ski  and  ankle  clonus  on  both  sides.  The  patient 
walked  with  a spastic  gait,  using  a stick.  Urine 
examination  and  blood  count  were  negative.  The 
blood  Wassermann  was  weakly  positive.  The 
spinal  fluid  showed  125  cells,  chiefly  small 
lymphocytes.  Gloublin  was  + and  there  was 

a luetic  colloidal  gold  curve.  The  spinal  fluid 
Wassermann  was  positive. 

D'l^.  Unsworth  commented  upon  the  uhusual 
fact  that  there  had  been  no  bladder  nor  rectal  in- 
volvement. He  advised  against  the  use  of  arseni- 
cals,  and  thought  he  would  advise  malaria  in- 
oculation. Dr.  Cazenavette  elicited  the  fact  that 
the  patient  had  had  some  slight  bladder  involve- 
ment from  which  he  had  recovered.  Dr.  Daspit 
said  that  he  was  certain  that  mercury  by  mouth 
had  no  value  at  all  in  such  cases.  He  thought 
the  proper  therapeutic  course  would  be  to  satur- 
ate the  patient  with  mercury  by  rubs  or  injec- 
tion, and  then  use  the  arsenicals  gradually. 

The  third  case  was  one  of  purpura  hemor- 
rahagica  in  a nine  year  old  white  male.  The 
clinical  record  was  presented  by  Dr.  de  la  Hous- 
saye,  the  case  having  been  a fatal  one. 

Upon  admission  the  child  showed  several  ec- 
chymotic  spots  over  the  body,  a marked  anemia, 
and  a palpable  liver.  The  condition  is  said  to 
have  developed  following  a circumcision  at  which 
there  had  been  quite  free  hemorrhage.  There  had 
been  no  other  external  hemorrhage.  He  had  had 
asthmatic  attacks  since  7 months  of  age. 

The  blood  count  showed  1,250,000  erythrocytes, 
2800  leukocytes,  40  per  cent  hemaglobin,  color  in- 
dex 1.6,  platelet  count  43,500.  The  coagulation 
time  was  3.5  min.,  and  the  bleeding  time  on  one 
occasion  7.5  min.  and  on  another  16  min.  The 
gastric  analysis  showed  free  HCL  32,  total 
acidity  104.  The  blood  calcium  was  normal.  The 
stools  were  negative. 

The  patient  received  many  transfusions  with 
some  improvement  but  finally  lost  ground  rapidly 
and  died. 
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Dr.  Love  mentioned  that  the  mother  had  been 
an  excessive  bleeder  until  the  birth  of  this  boy. 
He  asked  regarding  the  relative  value  of  citrated 
and  whole  blood  for  transfusion  in  such  blood 
dyscrasias.  Dr.  Musser  asked  why  splenectomy 
was  not  considered.  Dr.  de  la  Houssaye  replied 
that  it  had  been  considered,  but  the  patient  had 
never  been  a proper  surgical  risk.  Dr.  R.  Lyons 
thought  splenectomy  the  method  of  choice  in  such 
cases,  with  transfusion  of  whole  blood  next  best. 
The  whole  blood  transfusion  was  stated  to  be 
definitely  more  difficult  than  the  citrated  method. 
Dr.  J.  H.  Smith  remarked  upon  the  ease  with 
which  he  had  seen  a whole  blood  transfusion  done 
recently  with  an  apparatus,  the  name  of  which 
he  had  forgotten.  Dr.  C.  Jamison  thought  the 
citrated  method  the  more  practical  method  and 
the  method  of  choice,  adding  that  no  one  had 
ever  given  any  definite  reasons  for  believeing  that 
the  whole  blood  method  was  better  than  the 
citrated  methods.  He  thought  that  the  splenec- 
tomy had  been  delayed  too  long  in  this  case. 

The  final  case  was  presented  by  Dr.  Mogabgab. 
It  was  one  of  aneurism  of  the  thoracic  aorta  in 
a middle  aged  white  female.  The  aneurism  had 
eroded  through  the  sternum  and  was  presenting 
as  a large  pulsating  tumor  mass  about  the  size 
of  a large  grapefrui. 

Willard  R.  Wirth,  M.  D. 


TRANSACTIONS  OF  THE  THE  CHARITY 
HOSPITAL  SURGICAL  STAFF. 

The  regular  monthly  meeting  of  the  surgical 
staff  was  held  on  April  17,  1929,  with  Dr.  P.  Graf- 
fagnino  presiding  as  chairman.  The  usual  month- 
ly statistical  data  of  the  deaths  occurring  in  the 
various  surgical  departments  were  presented. 
These  statistics  were  approximately  similar  to 
the  ones  during  the  previous  months.  It  is 
anticipated  that  at  the  completion  of  the  meet- 
ings— for  the  year — the  entire  group  will  be  col- 
lected and  published  in  these  columns. 

The  first  case  of  the  evening  was  that  of  a 
very  fat  negro  female,  weighing  in  the  neighbor- 
hood of  250  pounds.  This  patient  was  admitted 
to  the  hospital  with  a strangulated  incisional 
hernia  in  the  region  of  the  umb  ilicus.  A num- 
ber of  years  previously  she  had  been  operated  for 
an  umbilical  hernia,  and  sometime  later  for  some 
pelvic  pathology.  In  her  present  state  she  pre- 
sented the  picture  of  a very  sick  patient.  After 
some  difficulty  the  operation  was  completed,  with- 
out the  necessity  for  resection.  However,  a stormy 
post-operative  course  was  climaxed  with  an  acute 
suppression  of  urine  and  she  died.  Autopsy  re- 
vealed acute  and  chronic  kidneys,  paralytic  ileus, 
(with  necrosis  and  gangrene  of  the  ileum),  and 
chronically  diseased  spleen,  liver,  and  heart. 


The  case  was  very  liberally  discussed,  and  many 
interesting  points  were  brought  out  by  Drs.  Maes, 
Danna,  Rives,  A.  C.  King,  Gage,  and  Graffagnino. 

A white  female  child,  10  years  of  age,  who  died 
following  a very  long  illness  was  next  presented. 
This  patient  had  been  very  thoroughly  worked  up 
by  the  pediatric  department,  and  finally  a diag- 
nosis of  liver  abscess  was  made.  The  child  died 
following  operation;  and  a complete  autopsy 
showed  an  “appendiceal  abscess,  ruptured  gan- 
greneous  appendicitis,  multiple  liver  abscesses, 
general  peritonitis,  hydrops  of  the  gall-bladder, 
multiple  abscess  of  the  spleen,  pericarditis 
with  effusion,”  and  the  various  other  usual  find- 
ings in  a case  of  septicemia. 

This  case  presented  several  interesting  fea- 
tures and  was  dicussed  by  Drs.  I.  M.  Gage,  and 
Graffagnino. 

The  third  case  brought  forth  an  interesting  dis- 
cussion on  the  subject  of  emergency  laminectomies. 

A young  colored  male  was  shot  in  the  region  of 
the  lower  cervical  spine.  Paralysis  followed  the 
injury  immediately.  The  usual  signs  and  symp- 
toms observed  in  these  cases  were  present.  The 
presence  and  absence  of  pressure  over  the  jugular 
veins  during  the  first  spinal  puncture  showed  a 
variation  in  the  reading  of  from  32  to  18,  the  lat- 
ter when  the  pressure  was  released.  However, 
after  this  there  seemed  to  be  no  difference  in 
the  pressure  under  these  circumstances.  In  this 
instance  an  exploratory  laminectomy  revealed  a 
hopelessly  destroyed  cord  at  the  site  of  injury. 
Death  followed  the  completion  of  the  operation. 

The  case  was  discussed  by  Drs.  Anderson,  Cook, 
Mcllhenny,  M.  J.  Lyons,  Rives,  Maes,  and 
Ochsner. 

Frank  L.  Loria,  M.  D. 


TRANSACTIONS  OF  THE  PRESBYTERIAN 
HOSPITAL  CLINICAL  SOCIETY. 

The  regular  monthly  meeting  of  the  staff  was 
held  on  April  25,  1929,  with  Dr.  John  W.  Lindner 
presiding.  After  the  usual  order  of  business  sev- 
eral interesting  cases  were  presented  and  liberally 
discussed.  Those  deaths  which  presented  interest- 
ing problems  were  particularly  analyzed. 

An  interesting  case  was  that  of  a very  large 
toxic  adenoma.  The  case  was  that  of  a white  fe- 
male about  50  years  of  age.  The  growth  was 
massive  and  the  toxemia  pronounced.  The  pa- 
tient died  about  48  hours  following  operation. 

This  case  was  liberally  discussed  by  Dr.  Loria, 
who  stressed  the  points  of  (a)  not  operating  on 
such  cases  until  the  basal  metabolism  is  normal 
or  nearly  normal,  and  (b)  the  “stealing”  of  the 
gland  which  helps  considerably  in  the  final  re- 
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suits.  Dr.  H.  R.  Unsworth  explained  that  these 
these  cases  were  primarily  and  basically  neurol- 
ogical problems;  and  that  the  neurologist  had  a 
certain  responsibility  in  helping  to  cure  these 
cases. 

Following  this  Dr.  H.  R.  Unsworth  presented 
an  interesting  case  of  myelitis  resulting  from  an 
infection.  He  explained  that  the  condition  was 
very  analogous  to  poliomyelitis,  wherein  lay  the 
difference,  and  the  encouraging  fact  that  these 
cases  recover.  In  this  instance  the  patient  was 
present,  and  his  condition  was  observed. 

One  of  the  most  interesting  cases  the  writer  has 
ever  heard  of  was  next  presented  by  Dr.  E.  A. 
Richard.  This  was  a case  of  esophageal  fistula 
of  the  lower  third  of  the  esophagus  with  a trans- 
thoracic fistula.  Dr.  Richard  presented  the  his- 
tory of  this  case,  as  the  case  could  not  be  present. 
The  patient  was  a white  male,  7 years  of  age, 
who  had  a lobar  pneumonia,  developed  an  em- 
pyema, and  following  the  throctomy  began  the 
discharge  of  food  through  the  thoroctomy  wound 
at  every  meal.  The  case  was  very  thoroughly 
worked  up,  and  Dr.  Richard  expects  to  publish 
it  in  full  with  a review  of  two  other  cases  that 
were  found  in  the  literature.  He  asked,  for  this 
reason,  that  more  complete  account  of  this  case 
be  left  until  later. 

In  the  discussion  that  followed  Dr.  Loria  ex- 
plained that  perforation  of  the  thoracic  esoph- 
agus was  practically  invariably  fatal.  It  was 
also  said  that  such  fistulae,  with  rest  from  irrita- 
tion, would  probably  heal  spontaneously  — as 
practically  all  other  fistulae.  Dr.  Ader  explained 
that  the  esophagascope  might  be  of  some  help 
in  such  cases,  to  locate  the  exact  point  of  disease, 
and  for  local  treatment.  In  addition  the  case 
was  discussed  by  Drs.  Socola  and  D.  C.  Browne. 

Frank  L.  Loria,  M.  D. 


VICKSBURG  SANITARIUM  AND  CRAWFORD 
STREET  HOSPITAL  STAFF  MEETING, 

APRIL  10,  1929. 

Abstract — Retro-cecal  gengrenous  appendicitis, 
with  general  peritonitis  (tentative  diagnosis),  of 
three  weeks  standing. — Dr.  J.  A.  K.  Birchett,  Jr. 

Patient — Colored,  male,  age  26;  occupation, 
store-keeper. 

Complaint — Pain  in  abdomen  in  region  of  liver, 
radiating  to  back;  fever;  loss  of  strength;  inabil- 
ity to  get  bowels  to  move. 

Past  History — No  serious  illnesses;  general 
health  good ; malaria  in  1927 ; denies  veneral  dis- 
ease. 


Present  Illness — Suddenly  taken  ill  three  weeks 
ago,  with  severe  pain  in  abdomen  with  nausea.. 
Physician  was  called  and  gave  something  for  pain; 
Three  days  later  unable  to  get  bowels  to  move 
and  vomited  foul  smelling  material;  fever  and 
abdominal  discomfort.  Bowels  finally  moved  by 
enemata  but  fever  and  abdominal  discomfort  con- 
tinued. Several  days  later  again  unable  to  ob- 
tain bowel  movement  and  began  to  have  severe 
cramps.  Patient’s  wife  adiministered  salts  and 
Pluto  water  and  pain  in  abdomen  became  worse. 
Physician  was  again  called  and  gave  hypodermic 
injection  for  pain.  Fever  then  went  as  high  as 
105°  F.;  abdomen  was  much  distended;  pain  very 
intense  in  region  of  gall  bladder  and  right  lower 
costal  margin. 

Patient  was  seen  in  consultation  at  this  time 
and  diagnosis  of  peritonitis  was  made  with  possi- 
ble sources  of  infection  perforated  ulcer,  cholecy- 
stitis, or  appendicitis.  Hospitalization  was  ad- 
vised and  patient  was  admitted.  On  admission, 
pulse  was  130;  blood  pressure  120/90;  liver  dull- 
ness unusually  high  on  right;  abdomen  rigid, 
flat,  and  “boardy”,  and  very  tender  in  upper 
right  quadrant  and  around  to  lumbar  region.  X- 
ray  showed  diaphragm  on  right  in  normal  posi- 
tion. 

Examination  of  blood  showed:  erythrocytes, 

3,800,000;  leukocytes,  28,000;  differential  count 
— small  lymphocytes,  11  per  cent,  large  lympho- 
cytes, 5 per  cent;  polymorph,  neutrophiles,  84  per 
cent;  no  malaria;  Wassermann  and  Kahn  tests 
negative.  Urine  examination  showed  nothing  re- 
markable. 

The  condition  appared  to  be  that  of  peritonitis 
following  ruptured  or  perforation  of  an  abdominal 
viscus.  Patient  was  too  ill  for  surgical  interfer- 
ence. Blood  transfusion  and  glucose  were  given 
and  condition  became  gradually  better.  On  the 
third  day  after  admission,  Widal  test  was  posi- 
tive for  typhoid.  With  this  important  evidence, 
the  case  unfolded  itself — typhoid  fever  with  per- 
foration and  general  peritonitis. 


Abstract — Carcinoma  of  the  gallbladder — exci- 
sion— Dr.  A.  Street. 

Patient — White,  female,  aged  55  years  married; 
never  pregnant.  Admitted  to  hospital  April  10, 
1929. 

Complaint — Typical  gall  bladder  colic,  beginning 
five  days  ago;  chill,  fever,  and  persistent  nausea 
and  vomiting.  Feels  worse  every  second  day. 
Bowels  move  freely  but  no  clay  stools. 

Previous  History  — Frequent  headaches  for 
years;  influenza  recently.  Impaired  vision  in 
right  eye,  which  oculist  told  her  was  due  to  a 
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general  disorder.  Appetite  and  digestion  good 
until  onset  of  present  attack,  but  has  lost  56 
pounds  of  weight  in  the  last  three  years. 

Family  History — Not  remarkable. 

P'hyslcal  Examination — -Temperature  102°  F.; 
pulse  90;  respiration  20;  blood  pressure  125/80. 
Patient  appears  quite  ill  and  weak.  Slight 
jaundice.  Respiration  with  a grunt,  but  not  ac- 
celerated,. There  is  marked  tenderness  in  the 
right  upper  abdomen,  increased  by  deep  inspira- 
tion. Also  definite  tenderness  in  the  right  lower 
abdomen.  No  rigidity;  no  masses. 

Blood — Hemoglobin  67  per  cent;  leukocytes  10,- 
000;  differential  leukocyte  count,  small  lympho- 
cytes, 4 per  cent  neutrophils,  96  per  cent;  no 
malaria  found.  Blood  urea  nitrogen  11.2  mg. 
per  100  cc. ; blood  Wassermann  negative. 

Urine — Normal  except  for  rare  pus  cells. 

Gastric  Contents — Total  acid  41;  free  HCl,  24; 
combined  acide  8;  chemical,  blood  + +. 

Cholecytography  — Questionable  gall  bladder 
filling. 

Radiographic — Stomach,  duodenum  and  colon 
show  no  abnormal  findings. 

Hospital  Course — Patient  was  given  glucose 
solution  intravenously,  and  no  food  by  mouth. 
Nausea  promptly  subsided  and  general  condition 
improved  so  that  small  amounts  of  nourishment 
were  well  taken.  Operation  of  April  22,  high 
right  rectus  incision.  Stomach  and,  duodenum 
normal;  appendix  normal.  Dome  of  the  fundus 
of  gall  bladder  contains  a densely  indurated  area, 
3 /4-inch  in  diameter,  which  fuses  into  the  liver. 
Area  of  gall  bladder  proximal  to  this  shows  a 
thickened  gray  wall  and  contains  fluid  and  one 
stone.  3 /4-inch  in  diameter.  Cholecystectomy 
was  done,  removing  a layer  of  liver  at  the  site 
of  the  growth. 

Tissue  pathology  by  Dr.  Lippincott,  shows 
adeno-carcinoma  of  the  gall  bladder  (group  III). 
The  liver  tissue  shows  chronic  hepatitis  and 
superficially  a few  cancerous  cells.  Culture  of 
the  fluid  in  the  gall  bladder  shows  profuse  growth 
of  bacillus  typhosus. 

Convalescence  quite  uneventful.  Patient  dis- 
charged from  hospital  in  good  condition  on  May 
9,  1929. 


Absract — Peritonitis  of  obscure  origin. — Dr. 
J.  A.  K.  Birchett,  Jr. 

Patient — Colored,  female,  age  16  years,  school 
gir  and.  waitress.  Admitted  to  hospital  April  19, 
1929. 


Complaint — Pain  in  lower  abdomen  with  cramps, 
began  yesterday  morning  after  eating  breakfast. 
Was  sitting  in  chair  when  cramp  like  pain  was 
felt  in  the  pit  of  the  stomach  and  referred  to 
lower  abdomen.  No  desire  to  defecate;  no  urinary 
disturbance.  Vomited  but  pain  continued.  Was 
given  some  milk  of  magnesia  with  slight  relief. 
Patient  was  then  admitted  to  the  hospital  with 
the  advice  of  immediate  operation  for  appendi- 
citis. This  was  refused  by  the  patient’s  parents. 
Ice  bag  and  palliative  measures  were  used  for 
twenty-four  hours  when  there  was  a chill  and 
rise  of  temperature  of  103°  F. 

Past  History — No  serious  illnesses.  Denies 
any  venereal  or  urological  symptoms.  No  previ- 
ous digestive  symptoms.  Menstrual  history  nor- 
mal. 

Hospital  Course — The  abdominal  signs  became 
more  marked  with  rigidity  and  abdominal  pains 
becoming  general.  At  this  time  the  parents  were 
prevailed  upon  to  have  an  operation  performed. 
The  abdomen  was  opened  under  ether  anesthe- 
sia and  a good  exposure  obtained,  through  a Mc- 
Burney  incision.  The  peritoneum  was  congested; 
the  viscera  distended  and  purplish  in  color.  There 
was  a puddle  of  thick  purulent  exudate  in  depth 
of  the  incision. 

The  appendix  was  grayish  and  covered  with 
plastic  exudate  but  not  perforated.  Appendix  re- 
moved by  cautery.  Tbe  pelvis  was  exposed 
through  physical  examination  had  been  negative. 
There  was  purulent  exudate  in  the  cul-de-sac  and 
over  both  tubes,  ovaries  and  uterus  but  the  tubes 
were  not  adherent  and  were  normal  in  size  and 
shape.  Had  the  general  appearance  of  the  other 
serous  membranes.  The  upper  abdomen  was  ex- 
amined and  a similar  pool  of  pus  found  under  the 
liver  surface  and  gall  bladder.  The  stomach  and 
duodenum  were  normal,  with  no  sign  of  perfora- 
tion. The  various  pockets  were  drained  and 
patient  was  able  to  be  up  on  the  eighteenth  post- 
operative day,  the  only  discomfort  has  been  slight 
ileus  and  distention  which  cleared  up  on  the  eighth 
day. 

As  far  as  I can  see,  the  source  of  the  abdominal 
infection  is  obscure,  unless  it  was  a minute  per- 
foration of  the  appendix  without  the  usual  local 
signs.  The  case  certainly  began  with  the  symp- 
toms of  an  acute  appendicitis. 

Microscopic  examination  of  the  appendix  showed 
some  chronic  inflammatory  and  an  acute  inflam- 
matory limited  to  the  surface. 


TRANSACTIONS  OF  ORLEANS  PARISH  MEDICAL  SOCIETY 


During  the  month  of  May  besides  the  regular 
meeting  of  the  Board  of  Directors,  the  Society 
held,  two  scientific  meetings. 

At  the  meeting  held  Monday,  May  13,  papers 
were  read  and  discussed,  as  follows: 

“Bacillary  Dysentery  in  Louisiana”,  by  Dr. 
Daniel  N.  Silverman;  discussed  by  Dr.  C.  W. 
Duval,  Dr.  E.  C.  Faust,  and  Dr.  Silverman,  clos- 
ing. 

“Spinal  Anesthesia,”  by  invitation.  Dr.  Earl 
Garside;  discussed  by  Dr.  Urban  Maes,  Dr.  Wil- 
mer  Baker,  Dr.  Frank  L.  Loria,  Dr.  H.  W.  Kost- 
mayer.  Dr.  E.  Denegre  Martin.  Dr.  Monroe  Wolf, 
Dr.  A.  Mattes,  Dr.  H.  R.  Unsworth,  and  Dr.  Gar- 
side,  closing. 

“Some  Results  vdth  Potassium  Sulphocyanate 
in  Hypertension,”  by  Dr.  P.  J.  Saleby;  discussed 
by  Dr.  George  Herrmann. 

At  the  meeting  held  Monday,  May  27,  papers 
read  and  discussed  as  follows: 

“The  Oral  Cavity  in  Certain  Systemic  Diseases”, 
by  Dr.  John  H.  Musser;  discussed  by  Drs.  P.  H. 
Jones,  Jr.,  H.  Dupuy,  Chaille  Jamison,  D.  N. 
Silverman  and  F.  M.  Johns. 

“Prognostic  Value  of  Daily  Spinal  Fluid  Sugar 
Determination  during  Specific  Serum  Therapy 
of  Meningicoccal  Meningitis”,  by  invitation.  Dr. 
J.  H.  Watkins;  discussed  by  Drs.  F.  M.  Johns,  I. 
I.  Lemann,  J.  H.  Musser,  P.  H.  Jones  and  Chaille 
Jamison. 

“Post-Partal  Care”,  by  Dr.  Walter  Levy;  dis- 
cussed by  Drs.  E.  L.  King  and  H.  E.  Bernadas. 

“Report  on  Medical  Meetings  held  in  Atlantic 
City”,  by  Dr.  Roy  H.  Turner. 

The  following  members  were  elected  to  mem- 
bership in  the  Society: 

Active  Members — Drs.  John  R.  Flowers,  Hebert 
W.  Knight.  E.  S.  Peterman  and  Jas.  Lennard 
Smith. 

Associate  Member — Dr.  Henry  B.  McIntyre. 

An  endeavor  is  being  made  to  bring  the  list  of 
active  members  up  to  500.  The  members  of  tbe 
Board  of  Directors  have  been  given  the  names 
of  doctors  in  Orleans  Parish  who  are  not  mem- 
bers of  tbe  Orleans  Parish  Medical  Society  and 
application  blanks  have  been  sent  to  these  men. 

Dm’ing  the  past  month  bills  were  sent  to  the 
members  carrying  group  insurance  for  the  third 
quarterly  premium  of  1929.  This  premium  will 
be  due  on  June  5 and  the  members  are  re- 


quested to  send  in  their  checks  by  the  first  of 
June  in  order  that  the  Society  may  send  its  check 
to  the  home  office  on  the  due  date. 


TREASURER’S  REPORT. 


Actual  Book  Balance  March  31 $2,947.37 

Receipt  for  insurance 195.60 

Receipts  during  April 1,870.86 


$5,013.83 

Expenditures  in  April $4,049.51 


Actual  Book  Balance $ 964.32 


LIBRARIAN’S  REPORT 

Three  hundred  and  sixty  books  have  been  added 
to  the  Library  during  April.  Of  these  17  were 
received  by  purchase,  19  from  the  New  Orleans 
Medical  and  Surgical  Journal,  113  by  binding  and 
211  by  gift.  A list  of  tbe  new  titles  of  recent 
date  is  appended. 

Three  bibliographies  have  been  added  to  our 
files,  on  subjects  as  follows: 

Cannabis  Indica,  Mariabuana  and,  Hashish  . 

Hemangioma  of  the  Head. 

Osteomata,  Glioma  and  Carcinoma  of  Orbit. 

The  work  of  sorting  and  arranging  the  vast 
amount  of  Journal  material  given  us  by  Dr.  Van 
Wart  has  been  finished.  The  files  we  have  been 
able  to  add  to  our  collection  from  this  source  will 
be  of  immense  value  to  the  library  and  every 
effort  should  be  made  to  complete  and,  bind  them 
as  soon  as  possible. 

Gifts  of  books  and  journals  have  been  received 
from  the  following  persons  and  agencies: 

Mrs.  E.  H.  Eyer. 

Dr.  John  A.  Lanford. 

Dr.  H.  R.  Unsworth. 

Dr.  C.  Jeff  Miller. 

Dr.  J.  H.  Musser. 

Dr.  E.  L.  King. 

Dr.  Rena  Crawford. 

Jackson  County  Medical  Society,  Kansas  City. 

Academy  of  Medicine,  Toronto. 

South  Carolina  College  of  Medicine. 

Tulane  Universiay  School  of  Medicine. 

Hoagland  Laboratory,  Brooklyn. 

New  York  State  Medical  Society. 
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American  Surgical  Association. 
Rhode  Island  Medical  Journal. 
State  Medical  Library,  Des  Moines. 


NEW  BOOKS— APRIL 

Goepp — State  Board  Questions  and  Answers, 
1920. 

National  Tuberculosis  Association,  Transac- 
tions, 1921. 

Ballou — Ear,  Nose  and  Throat  Surgery,  1925. 
Rockefeller  Foundation — -Hookworm  and  Ma- 
laria Research  in  Malaya,  Java  and  Fiji  Islands, 
1920. 

Coffey — -A.ngina  Pectoris,  1927. 

Mellish — Wilson — Writing  of  Medical  Papers, 

1928. 

Brooks — Angina  Pectoris,  1929. 

Leriche — Normal  and  Pathological  Physiology 
of  Bone,  1928. 

Ibotson — Partnerships,  Combinations  and  An- 
tagonisms in  Disease,  1929. 

Miller — Outlines  of  Gynecology  for  Students, 
1927. 

Rolleston — Aspects  of  Age,  Life  and  Disease, 

1929. 

Pruitt — Injection  Treatment  of  Hemorrhoids, 
1929. 

Miller — Hemmorrhoids,  1929. 

Jerman — Modern  X-Ray  Technique,  1928. 


Forrester  — Imperative  Traumatic  Surgery, 
1929. 

Yeomans — Proctology,  1929. 

Lambourne — Qualitative  and  Volumetric  Analy- 
sis, 1928. 

narrower — Endocrine  Diagnostic  Charts,  1929. 

Garrison — History  of  Medicine,  1929. 

Manson-Bahr — Tropical  Diseases,  1929. 

Stitt — Diagnosis  and  Treatment  of  Tropical 
Diseases,  1929. 

Lord — Pneumonia,  1929. 

Graham — General  Surgery,  1928. 

Beeuwkes — American  Med.  and  Sanitary  Re- 
lief in  the  Russian  Famine,  1921-23,  1926. 

Philadelphia  Zoological  Society  — Report  of 
Laboratory  and  Museum  of  Comparative  Path- 
ology, 1926  and  1928. 

Truitt — Child  Guidance  Clinic  and  the  Com- 
munity, 1928. 

International  Congress  of  Military  Medicine 
and  Pharmacy,  Report,  1927. 

Directory  of  Anesthetists,  1929. 

N.  Y.  State  Medical  Society.  Report  of  a Com- 
mittee to  make  a study  of  Heart  Disease  in  the 
State  of  New  York,  1928. 

American  Surgical  Association  Transactions, 
1928. 

H.  THEODORE  SIMON,  M.  D. 

Seretcary. 


GOLF  NEWS. — The  first  regular  meeting  of 
the  Orleans  Parish  Medical  iSociety’s  golf  en- 
thusiasts was  held  at  the  Metairie  Golf  Club,  at 
the  instigation  and  under  the  able  management  of 
Dr.  Allan  Eustis,  Wednesday,  May  29. 

Some  forty  odd  physicians,  distinguished  for 
their  ability  as  doctors,  rather  than  expert  golf- 
ers, teeded  off  during  the  afternoons  festivities. 
Cards  were  handed  in  by  practically  all  the  play- 
ers who  knew  they  had  an  opportunity  of  win- 
ning some  prize  of  some  kind  if  they  only  con- 
cealed their  pride  in  their  game  and  submitted 
their  scores,  no  matter  how  high  they  were. 

The  first  prize  was  won  by  the  eminent  pediatri- 
cian and  ex-champion  of  the  Louisiana  State 
Medical  Society,  Dr.  L.  R.  DeBuys,  with  the 
magnificent  score  of  89  gross,  70  net.  The  win- 
ner virtually  spread-eagled  his  field,  shooting  a 
superb  game,  although  some  were  so  unkind  as 
to  insinuate  that  nineteen  was  a very  remarkable 
handicap  for  such  an  accomplished  master  of  the 
mashie  and  dealer  in  drivers. 

The  prize  for  the  worst  score  was  contested 
much  more  strenuously  than  was  the  battle  for 
first  place.  The  charming  gentleman  and  emin- 


ent surgeon  but  exorable  golfer,  Dr.  T.  B.  Sellers, 
by  taking  five  putts  on  the  last  green  managed  to 
take  one  more  stroke  than  the  famous  pathologist. 
Dr.  C.  W.  Duval  and  the  illustrious  internist  Dr. 
I.  I.  Lemann  who  averaged  even  eights  for  the 
eighteen  holes. 

Blind  holes  were  also  contested  but  the  even- 
tual prizes  fell  to  those  who  exhibited  as  much 
skill  in  indoor  golf  as  the  outdoor  game.  These 
splendid  exponents  of  Scotish  and  African  Golf 
who  were  rewarded  with  a dozen  balls,  were  Drs. 
E.  H.  Lawson,  Warren  Rosen,  Conrad  Collins  and 
Temple  Brown. 

The  kickers  tournament  fell  into  the  waiting 
hands  of  Dr.  Harris,  who  proved  himself  an  ex- 
cellent guesser  as  well  as  a splendid  companion, 
but  only  a mediocre  golfer. 

The  collation,  served  at  the  Club  House  proved 
to  be  a feast  of  food  and  a fiesta  of  reason.  It 
is  hoped  that  another  tournament  will  take  place 
in  June  and  that  these  meetings  will  occur  monthly 
during  the  summer  at  the  different  clubs  in  the 
vicinity  of  New  Orleans. 

good  time  was  enjoyed  by  all.” 


LOUISIANA  STATE  MEDICAL  SOClIETY  NEWS 

H.  Theodore  Simon,  M.  D.,  Associate  Editor. 


REPORT  OF  THE  HOUSE  OF  DELEGATES' 
TO  THE  GENERAL  ASSEMBLY. 

New  Orleans,  April  11,  1929. 

To  the  Officers  and  Members,  Louisiana  State 
Medical  Society. 

Gentlemen : 

Tbe  House  of  Delegates  held  three  meetings 
during  the  Session  of  the  Society,  and  transacted 
all  official  business  presented  to  it.  The  officers, 
councilors  and  committees  made  their  reports, 
and  recommendations  and  subject  matter  were 
disposed  of. 

The  following  officers  wex-e  nominated  and 
elected : 

President — Dr.  Frank  T.  Gouaux,  Lockport. 

President-Elect- — Dr.  H.  B.  Gessner,  New  Or- 
leans. 

First  Vice-President — Dr.  C.  M.  Horton,  Frank- 
lin. 

Second  Vice-President — Dr.  F.  C.  Bennett, 
Monroe. 

Third  Vice-President — Dr.  Roy  B.  Harrison, 
New  Orleans. 

Chairman  House  of  Delegates — Dr.  J.  J.  Ayo, 
Raceland. 

Secretary-Treasurer — Dr.  P.  T.  Talbot,  New 
Orleans. 

Past  President — Dr.  L.  J.  Menville,  New  Or- 
leans. 

Councilors: 

First  District — Dr.  H.  E.  Bernadas,  New  Or- 
leans. 

Second  District — Dr.  Urban  Maes,  New  Or- 
leans. 

Third  District — Dr.  C.  C.  DeGravelles,  Morgan 
City. 

Fourth  District — Dr.  S.  C.  Barrow,  Shreve- 
port. 

Fifth  District — Dr.  D.  I.  Hirsch,  Monroe. 

Sixth  District — Dr.  John  McKowen,  Baton 
Rouge. 

Seventh  District — Dr.  D.  C.  lies.  Lake  Charles. 

Eighth  District — Dr.  G.  M.  G.  Stafford, 
Alexandria. 


Delegate  to  American  Medical  Association — Dr. 
J.  Q.  Graves,  Monroe. 

Alternate-Delegate  to  A.  M.  A. — Dr.  D.  I. 
Hirsch,  Monroe. 

Next  meeting  of  the  Society  will  be  held  at 
Shreveport,  Louisiana. 

The  following  committees  were  re-elected: 

Committee  on  Scientific  Work:  Dr.  P.  T.  Tal- 

bot, Chairman;  Dr.  A.  E.  Fossier,  Dr.  Elizabeth 
Bass;  all  of  New  Orleans. 

Committee  on  Public  Policy  and  Legislation: 
Dr.  B.  A.  Ledbetter,  Chairman;  Dr.  E.  L.  Leckert, 
Dr.  Roy  B.  Harrison,  Dr.  P.  T.  Talbot;  all  of  New 
Orleans;  Dr.  Frank  T.  Gouaux,  Lockport. 

Committee  on  Publication:  Dr.  P.  T.  Talbot, 

Chairman;  Dr.  Chas.  Chassaignac,  Dr.  Jules 
Dupuy;  all  of  New  Orleans. 

Committee  on  Medical  Defense:  Dr.  E.  L. 

Sanderson,  iShreveport;  term  of  three  years. 

Committee  on  Hospitals:  Dr.  Chas.  Chassaig- 

nac, Chairman,  New  Orleans;  Dr.  J.  L.  Scales, 
Shreveport;  Dr.  O.  P.  Daly,  Lafayette;  Dr.  C.  P. 
Gray,  Monroe;  Dr.  A.  J.  Comeaux,  Youngsville. 

Committee  on  Health  and  Public  Instruction: 
Dr.  W.  H.  Seeman,  Chairman;  Dr.  F.  R.  Gomila; 
both  of  New  Orleans;  Dr.  G.  M.  G.'  Stafford, 
Alexandria;  Dr.  J.  Q.  Graves,  Monroe;  Dr.  J.  K. 
Griffith,  Slidell. 

Committee  on  Journal:  Dr.  Randolph  Lyons 

and  Dr.  W.  H.  Seemann,  both  of  New  Orleans; 
for  a term  of  three  years  each. 

A committee  from  the  East  Baton  Rouge  Par- 
ish Medical  Society  submitted  a report  in  relation 
to  contract  practice.  Same  was  referred  to  the 
Council. 

An  amendment  to  the  By-Laws  was  offered 
creating  members  at  large  whereby  various  gov- 
ernment medical  officers  and  etc.  can  be  taken 
in  as  members  of  the  State  Society.  The  dues  of 
the  State  Society  were  increased  from  $4.00  to 
$7.00. 

The  House  of  Delegates  accepted  the  offer 
made  by  Tulane  Medical  College  to  provide  for 
official  quarters  for  the  Louisiana  State  Medical 
Society  in  their  proposed  new  building  with 
thanks. 

A very  extensive  report  was  made  by  Dr. 
Rudolph  Matas,  Chairman  of  the  Committee  on 
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History  of  the  Louisiana  State  Medical  Society. 
The  House  of  Delegates  viewed  with  favor  the 
manner  in  which  this  work  had  been  conducted 
and  renewed  their  intentions  of  financing  the 
project  until  its  completion.  It  will  be  necessary 
to  secure  from  those  who  have  not  already  sub- 
scribed their  willingness  to  aid  this  work  in  order 
that  we  may  raise  funds  sufficient  for  its  com- 
pletion. 

Resolutions  were  offered  asking  that  the  United 
States  Government  through  their  proper  officers 
retain  the  present  Veterans’  Bureau  Hospital 
located  in  Algiers  for  clinical  purposes. 

Suitable  resolutions  thanking  the  various 
agencies  in  New  Orleans  for  their  manifestation 
of  cordiality  and  entertainment  were  passed  as 
follows : 

Whereas,  The  members  and  guests  of  the  Lou- 
isiana State  Medical  Society  who  have  been  in 
attendance  upon  the  1929  meting  in  the  City  of 
New  Orleans  are  deeply  appreciative  of  the  many 
courtesies  received,  we  beg  to  submit  the  fol- 
lowing: 

Be  it  Resolved,  That  we  extend  most  sincere 
thanks  to  the  members  of  the  Orleans  Parish 
Medical  Society  for  their  untiring  and  most  effec- 
tive efforts  to  make  our  stay  in  their  midst 
pleasant  and  profitable,  and  especially  do  wish 
to  thank  the  Committee  on  Arrangements  and 
Entertainment,  Di'.  Paul  J.  Gelpi,  Chairman,  for 
contributing  so  much  to  our  comfort  and  pleasure 
as  well  as  to  the  success  of  the  scientific  and  bus- 
iness programs. 

Be  it  Further  Resolved,  That  we  extent  our 
thanks  to  the  Roosevelt  Hotel  for  the  splendid 
manner  in  which  they  have  taken  care  of  us, 

Further  Resolved,  That  we  are  deeply  grate- 
ful for  the  delightful  hospitality  of  the  Soniat 
Memorial  Mercy  Hospital,  Touro  Infirmary,  French 
Hospital,  and  the  Tulane  University  College  of 
Medicine, 

Be  it  Further  Resolved,  That  our  thanks  be  ex- 
tended to  the  press  for  the  generous  space  de- 
voted to  our  proceedings. 

Be  it  Further  Resolved,  That  our  thanks  be 
extended  to  the  Ladies’  Entertainment  Committee, 
Mrs.  C.  V.  Unsworth,  Chairman;  and  to  the 
Metairie  Golf  Club. 

Be  it  further  Resolved,  That  our  thanks  and 
appreciation  be  extended  to  our  retiring  President, 
Dr.  Leon  J.  Menville,  for  his  devotion  and  ener- 
getic effort  which  has  contributed  to  the  success- 
ful history  of  our  Society  for  the  past  year. 


Be  it  Further  Resolved,  That  we  extend  our 
most  profound  thanks  to  our  worthy  and  efficient 
Secretary-Treasurer,  Dr.  P.  T.  Talbot,  for  the 
splendid  manner  in  which  he  has  conducted  the  af- 
fairs of  his  ofice,  which  has  been  evidenced  by 
the  outstanding  progress  manifested  in  our  State 
Society,  and  the  high  character  of  the  scientific 
program  offered  at  our  present  meeting. 

That  our  thanks  be  also  extended  to  our  Assist- 
ant Secretary-Treasurer,  Miss  Mary  V.  Crossen, 
for  her  devotion  to  duty  and  discharge  of  work 
which  has  at  all  times  been  manifested. 

Be  it  further  Resolved,  That  we  give  expression 
to  our  appreciation  of  the  splendid  executive  abil- 
ity displayed  by  the  Speaker  of  the  House  of 
Delegates,  which  has  so  signally  characterized 
the  administration  of  the  present  incumbant.  Dr. 
J.  J.  Ayo. 

Respectfully  submitted, 

P.  T.  TALBOT, 
Secretary-Treasurer. 

DR.  GRANGe’r  honored. 

In  recognition  of  his  achievement  in  the  science 
of  radiology,  on  Thursday,  April  24,  1929,  Dr. 
.‘\medee  Granger,  head  of  the  Department  of 
Radiology  in  the  Graduate  School  of  Medicine  of 
The  Tulane  University  of  Louisiaan  and  director 
of  the  Roentgen-ray  Department  of  Charity  Hos- 
pital, was  awarded  the  Gold  Palmes  Universitari- 
res  by  the  French  Government.  This  is  the  high- 
est university  decoration  awarded  by  France,  and 
confers  the  title  of  officer  of  public  instruction 
on  the  recipient.  This  honor  has  been  awarded 
to  only  one  other  person  coming  under  the  juris- 
diction of  the  consulate  general  of  New  Orleans. 

Dr.  Granger  received  the  decoration  from 
Maurice  de  Simonin,  Consul-general  of  France  in 
New  Orleans. 

The  Palmes  Universitaires  (silver)  was  awarded 
Dr.  Granger  by  France  in  1921,  in  1926  he  re- 
ceived the  gold  medal  from  the  Radiological  So- 
ciety of  North  America  and  in  1927  was  given 
the  first  prize  for  the  best  individual  scientific 
exhibit  at  the  Radiological  Society’s  annual  con- 
vention, Alpha  Omega  Alpha,  honorary  medical 
fraternity,  presented  him  with  the  key  of  honor- 
ary membership.  He  is  past  chancellor  of  the 
College  of  Radiology,  an  organization  of  Roent- 
gen-ray specialists  with  a membership  limited  to 
100,  and  holds  honors  in  several  National  and 
Southern  medical  societies. 
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HEALTH  OF  NEW  ORLEANS. 

During  the  week  ending  May  4,  there  were 
total  deaths  of  154  with  a death  rate  of  18.8. 
Practically  the  same  figures  of  the  corresponding 
week  of  last  year.  During  the  week  of  May  11, 
total  deaths  were  155  with  a death  rate  of  18.9, 
a gain  virtually  unchanged  from  last  year. 


P.  A.  Dental  Surgeon  (R)  S.  P.  Marshall.  Di- 
rected to  proceed  from  San  Francisco,  Calif,  to 
Carville,  La.  by  way  of  New  Orleans,  La.,  for  the 
purpose  of  taking  into  custody  at  convenient 
places  six  leper  patients,  and  accompany  them  to 
Carville. 


On  May  8,  1929,  Prof.  C.  S.  Holbrook,  Asst. 
Professor  of  Psychiati’y  in  the  Graduate  School  of 
Medicine,  addressed  the  School  of  Social  Work 
of  Tulane  University  of  Louisiana  on  “Psychoses 
of  the  Affective  Type.” 

Dr.  Walter  J.  Otis,  Assistant  Professor  of 
Neurology  in  the  Graduate  School  of  Medicine  of 
the  Tulane  University  of  Louisiana,  attended  the 
following  meetings  held  in  Atlanta,  Ga.,  from 
May  13,  to  May  17,  1929; 

The  American  Psychiatric  Association. 

The  American  Psychiatric  Association  for  the 
Study  of  the  Feeble-minded. 

The  American  Psycho  Analytic  Association. 

The  American  Psycho  Pathological  Association. 


Dr.  Urban  Maes  left  the  city  on  April  24,  1929, 
for  an  absence  of  two  weeks,  to  attend  the  meet- 
ings of  The  Thoracic  Surgical  Society,  The  Clini- 
cal Surgical  Society  and  The  American  Surgical 
Association. 


On  May  1,  1929,  Dr.  H.  Daspit  addressed  the 
School  of  Social  Work  of  the  Tulane  University 
of  Louisiana  on  “The  Fundamentals  of  Psy- 
chiatry.” 


On  May  8,  1929,  Dr.  C.  S.  Holbrook  addressed 
the  School  of  Social  Work  of  the  Tulane  Univer- 
sity of  Louisiana  on  “Psychoses  of  the  Affective 
Type.” 


ST.  TAMMANY  PARISH  SOCIETY. 

Meeting  of  St.  Tammany  Parish  Medical  So- 
ciety on  May  3 was  held  at  the  Mandeville  Hotel, 
Mandeville,  La.,  at  eight  o’clock  at  night.  Those 
present  were  the  President,  L.  Roland  Young,  and 


H.  D.  Bulloch  of  Covington,  ‘A.  G.  Maylie  and  R. 
B.  Paine  of  Mandeville.  There  being  no  quorum 
all  formalities  were  dispensed  with.  Valuable 
talks  by  Drs.  Lucien  Ledoux  and  Randolph  Uns- 
worth  of  New  Orleans  were  very  much  appreciated 
and  created  quite  a bit  of  discussion.  These  two 
good  Doctors  were  the  guests  of  the  evening. 
All  had  a good  time  and  things  were  in  the  form 
of  a regular  round  table  discussion.  After  the 
meeting  sandwiches  and  coffee  were  served. 

L.  ROLAND  YOUNG,  M.  D.,  President, 

St.  Tam.  Pr.  Med.  So.  and  acting  Secretary. 


THE  SALMON  MEMORIAL. 

Hon.  George  W.  Wickersham  announces  the 
establishment  of  the  Thomas  William  Salmon 
Memorial  to  provide  recognition  to  the  scientist 
who  had  made  the  greatest  contribution  in  the 
fight  against  mental  disease  during  each  year. 
Awards  are  to  be  national  and  inter-national  and 
will  provide  for  the  wider  dissemination  of  the 
knowledge  of  mental  hygiene  and  insanity  through 
cooperation  with  the  New  York  Academy  of 
Medicine,  in  whose  hands  the  Administration  of 
the  $100,000  fund  is  to  be  placed. 


The  Acting  Surgeon  General  of  the  United 
States  Public  Health  Service  announces  that  the 
Second  International  Malaria  Congress  will  be 
held  in  Algiers,  May,  1930. 


The  Scientific  Session  of  the  American  Heart 
Association  will  be  held  in  Portland,  Oregon,  on 
July  9,  1929,  during  the  meeting  of  the  Ameri- 
can Medical  Association. 


The  officers  of  the  Louisiana  Dermatological 
Society  for  1929-1930  are  as  follows: 

President,  Dr.  M.  T.  Van  Studdiford;  vice- 
president,  Dr.  R.  A.  Oriol;  secretary-treasurer. 
Dr.  T.  A.  Maxwell. 


UNITED  STATES  CIVIL  SERVICE 
EXAMINATION. 

The  United  States  Civil  Service  Commission 
announces  the  following  open  competitive  exam- 
ination: 

BACTERIOLOGIST 

Applications  for  bacteriologists  must  be  on  file 
with  the  Civil  Service  Commission  at  Washing- 
ton, D.  C.,  not  later  than  July  3. 

The  examination  is  to  fill  a vacancy  in  the 
United  States  Public  Health  Service,  Honolulu, 
Hawaii.  The  entrance  salary  is  $4,000  a year. 


940 


Louisiana  State  Medical  Society. 


TRAINED  NURSE — TRAINED  NURSE  (PSYCHIATRIC). 

Applications  for  trained  nurse  and  trained 
nurse  (psychiatric)  must  be  on  file  with  the  Civil 
Service  Commission  at  Washington,  D.  C.,  not 
later  than  June  25. 


ANNUAL  REPORT  OF  THE  EYE,  EAR, 
NOSE  AND  THROAT  HOSPITAL. 

The  thirty-ninth  Annual  Report  of  the  Eye, 
Ear,  Nose  and  Throat  Hospital  shows  that  dur- 
ing the  course  of  the  year  1928,  there  was  a 
grand  total  of  123,960  admissions  to  the  Eye 
Department,  and  169,177  to  the  Ear,  Nose  and 
Throat  Department.  There  were  6,014  operations 
performed  during  the  year.  Despite  the  magnifi- 
cent work  that  this  institution  is  doing.  Dr.  Chas- 
saignac.  Superintendent,  shows  that  support  is 
inadequate  to  meet  the  cost  of  running  the  insti- 
tution. He  suggests  that  the  fine  work  must  be 
lessened  by  curtailing  the  volume  of  free  work 
if  more  money  cannot  be  secured.  He  adds  that 
“a  third  possibility,  that  of  a lower  degree  of 
service  is  simply  unthinkable.” 


A CORRECTION. 

Through  a misinterpretation  of  the  stenographic 
notes  made  at  the  meeting  of  the  House  of  Dele- 
gates, it  was  announced  in  last  month’s  Journal 
that  Dr.  Hiram  Kostmayer  was  elected  third  vice- 
president.  On  the  contrary.  Dr.  Kostmayer  sim- 
ply nominated  Dr.  F.  C.  Bennett,  of  Monroe,  who 
was  elected.  The  editor  wishes  to  apologize  to 
Dr.  Bennett  for  this  error. 


CORREiSPONDENCE. 

The  following  is  a copy  of  a letter  sent  to  the 
■secretaries  of  all  district  and  parish  societies: 

Woman’s  Auxiliary. 

New  Orleans,  La.,  May  20,  1929. 

Dr.  H.  T.  Simon,  Secretary, 

Orleans  Parish  Medical  Society. 

Dear  Doctor  Simon: 

During  the  late  meeting  of  the  State  Medical 
Society  the  Woman’s  Auxiliary  was  organized. 

As  you  know,  “The  object  of  the  Auxiliary  shall 
be  to  extend  the  aims  of  the  Medical  Profession, 
through  the  wives  of  the  doctors,  to  the  various 
women’s  organizations  which  look  to  the  advance- 
ment of  health  and  education;  to  assist  in  enter- 
taining at  all  meetings  of  the  State  and  local 
medical  societies;  and  to  promote  acquaintance- 
ship among  the  doctors’  families,  that  closer 
fellowship  may  exist.” 

The  membership  of  this  Auxiliary  shall  be 
limited  to  wives  of  physicians  in  the  parish,  dis- 


trict, or,  in  the  absence  of  one  or  the  other  just 
mentioned,  the  State  Medical  (Society.  Daughters, 
mothers  and  sisters  of  physicians  may  be  elected 
to  membership.  Those  holding  membership  in 
the  Louisiana  State  Medical  Society,  Woman’s 
Auxiliary  may  of  their  election  become  members 
of  the  Southern  Medical  and  the  American  Medi- 
cal Associations,  Woman’s  Auxiliary  on  payment 
of  annual  dues. 

Until  otherwise  directed  the  dues  for  member- 
ship in  this  Auxiliary  shall  be  one  dollar  per 
annum  for  each  member. 

As  Secretary  of  the  Orleans  Parish  Medical 
Society  you  are  respectfully  requested  to  bring 
this  subject  to  the  attention  of  the  wives  of  your 
membership  and  we  sincerely  hope  they  will  meet 
at  an  early  date,  organize  and  notify  us.  Our 
officers  will  gladly  co-operate  and  we  bespeak  your 
assistance  for  the  good  of  the  cause. 

Yours  very  truly, 

MRS.  OSCAR  DOWLING. 

The  following  ladies  are  the  officers  of  the 
Woman’s  Auxiliary: 

President — Mrs.  Oscar  Dowling,  1662  Valmont 
Street,  New  Orleans,  La. 

Vice-Presidents — Mrs.  A.  A.  Herold,  1166  Lou- 
isiana Avenue,  Shreveport,  La.;  Mrs.  H.  W.  E. 
Walther,  424  Pine  Street,  New  Orleans,  La.; 
Mrs.  J.  A.  White,  1740  Jackson  Street,  Alexan- 
dria, La.;  Mrs.  R.  McG.  Carruth,  New  Roads,  La. 

Secretary. — Mrs.  H.  B.  Gessner,  119  Audubon 
Boulevard,  New  Orleans,  La. 


March  28,  1929. 

Dr.  P.  T.  Talbot, 

Manager  New  Orleans  Medical  and  Surgical 
Journal, 

New  Orleans,  La. 

Dear  Doctor: 

I am  mailing  you  under  separate  cover  a type- 
written copy  of  a paper  on  “Medical  Ethics” 
which  I read  before  the  Bienville  Parish  Medical 
Society  twenty-five  or  thirty  years  ago.  I do  not 
remember  the  year  in  which  it  was  read  but  it 
was  a short  time  after  the  visitation  of  this 
country  by  yellow  fever  the  last  time,  as  appears 
by  reference  to  that  subject  in  the  paper.  The 
Society  before  which  it  was  read  has  had  barely 
a nominal  existence  for  a number  of  years  and 
no  records  are  available  by  which  the  exact  date 
can  be  determined.  I came  across  the  manuscript 
a short  time  ago  and  it  occurred  to  me  that  its 
publication  in  your  Journal  might  be  helpful  in 
some  respects  to  the  younger  generation  of  physi- 
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cians  and  possibly  a pleasant  reminiscence  to 
some  of  the  older  members  of  the  profession  who 
may  have  heard  me  read  the  paper,  if  per  chance 
there  be  any  living.  Not  being  personally  ac- 
quainted with  the  editor-in-chief  I am  sending  the 
copy  to  you  which  you  may,  if  you  will,  submit 
to  him,  and  if  he  and  yourself  consider  it  worthy 
a place  in  your  Journal  you  may  publish  it.  If 
not,  kindly  return  the  manuscript  and  there  will 
have  been  no  harm  done.  I am  not  offering  the 
paper  for  publication  because  of  any  learning  or 
merit  it  possesses  but  on  account  of  the  profes- 
sional attitude  and  spirit  it  seeks  to  inspire.  I 
some  times  fear  that  the  profession  of  the  present 
day  is  losing  sight  of  the  ethical  side  of  the 
practice  of  medicine.  I find  the  American  Medi- 
cal Association  and  myself  were  born  in  the  same 
year  and  I have  been  a student  and  practitioner 
of  medicine  for  considerably,  more  than  sixty 
years  of  this  time,  and  during  all  these  years 
have  been  a reader  of  the  New  Orleans  Medical 
and  Surgical  Journal,  and  in  my  humble  and 
feeble  way  have  endeavored  to  uphold  the  honor 
and  traditions  of  the  profession.  Am  a member 
of  the  American  Medical  Association  and  of  the 
Louisiana  State  Medical  Society,  and  since  1915 
have  been  an  honorary  member  of  the  last  named 
body. 

With  personal  regards  and  best  wishes,  I am. 
Sincerely  yours, 

F.  M.  THORNHILL,  M.  D. 

(Am  also  member  of  Southern  Medical  Asso- 
ciation.) 

TO  THE  MEMBERSHIP. 

Gentlemen ; 

As  you  known,  this  society  has  for  a number 
of  years,  at  the  request  of  its  members,  been  en- 
deavoring to  secure  group  insurance  for  the  bene- 
fit of  its  members.  At  our  last  convention,  a 
proposal  was  brought  in  at  the  last  hour.  It 
was  brought  over  for  the  executive  meeting.  May 
11,  and  it  is  now  with  pleasure  we  advise  of  its 
acceptance. 

The  Federal  Union  Life  Insurance  Company  of 
Cincinnati,  Frederick  L.  Walther,  State  Agent, 
209  N.  O.  Bank  Building,  has  offered  a graded 
by  age  contract  as  follows: 

Age  1 to  49  inclusive,  $3000  for  $39  per  annum. 

Age  50  to  59  inclusive,  $2000  for  $26  per  annum. 

Age  60  to  65  inclusive,  $1000  for  $13  per  annum. 


This  is  the  group  formula  . and  cannot  be 
changed.  Each  member  in  his  respective  group 
age  takes  the  amount  above  mentioned  “payable 
annually.”  It  is  the  identical  rate  that  the  Or- 
leans Parish  Medical  secured  two  years  ago.  A 
Master  Policy  and  Roster  showing  each  member 
will  be  issued  to  the  Louisiana  State  Society;  a 
certificate  to  each  member  showing  the  amount 
of  his  insurance  and  his  designated  beneficiary. 

Any  member  leaving  the  society  will  be  allowed 
the  privilege  of  coverting  his  group  certificate  in 
to  any  standard  form  of  life  insurance,  without 
any  examination  or  evidence  of  insurability,  if 
requested  within  30  days  of  his  retirement  from 
the  society. 

Now  it  is  up  to  us — we  must  secure  51  per  cent 
of  our  membership  to  put  this  over  and  the  en- 
closed card  with  your  check  attached  must  be  in 
our  hands  not  later  than  June  15,  1929,  which  is 
the  closing  date.  It  is  hoped  you  will  reply  at 
once — “We  want  this  group  coverage”,  “We  must 
secure  51  per  cent,”  “The  time  limit  is  short”, 
— sign  and  complete  the  card,  attach  your  check 
made  payable  to  P.  T.  Talbot,  Secretary — “Mail 
today”. 

We  thank  you, 

P.  T.  TALBOT, 
Secretary-Treasurer. 

DR.  F.  T.  GOUAUX,  President. 

The  above  communication  has  been  sent  out 
to  the  members  of  the  Louisiana  State  Medical 
Society.  To  those  whose  notices  may  have  gone 
astray  for  some  reason  or  other,  we  would  re- 
spectfully urge  that  you  give  this  important  op- 
portunty  of  medical  organization  your  serious 
and  prompt  consideration  and  return  to  us  the 
cards  properly  executed  along  with  check  for  the 
required  insurance.  This  opportunity  for  group 
insurance  should  be  eagerly  supported  by  the 
members  of  our  profession,  being  a real  benefit 
to  accrue  as  a member  of  organized  medicine. 
We  must  get  fifty-one  per  cent  of  our  member- 
ship, and  those  interested  in  this  proposition 
should  use  their  powers  of  infulence  to  explain  to 
the  membership  the  merits  of  this  group  in- 
surance at  such  a small  premium  should  be  most 
attractive  and  appealing  from  an  economical 
viewpoint. 

— P.  T.  T. 
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REPORT  OF  HOUSE  OF  DELEGATES. 

The  twenty-sixth  annual  session  of  the  House 
of  Delegates  of  the  Mississsippi  State  Medical 
Association  met  on  the  Roof  Garden  of  the  Mark- 
ham Hotel,  Gulfport,  May  14,  1929,  at  8:15  A.  M., 
with  President  W.  H.  Frizell  presiding.  Roll  cal* 
showed  twenty-nine  members  present. 

Dr.  W.  L.  Little  was  elected  a member  of  the 
Budget  and  Finance  Committee  to  succeed  him- 
self. Dr.  J.  S.  Ullman  was  selected  to  represent 
Dr.  Albert  Hand  on  this  committee  during  his 
absence. 

The  following  report  of  the  Secretary  was  read 
and  received : 

To  the  House  of  Delegates, 

Mississippi  State  Medical  Association, 

Gulfport,  Mississippi. 

Gentlemen : 

At  the  meeting  of  the  Association  in  Meridian 
in  1928  the  Committee  on  Budget  and  Finance  in 
its  report  to  the  House  of  Delegates  recommended 
that  the  annual  dues  of  the  Association  be  in- 
creased from  three  to  five  dollars.  At  the  same 
meeting  D.  W.  Jones  and  D.  J.  Williams  intro- 
duced the  following  change  in  the  By-laws: 

“Change  Section  1,  Chapter  X,  of  the  By-laws, 
to  read  in  part  as  follows: 

“Section  1.  An  assessment  of  four  dollars 
($4.00)  per  capita  on  the  membership  of  the 
component  societies  is  hereby  made  the  annual 
dues  of  this  Association,  one  dollar  of  which 
shall  be  set  aside  and  used  exclusively  as  a 
Medico-Legal  Fund.” 

The  membership  of  the  Association  has  reached 
a high  water  mark,  there  being  1042  members 
for  1928.  This  is  a healthy  growth  over  recent 
years. 

Charters  have  been  issued  during  the  year  to 
the  “Northeast  Mississippi  Thirteen  Counties  So- 
ciety,” and  to  the  “Tri-County  Society.”  These 
were  the  only  ones  applying  for  charters. 

Respectfully  submitted, 

(Signed)  T.  M.  DYE,  Secretary. 

May  14,  1929. 

The  Secretary’s  financial  report  was  automati- 
cally referred  to  the  Committee  on  Budget  and 
Finance  as  was  the  Treasurer’s  report. 

The  report  of  the  Committee  on  Arrangements 
was  made  by  W.  A.  Dearman. 


The  following  committee  reports  were  received : 
Education,  Publication,  Scientific  Work,  Necrol- 
ogy and  Hospitals. 

At  this  point  a recess  of  five  minutes  was  had 
for  the  purpose  of  appointing  a Nominating  Com- 
mittee by  Council  Districts.  The  selection  resulted 
as  follows: 


1. 

J. 

W. 

Lucas,  Morehead. 

2. 

P. 

W. 

Rowland,  Oxford. 

3. 

J. 

Rice  Williams,  Houston. 

4. 

T. 

J. 

Brown,  Grenada. 

5. 

Henry 

Boswell,  Sanatorium. 

6. 

J. 

W. 

Cooper,  Meridian. 

7. 

H. 

L. 

McKinnon,  Hattiesburg, 

8. 

R. 

D. 

Sessions,  Natchez. 

9. 

W. 

A. 

Dearman,  Gulfport. 

The  following  by-law,  introduced  at  the  1928 
session,  was  called  up  and  adopted; 

“Section  1.  An  assessment  of  four  dollars 
($4.00)  per  capita  on  the  membership  of  the 
component  societies  is  hereby  made  the  annual  dues 
of  this  Association,  one  dollar  of  which  shall  be 
set  aside  and  used  exclusively  as  a Medico-Legal 
Fund.” 

The  following  resolution  by  the  Northeast  Miss- 
issippi Thirteen  Counties  Medical  Society  was 
read  by  Secretai'y  Dye: 

To  the  House  of  Delegates,  Mississippi  State 
Medical  Association. 

Gentlemen : 

The  Northeast  Mississippi  Thirteen  Counties 
Medical  Society,  assembled  in  regular  session  at 
Okolona,  March  19,  1929,  one  hundred  members 
present,  wish  to  offer  the  following  resolutions: 

1.  Be  it  resolved.  That  we  favor  the  creation 
and  adoption  of  a Mississippi  publication  for  the 
printing  of  all  papers  presented  before  the  annual 
meetings  of  the  Mississippi  iState  Medical  Asso- 
ciation. 

2.  Be  it  resolved.  That  the  transactions  of  the 
Mississippi  State  Medical  Association  together 
with  those  of  the  Woman’s  Auxiliary  be  printed 
separate  from  the  papers  and  bound  in  a volume 
suitable  for  preservation. 

(Signed)  JAMES  M.  ACKER,  Jr., 

Secretary. 

The  House  then  adjourned  to  meet  again  at 
8 A.  M.,  May  15. 
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The  House  of  Delegates  reassembled  at  8 A.  M. 
of  May  15  pursuant  to  adjournment  on  May  14. 
Roll  called  showed  forty-two  present. 

C.  W.  Patterson,  Rosedale,  fraternal  delegate  to 
the  Arkansas  State  Society,  made  a report  of  his 
visit. 

The  Committee  of  Public  Policy  and  Legislation 
made  a verbal  report. 

A resolution  introduced  by  Willis  Walley  in- 
structed the  Chair  to  appoint  a committee  to 
report  on  the  advisability  of  creating  a section  on 
hospitals.  The  Chair  appointed  J.  W.  D.  Dicks, 
W.  L.  Little  and  G.  S.  Bi’yan  with  instructions 
to  report  at  the  next  meeting  of  the  House. 

A special  committee  appointed  by  W.  H. 
Frizell  during  the  year,  composed  of  W.  H. 
Anderson,  E.  F.  Howard,  J.  S.  Ullman  and  D.  W. 
Jones,  to  investigate  the  feasibility  of  establish- 
ing a iState  Medical  Journal,  reported  as  follows: 

To  Dr.  W.  H.  Frizell,  President,  Mississippi  State 
Medical  Association : 

Your  committee  appointed  to  consider  the  ques- 
tion of  whether  or  not  the  Mississippi  State 
Medical  Association  should  undertake  the  publica- 
tion of  its  own  journal,  wishes  to  submit  the 
following  information,  without  recommendation: 

I.  (a)  The  circulation  of  a Mississippi  Medi- 
cal Journal  would  not  be  greater  than 
one  thousand,  the  outside  figure  on 
membership. 

(b)  Whereas  under  the  present  arrangement 
with  the  New  Orleans  Medical  and  Sur- 
gical Journal  we  have  a circulation  of 
about  twenty-five  hundred. 

II.  (a)  Under  the  present  arrangement  with 
the  New  Orleans  Medical  and  Surgical 
Journal  we  are  paying  ninety  cents  per 
subscription,  and  out  of  this  we  get  back 
$300  per  year  paid,  out  to  Mississippi 
Editor  for  office  expenses. 

(b)  With  a State  Journal,  handling  papers 
for  county  societies,  as  well  as  the  State 
Association  papers,  the  per  capita  cost 
would  be  about  $3.00  per  year  for  the 
first  year,  and  about  $2.00  per  year 
thereafter. 

(c)  This  would  necessitate  an  increase  in 
dues  of  the  State  Association  of  $2.00 
per  capita  for  the  first  year  and  $L00 
each  thereafter. 

Respectfully  submitted, 

(Signed)  W.  H.  ANDERSON, 

E.  F.  HOWARD, 

J.  S.  ULLMAN, 

D.  W.  JONES. 


The  same  committee  had  been  instructed  to  r 
port  on  the  publication  of  a history  of  the  Ass 
ciation.  Their  report  follows: 

To  Dr.  W.  H.  Frizell,  President,  Mississippi  Sta 
Medical  Association: 

Your  committee  appointed  to  consid.er  the  advi 
ability  of  the  Association  compiling  and  printir 
a history  of  medicine  in  Mississippi,  wish  to  r 
port  that  we  heartily  endorse  the  suggestion,  ar 
recommend  its  execution. 

(Signed)  W.  H.  ANDERSON, 

E.  F.  HOWARD, 

J.  S.  ULLMAN, 

D.  W.  JONES. 

On  motion  of  Joseph  Green  this  Committee  < 
Medical  Journal  was  instructed  to  continue  inve 
tigations  and  report  next  year. 

That  part  of  the  report  relating  to  the  histoi 
of  the  Association  was  adopted. 

Several  proposed  changes  in  the  Constitutic 
and  By-laws  were  read  by  the  secretary  and  la 
on  the  table  for  consideration  at  the  next  meetir 
of  the  House  of  Delegates. 

The  House  of  Delegates  adjourned  to  meet  ; 
the  close  of  the  final  adjournment  of  the  Gener 
Session  on  the  sixteenth. 


Thursday,  May  16,  1929. 

The  House  of  Delegates  reassembled  as  pi 
adjournment  on  the  preceding  day  at  ten  thirt; 
five,  Thursday  morning,  in  the  Ball  Room  of  tl 
Mai'kham  Hotel,  President  W.  H.  Frizell  in  tl 
chair.  Roll  call  showed  fifty-four  membe: 
present. 

The  following  resolution  was  adopted: 

“Resolved,  That  the  Secretary  of  the  Missi 
sippi  State  Medical  Association  is  hereby  autho 
ized  and  empowered  to  make  application  f( 
$3,000.00  additional  group  insurance  for  thoi 
members  of  said  Association  who  desire  th 
additional  protection. 

Be  it  further  resolved.  That  said  Secretary 
not  authorized  to  create  any  liability  for  sai 
Association  as  a whole  or  its  members  individual!; 
but  each  member  must  subscribe  for  and  pay  fc 
his  own  group  insurance.” 

The  following  vote  of  thanks  was  offered  t 
J.  S.  Ullman  and  adopted  by  a rising  vote : 

“Resolved,  That  the  Mississippi  State  Medici 
Association  in  session  at  Gulfport,  May  14-16,  192 
express  its  thanks  for  and  appreciation  of  tl 
hospitality  and  courtesies  shown  by  the  Harrisoi 
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Stone-Hancock  Society,  the  City  of  Gulfport  and 
the  management  of  the  Markham  Hotel,  and  to  all 
ethers  who  contributed  to  our  comfort  and  enter- 
tainment.” 

The  following-  proposed  changes  in  the  By-Laws 
introduced  at  Wednesday’s  session  were  called  up 
and  adopted: 

“Change  Chapter  IV,  Section  1,  by  adding:  ‘Tbe 
Section  on  Radiology  may  meet  independently  and 
separately  of  the  General  Session.’  ” 

“Change  Chapter  VII,  add  Section  5,  as  folows: 
‘To  the  Historian  shall  be  committed  the  duty  of 
compiling  and  preparing  for  publication  a history 
of  the  Association,  which  shall  then  be  kept  com- 
plete and  written  to  date  yearly.  He  shall  make  an 
annual  report  to  the  House  of  Delegates,  which 
report  must  pass  the  scrutiny  of  the  Committee  on 
Publication. 

For  the  proper  functioning  of  this  office  a pro- 
vision shall  be  included  in  the  yearly  budget.” 

Chapter  IX,  iSection  1,  add  to  the  list  of  com- 
mittees that  shall  not  be  appointed  by  the  Presi- 
dent the  following:  “The  Committee  on  Publica- 
tion.” 

Chapter  IX,  Section  4,  change  to  read  as  folio, vs: 

“The  Committee  on  Publication  shall  consist  of 
three  members,  an  Editor  and  two  associates:  The 
Editor  shall  be  named  to  hold  office  for  a term  of 
five  years  and  the  associates  for  terms  each  of  two 
years,  one  associate  being  chosen  at  each  annual 
meeting  of  the  House  of  Delegates.  This  Commit- 
tee shall  be  empowered  to  curtail  or  abstract  papers 
and  discussions,  and  any  paper  referred  to  it 
may  not  be  suitable  for  publication  may  be  re- 
turned to  its  author. 

“This  Committee  shall  have  authority  over  all 
publications  of  the  Association  unless  otherwise 
provided  for. 

“All  papers  read  before  the  Association  shall  be 
its  property. 

“An  appropriation  to  provide  for  its  proper  func- 
tioning shall  be  included  in  the  yearly  budget.” 

T.  E.  Ross  of  Hattiesburg,  one  of  the  delegates 
to  the  1928  session  of  the  American  Medical  As- 
sociation, made  his  report  which  was  received. 

The  Committee  on  Budget  and  Finance  re- 
ported a follows,  which  report  was  adopted: 

To  the  House  of  Delegates: 

Gentlemen : 


Your  Committee  on  Budget  and  Finance  has 
audited  the  reports  of  the  Secretary  and  Treasurer 
and  approves  them. 

The  Treasurer,  having  asked  instructions  re- 
garding the  investment  of  the  Defense  Fund,  is 
advised  to  invest  in  preferred  securities  of  the 
sort  generally  purchased  by  conservative  bankers, 
keeping  on  call,  or  in  time  certificates  and  amount 
sufficient  to  care  for  probable  immediate  needs. 
Such  investments  are  to  be  made  with  the  appro- 
val of  the  finance  committee. 

We  recommend  payment  of  the  following 


accounts : 

Councillor  .Jones  $18.00 

Councillor  Robertson  2.50 


$20.50 

We  offer  the  following  budget  for  adoption: 


President’s  expense  account  $100.00 

Secretary’s  salary  500.00 

Secretary’s  expense  100.00 

Editor’s  expense  300.00 

Council’s  expense  100.00 

New  Orleans  Medical  and  Sur- 
gical Journal  (approx.)  1,000.00 

Transactions  100.00 

Incidentals  50.00 

Expenses  of  meeting  (stenog., 

etc.)  300.00 

Committee  Public  Policy  and 
Legislation  250.00 


$2,800.00 

(Signed)  E.  F.  HOWARD,  Chairman; 
W.  L.  LITTLE, 

J.  iS.  ULLMAN. 

J.  W.  D.  Dicks  reported  for  the  Committee  ap- 
pointed to  look  into  the  advisability  of  adding  a 
Section  on  Hospitals  to  the  Scientific  Sections  as 
follows : 

“Your  Committee  recommends  that  instead  of 
adding  a new  section  that  the  name  of  the  Sec- 
tion on  Hygiene  and  Public  Health  be  changed  to 
read  ‘Section  on  Public  Health,  Hygiene  and 
Hospitals.’  ” 

This  report  was  held  for  one  year. 

The  Council  reported  through  its  secretary  as 
follows: 

“The  Council  met,  as  per  notice,  at  2 P.  M. 

Present — Dr.  D.  J.  Williams,  D.  W.  Jones, 
M.  W.  Robertson,  J.  W.  Lucas,  J.  S.  Donaldson, 
J.  W.  D.  Dicks. 
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Absent — W.  G.  Gill,  Sixth  District;  E.  M. 
Gavin,  Seventh  District. 

The  Councillors  filed  their  reports  on  the  pro- 
gress of  medical  organization  in  their  respective 
districts. 

A request  from  the  doctors  of  Pike  County  to 
be  allowed  to  withdraw  from  the  Tri-County  and 
form  a County  Society  of  their  own,  was  granted 
and  a charter  ordered  to  be  issued  accordingly. 

The  Harrison-Stone-Hancock  Society  filed  appli- 
cation for  a new  charter,  and  the  Council  recom- 
mends its  issuance. 

An  appropriation  of  fifty  dollars  was  voted 
for  Dr.  W.  W.  McRae,  Corinth,  Miss.,  to  cover 
expense  of  expert  testimony  in  the  case  of  Perkins 
vs.  McRae.  In  this  case,  the  doctor  won  in  a law 
suit  carried  through  the  iSupreme  Court.  But  he 
was  insured  in  a protective  association  which  took 
care  of  his  lawyer’s  fees. 

The  Council  wishes  to  go  on  record  that  it  will 
ask  for  the  resignation  of  any  member  thereof 
who  failed  to  attend  all  the  meetings  of  the  Coun- 
cil, unless  unavoidably  prevented  from  doing  so. 

The  Council  wishes  again  to  call  attention  of 
the  membership  to  the  method  of  procedure  in 
case  a member  desires  the  Association  to  assist 
in  the  defense  of  a malpractice  suit.  This  pro- 
cedure is  outlined  in  detail  in  Chapter  Fourteen, 
Section  Five,  of  the  By-Laws. 

Several  meritorious  cases  have  been  turned 
^own  because  the  Council  was  not  consulted  in 
advance  and  given  an  opportunity  to  pass  upon 
the  merits  of  the  case,  as  provided  by  the  said 
By-Laws. 

(Signed)  DAN  J.  WILLIAMS,  Chairman. 

D.  W.  JONES,  Secretary.” 

On  nomination  of  S.  W.  Johnston,  seconded  by 
D.  W.  Jones,  Vicksburg  was  selected  by  acclama- 
tion as  the  meeting  place  of  the  Association  in 
1930. 

After  the  reading  and  adoption  of  the  minutes 
of  the  preceding  sessions  the  Norminating  Com- 
mittee reported  as  follows; 

To  the  House  of  Delegates  of  the  Mississippi 
State  Medical  Association: 

Herewith  is  the  report  of  the  Nominating 
Committee : 

President — Dr.  Hugh  Gamble,  Dr.  W.  H.  An- 
derson, Dr.  W.  G.  Gill. 

Vice-President — Dr.  J.  C.  Cully,  Dr.  L.  L.  Minor, 
Dr.  E.  C.  Parker. 


Council: 

First  District — Dr.  J.  W.  Lucas. 

Members  State  Board  of  Health; 

Sixth  District — Dr.  W.  A.  Dearman,  Dr.  W.  W. 
Crawford,  Dr.  Joe  E.  Green. 

Seventh  District — Dr.  N.  L.  Clark,  Dr.  W.  H. 
Frizell,  Dr.  M.  D.  Ratcliff. 

Eighth  District — Dr.  .W.  H.  Watson,  Dr.  John 
Darrington,  Dr.  iS.  W.  Johnson. 

Delegate  to  the  American  Medical  Association — 
Dr.  W.  H.  Frizell. 

Alternate — Dr.  Henry  Boswell. 

Fraternal  Delegate  to  Alabama — Dr,  J.  W. 
Lipscomb. 

Fraternal  Delegate  to  Arkansas — Dr.  C.  W. 
Patterson. 

Fraternal  Delegate  to  Louisiana — Dr.  J.  S. 
Ullman. 

Fraternal  Delegate'  to  Tennessee — Dr.  M.  W. 
Robertson. 

Respectfuly  submitted, 

(Signed)  W.  A.  DEARMAN,  Chairman. 

I.  W.  COOPER,  Secretary. 

W.  G.  Gill,  rising  upon  a point  of  personal 
privilege,  asked  that  his  name  be  withdrawn  as 
one  of  the  nominees  for  president. 

E.  F.  Howard  and  H.  K.  Tippin  were  ap- 
pointed tellers.  The  vote  for  president  resulted  in 
the  selection  of  H.  A.  Gamble,  and  the  Chair 
declared  him  elected..  W.  H.  Anderson  moved 
that  the  election  be  made  unanimous. 

On  motion  of  J.  S.  Ullman  the  Secretary  cast 
the  vote  of  the  House  for  the  remaining  nominees, 
whereupon  the  House  of  Delegates  adjourned  'to 
meet  in  Vicksburg  May  13,  1930,  at  eight  in  the 
morning. 

(Signed)  T.  M.  DYE,  Secretary. 


The  main  building  of  the  South  Mississippi 
Charity  Hospital,  Laurel,  is  undergoing  repairs 
and  will  get  a new  coat  of  paint.  A new  waiting 
and  rest  room  for  visitors  is  being  built,  also  a 
new  up-to-date  dairy  barn. 


Dr.  Temple  Ainsworth,  formerly  House  Physi- 
cian at  the  Laurel  General  Hospital,  is  now  one 
of  the  Resident  Physicians  at  the  South  Missis- 
sippi Charity  Hospital. 


Dr.  Oscar  Dowling  was  a recent  visitor  to 
Laurel,  spending  the  day  with  Dr.  R.  H.  Foster. 
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Dr.  Culpepper,  Jr.,  of  Honolulu,  Philippine 
Islands,  is  visiting  Laurel. 


Dr.  May  Farinhold  Jones,  Sanatorium,  who  has 
been  closely  confined  to  her  room  since  an  attack 
of  influenza  several  months  ago,  has  returned  to 
her  native  state  of  Virginia  as  she  thought  the 
change  might  be  beneficial  to  her  condition.  Miss 
Fay  Truelove,  R.  N.,  accompanied  her  on  the  trip 
to  West  Point,  Virginia/  Dr.  Jones  is  missed  at 
the  Sanatorium,  and  her  absence  will  be  especially 
regrettable  at  the  Children’s  Health  Camp  this 
year,  where  here  services  in  administering  to  the 
ills  of  the  camp  kiddies  were  so  valuable. 


The  State  Children’s  Health  Camp  will  be 
opened  for  the  summer  on  June  3 this  year 
with  twenty-five  children,  and  will  operate  for 
three  months  caring  for  three  different  groups  of 
children. 


The  regular  monthly  staff  meeting  of  the  Vicks- 
burg Sanitarium  was  held  on  May  10.  Their 
program  was  as  folows: 

1.  “Carcinoma  of  the  Gall  Bladder,”  Dr.  A. 
Street. 


2.  “Peritonitis,”  Dr.  J.  A.  K.  Birchett,  Jr. 

3.  “Intestinal  Obstruction,”  Dr.  H.  H.  Johnston. 

4.  “Atypical  Pneumonia,”  Dr.  J.  Pearse 
O’Leary. 


DR.  H.  A.  GAMBLE, 

PRESIDENT,  MISSISSIPPI  STATE  MEDICAL 
ASSOCIATION. 

Our  new  president  needs  no  introduction  to  the 
profession  of  this  state  for  he  has  long  been  known 
as  a surgeon  and  a student.  Dr.  Gamble  was  born 
in  Lee  County,  Mississippi,  in  1876.  His  educa- 
tion was  received  in  the  public  schools  of  his 
county  and  obtained  his  A.  B.  from  the  Mississippi 
Agricultural  and  Mechanical  College.  He  was 
graduated  in  medicine  by  Tulane  University  in 
1904.  After  practicing  three  years  in  Fairview, 
Louisiana,  he  moved  to  Greenville  in  1907  where 
he  has  been  in  practice  ever  since. 


Two  hundred  and  sixty  members  were  in  at- 
tendance at  the  state  association  meeting  and 
enjoyed  Gulfport’s  hospitality  which  was  quite  up 
to  its  usual  standard. 


EFFECT  OF  LIVER  ON  BLOOD  SUGAR 
LEVEL. — A study  made  by  Harry  Blotner  and 
William  P.  Murphy,  Boston,  of  the  effect  of  liver 
feeding  on  the  blood  sugar  indicates  that  whereas 
previously  liver  has  been  regarded  as  an  unsuit- 
able article  of  food  for  diabetic  patients  because 
of  its  glycogen  content,  it  is  now  known  to  have 
a beneficial  effect  on  the  blood  sugar  of  these 
patients.  The  liver  fractions  that  are  effective 
in  the  treatment  of  pernicious  anemia  have  no 
effect  on  the  blood  sugar,  whereas  certain  liver 
fractions  that  are  ineffective  in  the  treatment  of 
pernicious  anemia  have  an  effect  on  the  blood 
sugar  like  that  of  liver.  Four  patients  with 
diabetes  taking  liver  daily  or  from  three  to  five 
times  a week  have  been  observed  with  repeated 
blood  sugar  determinations  for  approximately  one 
year,  while  in  two  who  were  followed  for  twenty. 
and  thirty  days  it  was  found  that  the  blood  sugar 
has  remained  at  a constantly  lower  level  than 
previous  to  liver  therapy.  These  observations 
suggest  that  liver  contains  a blood  sugar  reducing 
substance  active  when  taken  by  mouth,  nontoxie. 


and  with  an  effect  on  the  blood  sugar  concentra- 
tion similar  to  that  obtained  with  insulin.  It  is 
difficult  to  estimate  the  quantity  of  liver  that  will 
replace  a known  amount  of  insulin,  but  the 
authors  feel  that  180  Gm.  of  liver  will  have  an 
effect  on  the  blood  sugar  of  diabetic  patients' 
equal  to  that  of  from  10  to  15  units  of  insulin. — 
Jour.  Am.  Med.  Assn.,  92:1332-1336,  1929. 


OUT  OF  HIS  LINE. — On  the  question  of  vivi- 
section the  voices  of  two  notables  have  been  heard 
recently  in  Baltimore.  One  was  Dr.  William  H. 
Welch,  a physician,  the  other  Mrs.  Irene  Castle,  a 
dancer. 

iSurely,  it  is  unnecessary  for  The  Evening  Sun 
to  explain  that  it  has  the  highest  respect  for  Dr. 
Welch.  Yet,  if  the  question  at  issue  had  in- 
volved either  dancing  or  clothes  and  anyone  had 
called  on  Dr.  Welch  to  express  an  opinion  on  it 
we  should  have  regarded  the  effort  to  drag  him 
into  it  as  downright  silly. — Baltimore  Evening 
Sun. 


BOOK  REVIEWS 


Lipiodol  in  the  Diagnosis  of  Thoracic  Disease: 
By  F.  G.  Chandler,  M.  A.,  M.  D.  (Cantab.). 
F.  R.  C.  P.  (Lond.),  and  W.  Burton  Wood, 
M.  A.,  M.  D.  (Cantab.),  M.  R.  C.  P.  (Lond.). 
New  York,  Oxford  University  Press.  1928. 
p.  133. 

An  excellent  monograph  on  a most  important 
subject.  The  nature  and  history,  the  therapeutic 
value,  the  indications,  contra-indications  and 
limitations  and  the  methods  of  use  are  all  treated 
briefly  but  most  satisfactorily.  Some  may  object 
to  the  bare  treatment  given  the  simple  “swallow- 
ing” method  and  the  recommendation  of  the  more 
difficult  and  dangerous  crico-thyroid  route.  The 
references  to  the  literature  are  numerous.  The 
numerous  illustrations  are  excellent. 

I.  L.  Robbins,  M.  D. 


The  Diagnostics  and  Treatment  of  Tropical  Dis- 
eases: By  E.  R.  Stitt,  A.  B.,  Ph.  G.,  M.  D., 

Sc.  D.,  L.L.  D.  5th  ed.  rev.  Philadephia, 
1929.  P.  Blakiston’s  Son  & Co.  1929.  pp. 
918,  249  illus. 

This  beautifully  and  substantially  bound  volume 
by  the  Dean  of  American  Tropical  Medicine  is 
far  more  than  its  name  implies.  It  is  an  all- 
round manual  of  tropical  diseases,  including  the 
etiological,  biological,  and  epidemiological,  as  well 
as  pathological  and  clinical  aspects  of  the  subject. 
The  subject-matter  is  satisfactorily  grouped,  so 
that  the  reader  by  glancing  at  the  table  of  con- 
tents may  readily  find  the  general  topic  in  which 
he  is  interested.  A careful  study  of  any  one 
chapter  provides  sufficient  information  to  give  an 
intelligent  background  for  the  particular  disease. 
Thus  such  topics  as  malaria,  the  trypanosomiases, 
amebic  dysentery  and  amebic  hepatitis,  bacillary 
dysentery,  cholera,  plague,  leprosy,  the  filterable- 
virus  diseases,  hookworm  and  filarial  infections 
and  the  schistosomiases  all  receive  careful  consid- 
eration, while  the  more  recently  recognized  enti- 
ties, tularaemia,  melioidosis  and  Oroya  fever  are 
also  included.  The  chapter  on  yellow  fever  in- 
cludes mention  of  the  recent  transmission  work  of 
Bauer  (1928)  in  West  Africa  and  the  vaccine 
investigations  of  Hindle  (1928),  while  the  work 
of  Kirby-Smith,  Dove  and  White  on  “creeping 
eruption”  due  to  the  larvae  of  Ancylostoma  bra- 
ziliense,  also  receives  mention,  although  under 
the  strange  section  of  “Larvae  Causing  Myiases.” 
Well-balanced  discussions  of  the  deficiency  dis- 
eases, with  particular  stress  on  beriberi,  pellagra 
and  sprue,  are  presented.  In  view  of  the  gen- 
eral distribution  and  importance  of  fungus  dis- 
eases of  the  skin  and  viscera  in  the  tropics,  it 
seems  unfortunate  that  more  space  is  not  given  to 
the  section. 


Over  two  hundred  pages  are  devoted  to  clin- 
ical and  laboratory  diagnosis,  in  which  there  is 
found  a wealth  of  valuable  information  not  only 
on  diagnosis  but  on  the  preparation  of  media  and 
cultures,  methods  of  examination,  of  the  body 
excreta  and  anatomical  and  physiological  nor- 
mals. 

With  a volume  such  as  Admiral  Stitt  has  made 
available  for  American  practitioners  in  warm 
climates  there  is  little  need  to  look  to  foreign 
sources  for  information  or  inspiration  in  this  im- 
portant field  of  American  medical  practice. 

Ernest  Carroll  Faust,  Ph.  D. 


Qualitative  and  Volumetric  Analysis  for  Medical 
Students:  By  H.  Lambourne,  M.  A.,  M.  Sc., 

F.  I.  C.,  and  J.  A.  Mitchell,  M.  Sc.  London, 
Oxford  Univ.  Press.  1928.  pp.  64. 

The  first  part  of  this  hand-book  contains  in 
condensed  form  a considerable  mass  of  informa- 
tion about  qualitative  chemical  analysis,  particu- 
larly inorganic  but  with  some  attention  given  to 
organic  substances.  In  the  remaining  two-thirds 
of  the  booklet,  there  are  discussed  in  detail  vari- 
ous volumetric  quantitative  methods.  Normal  so- 
lution are  described  and  their  value  indicated. 
Implicit  explanations  with  the  use  of  numerous 
equations  may  be  said  to  be  a feature.  A student 
familiar  with  the  material  presented  here  would 
be  well  prepared  to  study  the  methods  of  bio- 
chemistry of  importance  in  medicine. 

R.  C.  Corley,  Ph.  D. 


Spinal  Anesthesia:  By  Charles  H.  Evans,  M.  D., 
with  Introduction  by  W.  Wayne  Babcock, 
M.  D.,  F.  A.  C.  S.,  and  Foreword  by  Charles 
Gordon  Heyd,  M.  D.,  F.  A.  C.  S.  New  York, 
Paul  B.  Hoeber.  1929.  pp.  203. 

With  the  present  widespread  interest  in  spinal 
anesthesia,  Dr.  Evans'  monograph  comes  as  a 
timely  contribution.  He  has  given  a survey  of 
the  literature  which  is  thorough  and  is  evaluated 
with  fairness.  The  author’s  experience  leads  him 
to  prefer  novocaine  (neocaine),  and  the  technique 
outlined  concerns  the  method  of  using  this  drug 
in  pure  crystalline  form.  It  is  gratifying  to  notice 
the  conservative  attitude  which  is  adopted  and  is 
emphasized  especially  by  chapters  on  Complica- 
tions, Mortality  and  Causes  of  Failures. 

In  the  foreword  Dr.  Heyd  has  appropriately 
written,  “A  perusal  of  Dr.  Evans’  monograph  will 
indicate  when,  how,  and  why  the  surgeon  should 
employ  spinal  anesthesia.” 
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Racial  Hygiene:  Thurman  B.  Rice,  A.  M.,  M.  D. 

New  York,  The  Macmillan  Company.  1929. 
pp.  376. 

Although  misnamed  this  is  an  excellent  publi- 
cation. It  does  not  deal  with  hygiene,  in  the 
sense  that  we  commonly  use  the  term,  but  rather 
with  eugenical  problems.  The  first  part  of  the 
book  treats  mainly  with  the  mechanism  of  hered- 
ity, thus  furnishing  the  background  for  the  im- 
portant discussions  of  the  problems  of  eugenics 
that  follow.  Sociological  problems  are  discussed 
from  the  standpoint  of  heredity.  The  author, 
throughout  the  book,  makes  a strong  appeal  to 
those  of  hereditarily  superior  quality  to  face  the 
danger  of  being  overrun  by  the  hereditarily  in- 
ferior. Scientific  evidence  to  support  his  state- 
ments is  not  lacking. 

The  book  is  clearly  and  interestingly  written 
and  cannot  help  furnishing  food  for  thought 
among  those  interested  in  preserving  our  Ameri- 
can white  stock.  Technical  terminology  is  omit- 
ted as  far  as  possible  without  sacrificing  scientific 
accuracy.  An  attempt  is  made  to  treat  the  sub- 
ject in  such  a way  that  the  general  reader,  without 
biological  training,  may  know  and  understand 
the  facts  concerning  human  heredity  and  racial 
betterment.  It  is  a contribution  well  worth  read- 
ing  and  is  a valuable  addition  to  the  all  too  mea- 
ger list  of  books  on  scientific  subjects  that  the 
general  reader  is  able  to  understand. 

Irving  Gray,  A.  M.,  Ph.  D. 


Methods  of  Biological  Assay:  By  J.  H.  Burn, 

M.  A.,  M.  D.  (Camb.).  London,  Oxford  Uni- 
versity Press.  1928. 

This  small  volume  is  a combination  of  manual 
and  criticism  of  proposed  and  accepted  biological 
assay  methods.  Repeated  reference  is  made  to 
the  reports  of  the  1925  Geneva  Conference.  Tech- 
nique is  described  for  the  assay  of  the  digitalis 
group,  posterior  pituitary,  insulin,  arsen-obenzene, 
ergot,  adrenalin,  ovarian  hormone,  parathyroid 
hormone,  thyroid,  and  several  other  substances  of 
less  general  interest.  The  assay  of  vitamins  is  not 
mentioned.  Worthy  of  careful  study  by  those 
interested  in  this  field,  it  is  not  a complete  guide 
for  use  in  this  country. 

B.  J.  C.  Reynolds,  B.  Sc. 


1 ear  Book  of  General  Surgery:  Ed.  by  Evarts 

A.  Graham,  A.  B.,  M.  D.  (Practical  Medi- 
cine Series.)  Chicago,  Year  Book  Pub.  1928. 

pp.  800. 

The  present  volume  gives  in  abstracted  form 
the  annual  review  of  the  surgical  literature  of  the 
world,  laying  stress  as  usual  on  many  articles  of 
particular  interest  which  have  been  published 
during  the  year. 


Among  these  is  the  work  that  suggests  the  con- 
trol of  paralytic-ileus  by  splanchnic  anesthesia; 
the  treatment  with  satisfactory  results  of  varicose 
veins  by  injection  methods;  the  good  results  ob- 
tained in  the  treatment  of  erysipelas  by  Birk- 
haug’s  serum;  the  use  of  iodin  both  in  the  pre- 
vention and  treatment  of  goiter  and  that  in  all 
sorts  of  infections  in  various  parts  of  the  body 
the  iodin  content  of  the  thyroid  gland  is  greatly 
reduced. 

The  more  recent  work  on  the  origin  of  acute 
dilatation  of  the  stomach  and  the  controversy  of 
gastro-enterestomy  versus  extensive  resection  of 
the  stomach  in  cases  of  peptic  ulcer,  which  is 
still  going  on  unabated,  are  discussed  at  length. 
The  author  feels  that  the  enthusiasm  for  extensive 
resections  in  cases  of  peptic  ulcer  represents  only 
a passing  fad  and  fancy. 

The  entire  book  is  not  only  easily  readable,  in- 
structive and  practical  but  also  gives  an  authori- 
tative answer  to  the  salient  practical  points  of  cur- 
rent surgical  progress  in  a condensed  and  easily 
obtainable  way. 

Paul  G.  Lacroix,  M.  D. 


Pneumonia:  By  Frederick  Taylor  Lord,  M.  D., 

A.  B.  Cambridge,  Harvard  Univ.  Press. 
1929.  pp.  84. 

This  is  the  second  edition  of  an  excellent  brief 
monograph  on  the  subject  of  Pneumonia.  The 
most  notable  advances  in  the  various  phases  of 
the  disease  are  discussed. 

1.  L.  Robbins,  M.  D. 


Contribution  to  the  Study  of  Heredity  in  Tuber- 
cidosis : By  Dr.  R.  Pla  y Armengol,  Director 
of  the  Institute  Ravetllat-Pla,  pp.  1-45,  Oct., 

1926. 

On  the  Variability  in  the  Reactions  of  the  Specific 
Products  of  Tuberculosis,  pp.  1-19,  Dec., 

1927. 

The  Polymorphism  of  the  Tuberculous  Virus:  By 
Di-.  F.  J.  Velez,  Former  Intern  of  the  Roths- 
child Sanitarium  of  Berck  Plage,  France. 

Short  Course  on  the  Surgical  Tuberculoses:  By 
Dr.  Joaquim  Lopez,  Abadia,  Surgeon  to  the 
Bilbao  Hospital.  Ulus.  1925.  pp.  1-166. 

Contribution  to  the  Experimental  Study  of  Nu- 
clear Inversion  (the  Velez  Sign)  in  Tubercu- 
loses. pp.  1-19,  by  Dr.  Pla  y Armengol  and 
associates,  pp.  35. 

The  above  publications  (in  Spanish)  from  the 
Institute  Ravetllat-Pla,  of  Barcelona,  Spain 
(founded  by  Drs.  Ravetllat  and  Pla  for  the  study 
and  treatment  of  tuberculosis)  have  been  received. 
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The  preponderance  of  the  trinuclear  type  of 
polymorphonuclear  neutrophiles  in  the  differential 
leukocyte  count  is  sufficient  to  exclude  the  diag- 
nosis of  tuberculosis.  With  blood  of  normal  in- 
dividuals the  binuclear  neutrophiles  constitute  an 
average  of  34-35  per  centj  and  the  trinuclear 
represents  41-43  per  cent.  In  normal  individuals 
the  number  of  the  trinuclear  polymorphoneu- 
trophiles  is  always  in  excess  of  the  binuclear 
neutrophiles. 

Whenever  the  binuclears  exceed  the  trinuclear 
polynuclear  neutrophiles  in  the  differential  count, 
it  is  then  said  that  “inversion  in  the  nuclear 
count”  has  occurred.  This  is  known  as  the 
**Velez  sign^^  of  tuberculosis.  In  their  experi- 
mental and  clinical  research  the  authors  show 
that  nuclear  inversion  as  above  described  is  a 
constant  accompaniment  of  active  tubercular  pro- 
cesses. This  sign,  however,  is  not  specific  or 
pathognomic  of  tuberculosis,  since  it  has  been  ob- 
served in  cancer  and  leprosy  and  as  a transitory 
sign  in  other  experimental  infections  in  the  guinea 
pig  (typhoid  and  diphtheria,  staphylococcal,  strep- 
tococcal, micrococcus,  melitensis  and  avian  cocco- 
bacteria),  but  clinically  its  constant  presence  in 
acute  tuberculosis  makes  the  “Velez  nuclear  inver- 
sion” a valuable  differential  blood  character  when 
cancer  and  leprosy  can  be  excluded. 

These  and  other  contributions  of  great  value 
from  the  clinical  and  experimental  point  of  view 
are  issued  periodically  from  the  Institute  and  are 
available  to  all  students  interested  in  tuberculosis 
by  addressing  directly  to  the  Institute  in  Barce- 
lona, Spain. 

R.  M. 


Practical  Clinical  Laboratory  Diagnosis.  By 
Charles  C.  Bass,  M.  D.,  and  Foster  M. 
Johns,  M.  D.  3d  ed.  rev.  Baltimore,  The 
Williams  & Wilkins  Company.  1929.  pp.  187. 

The  third  edition  of  this  well  known  clinical 
laboratory  guide  has  been  entirely  rewritten,  re- 
cast, and  in  part  re-illustrated.  However,  the 
original  idea  has  been  adhered  to  of  including  in 
the  volume  only  the  clinical  laboratory  procedures 
that  are  practical  and  may  be  carried  out  effici- 
ently by  a man  in  active  practice.  Only  the 
simplest  and  most  useful  methods  have  been  de- 
scribed. This  necessarily  makes  for  dogmatism, 
but  specific,  positive  and  definite  statements  are 
of  value  in  outlining  various  tests  which  have 
become  more  or  less  standardized  as  a result  of 
long  use  by  the  authors,  who  are  certainly  more 
than  well  qualified  to  select  their  subject  matter. 
The  book  is  admirably  printed,  the  illustrations 
are  clear  cut,  well  selected,  while  some  of  the 
colored  plates  are  really  magnificent  artistic 
efforts.  The  reviewer  has  to  congratulate  the 
authors  on  their  splendid  work.  The  medical 


profession  is  fortunate  in  having  such  a clear  cut 
well  written  practical  book  on  laboratory  diag- 
nosis for  their  use. 

J.  H.  Musser,  M.  D. 


Surgery  in  the  Trojncs:  By  Sir  Frank  Powell 

Connor,  D.  S.  O.,  F.  R.  C.  S.,  D.  T.  M.  & H. 
Philadelphia,  P.  Blakiston’s  Son  & Co.  1929. 
pp.  293. 

The  scope  of  this  book  is  for  the  most  part 
confined  to  the  surgical  aspects  of  tropical  dis- 
eases and  their  complications.  An  ordinary 
knowledge  of  surgery,  surgical  pathology  and 
after-treatment  is  taken  for  granted;  hence,  most 
of  these  details  are  omitted.  Also,  due  to  the 
limitation  of  time,  a fuller  discussion  of  the 
tropical  aspects  of  the  surgery  of  neoplasms,  ab- 
dominal surgery  and  special  branches  of  surgery 
have  been  omitted. 

The  entire  book,  especially  the  chapters  on 
Filiarisis,  is  replete  with  many  very  excellent 
and  wonderfully  clear  illustrations. 

On  account  of  its  brevity  this  book  can  act,  as 
its  author  says,  only  as  a supplement  to  the  many 
excellent  text-books  of  tropical  medicine. 

Paul  G.  Lacroix,  M.  D. 


Recent  Advances  in  Neurology : By  W.  Russell 

Brain,  M.  A.,  D.  M.  (Oxon.),  M.  R.  C.  P. 
(London),  and  E.  B.  Strauss,  B.  A.,  D.  M., 
B.  Ch.  (Oxon.),  M.  R.  C.  P.  (London).  Phil- 
adelphia, P.  Blakiston’s  Son  & Co.  1929. 

The  scientific  results  by  our  London  confreres 
are  revealed  in  this  latest  book  on  neurological 
subjects  and  collaterals.  The  book  details  special 
subjects  and  procedures  with  what  may  be  termed 
a compilation  of  regional  neurology  inasmuch  as 
it  gives  to  us  the  abnormal  functions  with  their 
sequelae  of  various  locations  of  the  cerebrum  and 
cerebellum.  It  is  of  the  newer  plan  of  placing 
these  studies  before  the  medical  profession  in- 
asmuch as  when  one  is  in  search  of  certain  symp- 
toms concerning  certain  neurological  ailments,  one 
has  only  to  turn  to  paragraph  or  chapter  in  the 
book  which  directly  enlightens  as  the  case  requires. 

The  chapter  describing  the  Spinal  Fluid  is  in- 
teresting and  complete,  likewise  the  one  on  Epi- 
demic Encephalitis.  Sleep,  Normal  and  Patholog- 
ical, in  Chapter  14,  is  given  much  detail  reading, 
the  authors  having  gone  into  this  most  conclu- 
sively with  special  reference  to  pathological  sleep, 
which  today  is  given  more  cognizance  than  here- 
tofore, as  many  of  us  are  dealing  with  post-war 
psychic  episodes  which  we  are  constantly  meeting 
in  ex-service  men. 

It  is  interesting  to  note  their  resume  on  Thera- 
peutic Malaria  which  is  illuminating. 
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The  resume  of  terms  is  carried  out  sequentially 
and  thoroughly.  The  reproduction  of  radiograms 
are  unusually  clear,  distinct  and  perfectly  read- 
able. To  sum  up,  these  authors  demonstrate 
through  this  volume  the  complete  understanding 
with  the  proper  up-to-date  handling  of  this.  Recent 
Advances  in  Neurology. 

Walter  J.  Otis,  M.  D. 


Urological  Roentgenology : By  Hugh  H.  Young. 

M.  D.,  and  Charles  A.  Waters,  M.  D.  New 

York,  Paul  B.  Hoeber,  Inc.  1928.  pp.  496. 

This  excellent  contribution  by  Young  and 
Waters  forms  volume  seven  of  a series  of  mon- 
ographic atlases  entitled  the  annals  of  roentgen- 
ology. The  work  is  illustrated  with  518  urograms 
and  drawings  by  Didusch.  Nothing  so  pretentious 
has  yet  appeared  on  the  subject  of  roentgenologic 
diagnosis  in  urological  conditions.  The  work 
might  easily  be  considered  a complete  post-grad- 
uate course  in  the  diagnosis  of  genito-urinary 
lesions  as  brought  out  by  means  of  roentgen-ray 
aid. 

In  the  introduction  Young  emphasizes  the 
necessity  of  combined  efforts  of  roentgenologist 
and  urologist,  if  we  are  to  expect  accurate  diag- 
noses in  many  obscure  lesions  of  the  urogenital 
apparatus.  He  illustrates  his  point  with  case- 
records  and  accompanying  roentgen-ray  films.  The 
topography,  anatomy  and  physiology  of  the  uri- 
nary tract  are  fully  dealt  with.  The  chapter  on 
renal  anomalies  form  one  of  the  most  interesting 
in  the  book.  The  cases  observed  of  solitary  kid- 
ney with  two  ureters  and  two  pelves  are  of 
particular  interest  to  those  doing  renal  surgery 
and  who,  even  today,  will  attempt  nephrectomy 
without  being  absolutely  certainly  that  the  patient 
has  two  kidneys  to  begin  with.  Too  much  praise 
cannot  be  given  Didusch  for  his  drawings.  Fig. 
116,  for  example,  of  bilateral  cystic  kidneys,  made 
at  autopsy,  definitely  establish  Didusch’s  work  as 
probably  the  best  that  is  being  done  in  America 
today. 

The  urograms  and  the  case-records  illustrating 
obstructive  conditions  of  the  urinary  tract  are 
unusually  good.  In  the  chapter  dealing  with 
urogenital  infections  and  infestations  again  the 
urograms  of  Waters  graphically  depict  the 
lesions  so  well  described  in  the  case-records.  The 
entire  work  is  one  of  case-records  illustrated  so 
beautifully  that,  as  has  already  been  stated, 
it  is  a post-graduate  course  of  the  highest  type 
and  a copy  of  this  book  is  sadly  needed  in  every 
hospital  library  as  well  as  in  the  library  of  every 
urologist  and  general  surgeon  doing  urological 
work. 

Tuberculosis  of  the  genito-urinary  tract  is 
given  proper  attention.  Urinary  lithiasis  occu- 
pies 109  pages  of  the  work,  mostly  urograms  and 


photographs.  The  experiences  at  the  Brady  Uro- 
logical Institute  with  stone  has  been  most  vast, 
as  is  plainly  seen  by  the  interesting  photographs 
of  the  innumerable  variety  of  calculi  observed  by 
Young  at  this  Clinic.  The  use  of  the  opaque 
catheter  and  shadow-casting  media,  in  localizing 
stone,  is  demonstrated  in  a long  list  of  roentgen- 
ograms. 

Tumors  of  the  urogenital  tract  have,  up  until 
recently,  been  missed  in  too  many  instances  of 
hematuria  of  so-called  idiopathic  type.  The  uro- 
grams Waters  shows,  especially  those  in  which 
tumors  of  the  renal  pelvis  was  demonstrated,  are 
most  convincing.  Cystograms,  where  one  suspects 
bladder  tumor  or  prostatic  new-growth  or  diver- 
ticular, furnish  most  valuable  information.  This 
is  particularly  true  in  those  instances  where,  for 
one  reason  or  other,  cystoscopy  proves  impractical. 
There  is  an  index  to  the  text  at  the  end  of  the 
book  which  makes  it  easy  for  one  to  quickly 
locate  the  subject  in  which  he  is  interested  and 
thereby  compare  case-histories  and  urograms  with 
his  own  cases  under  investigation.  This  work 
fills  a place  long  vacant  among  the  list  of  books' 
necessary  for  the  intelligent  practice  of  urology. 

H.  W.  E.  Walther,  M.  D. 


Modem  X-Ray  Technic:  By  Ed.  C.  Jerman.  Saint 
Paul,  Bruce  Publishing  Co.,  1928.  pp.  260. 

The  author  of  this  book  is  well  known  to  the 
American  radiologists.  He  has  contributed  from 
time  to  time  interesting  and  instructive  articles 
on  x-ray  technic.  His  great  experience  as  an  x- 
ray  technician  gives  his  book  instant  approval 
and  it  will  be  of  valuable  service,  not  alone  to  the 
beginner  in  roentgenology  but  also  to  those  of 
more  experience. 

There  are  twenty-one  chapters,  and  248  pages 
in  this  book,  along  with  many  interesting  and 
beautiful  illustrations.  The  author  gives  a clear 
explanation  of  the  most  modern  methods  employed 
in  producing  accurate  and  beautiful  roentgen- 
ograms. 

Leon  J.  Menville,  M.  D. 


Aspects  of  Age,  Life  and  Disease:  By  Sir 

Humphry  Rolleston,  Bart.,  K.  C.  B.,  M.  D., 
Hon.  D.iSc.,  D.  C.  L.  LL.D.  New  York,  The 
Macmillan  Co.,  1929.  pp.  304. 

This  volume  of  papers  dealing  on  subjects  allied 
to  medicine  is  worthy  of  note  by  all  physicians. 
The  material  and  the  mode  of  treatment  reflects 
the  literary  skill  and  the  extensive  knowledge  and 
reading  of  the  author. 


I.  L.  Robbins,  M.  D. 
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The  Normal  and  Pathological  Physiology  of  Bone: 
Its  Problems:  By  R.  Leriche  and  A.  Policard. 
Authorized  English  translation  by  Sherwood 
Moore,  M.  D.,  and  J.  Albert  Key,  M.  D.  St. 
Louis,  C.  V.  Mosby  Company.  1928.  pp.  236. 

The  book  is  the  result  of  ten  year  collaboration 
by  the  authors.  The  problem  of  osteogenesis  has 
passed  through  many  phases.  It  has  been  his- 
tological and  surgical.  It  is  now  the  turn 
of  the  chemists  and  physicists.  When  they  have 
solved  certain  pending  questions,  it  will  be 
possible  to  resume  with  profit  the  studies  of  the 
past.  We  can  then  progress,  and,  perhaps,  have 
bone  formed  at  will,  accelerate  the  union  of 
fractures,  and  prevent  the  pathological  and 
physiological  rarefactions  of  bone.  The  trans- 
lators believe  that  the  work  should  prove  useful 
to  the  orthopedic  surgeon,  the  general  surgeon, 
the  orthodontist,  and  above  all,  the  radiologist. 
Of  particular  interest  are  the  chapters  on  the 
Repair  of  Fractures,  on  Transplantations  and  on 
Heterotopic  Ossifications. 

Henry  Laurens,  Ph.  D. 


Angina  Pectoris:  By  Harlow  Brooks,  M.  D.  New 
York,  Harper  & Brothers.  1929.  pp.  164. 

A very  splendid  treatise  on  an  extremely  im- 
portant disease  by  one  of  the  best  known  author- 
ities in  the  country.  It  can  be  read  with  trem- 
endous profit  by  the  physician  whether  interested 
primarily  in  cardiology,  or  concerned  with  some 
other  branch  of  medicine. 

J.  H.  Musser,  M.  D. 


Partnerships,  Combinations,  and  Antagonisms  in 
Disease:  By  Edward  C.  B.  Ibotson  (Lond.), 
B.  S.  Philadelphia,  F.  A.  Davis  Company. 
1929.  pp.  348. 

This  volume  is  not  a presentation  of  original 
work  done  by  the  author.  The  observations  have 
been  drawn  from  the  work  of  a wide  field  of  in- 
vestigators in  England,  Europe  and  the  United 
States  and  to  these  the  author  has  contributed 
liberally  from  his  own  wide  experience.  It  is  not 
an  attempt  to  present  disease  from  the  standpoint 
of  symptoms,  signs  and  treatment,  but  rather  to 
present  the  many  disease  groups  from  the  broader 
aspect  of  their  relationship  and  interrelationship 
one  to  the  other. 

One  of  the  notable  things  of  this  volume  is  the 
swing  of  the  pendulum  backwards  to  the  old 
theories  of  the  Diatheses.  This  will  be  observed 
in  the  heading  of  several  chapters:  Relations  of 

Diatheses,  Relations  of  Tuberculosis  and  Dia- 
theses. 

The  author  has  goine  to  great  length  to  set 
forth  the  many  factors  which  may  influence,  for 


good  or  bad,  the  tendencies  of  the  various  disease 
groups.  For  example,  under  the  general  heading 
Tuberculosis  we  find  such  sub-groups;  Tuber- 
culosis and  Cancer,  Tuberculosis  and  Syphilis, 
Syphilitic  Phthisis  Overlooked,  Syphilitic  Soil, 
etc.  The  reviewer  has  enjoyed  the  opportunity 
reading  this  volume  and  feels  that  he  has  been 
much  benefitted  thereby.  The  subject  matter  is 
of  much  interest,  instructively  presented  and 
quite  up  to  date. 

J.  Holmes  Smith,  Jr.,  M.  D. 


I mperative  Traumatic  Surgery,  With  Special' 
Rerference  to  After-Care  and  Prognosis:  By 
C.  R.  G.  Forrester,  M.  D.,  F.  A.  C.  S.  New 
York.  Paul  B.  Hoeber,  Inc.  1929.  pp.  464. 

The  entire  book  is  a presentation  of  the  author’s 
personal  experiences  and  as  such  gives  only  the 
methods  which  have  been  successful  in  his  hands. 

Emphasis  is  placed  upon  the  immediate  treat- 
ment, prognosis  and  after  care  of  traumatic  con- 
ditions. The  responsibility  of  the  surgeon  both 
to  the  injured  and  the  company  is  discussed  at 
length.  The  necessity  for  the  more  frequent  use 
of  the  roentgen-ray  as  an  adjunct  in  traumatic 
surgery  is  briefly  but  clearly  discussed.  The  chap- 
ter on  Injuries  to  the  Head  is  rather  inadequate. 
Too  much  stress  is  placed  on  the  now  obsolete  clas- 
sification of  head  injuries  with  reference  to  the 
location  and  type  of  fracture  of  the  skull  and  the 
use  of  hypertonic  saline  solution  in  perference  to 
glucose  solution  to  reduce  intra-cranial  tension; 
the  former  on  account  of  its  toxicity  should  be 
mentioned  only  to  be  condemned.  The  chapter  on 
Peripherial  Nerve  Injuries  is  direct,  clear  and 
brief,  including  at  the  same  time  the  important 
points  relating  to  the  diagnosis,  prognosis  and 
treatment.  Another  noteworthy  feature  is  that 
the  operative  treatment  of  fractures  is  recom- 
mended only  when  all  other  methods  have  failed. 

As  this  book  deals  entirely  with  the  personal 
experiences  of  the  author,  it  cannot  be  classed  as 
a complete  and  standard  text  on  traumatic  sur- 
gery; in  this  respect,  it  can  only  be  of  limited 
value  to  the  surgeon  doing  this  particular  work. 

Paul  G.  Lacroix,  M.  D. 


The  Writing  of  Medical  Papers:  By  Maud  H. 
Mellish-Wilson.  Philadelphia,  W.  B.  Saund- 
ers Company.  1929.  3rd  Edition,  pp.  184. 

A small  book  that  should  be  on  the  desk  of  every 
medical  man  who  does  any  writing  whatsoever. 
Filled  with  helpful  suggestions  as  to  arrange- 
ments of  manuscripts,  carrying  rules  of  punctua- 
tion, grammatical  notes  as  well  as  standard  ab- 
breviations for  preparation  of  bibliographies,  the 
book  should  be  of  inestimable  value  to  the 
prospective  author. 

J.  H.  Musser,  M.  D. 
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An  Ouline  of  Gynecology  for  Students:  By  C.  Jeff 
Miller,  M.  D.,  F.  A.  C.  S.  New  Orleans, 
Privately  printed.  1928.  pp.  271. 

As  stated  by  the  author,  this  work  of  271  pages 
is  written  solely  for  the  purpose  of  affording  a 
convenient  manual  for  the  use  of  students.  Na- 
turally, only  the  essentials  of  the  subject  are 
covered,  controversial  topics  being  eliminated. 
Descriptions  of  operations,  as  well  as  illustrations, 
are  likewise  eliminated,  the  student  being  referred 
to  the  standard  textbooks  for  these  details. 

The  various  gynecological  conditions  are  thor- 
oughly yet  concisely  discussed,  and  the  presenta- 
tion is  particularly  valuable  and  authoritative  be- 
cause of  the  author’s  wide  experience  and  mature 
judgment.  A wise  conservatism  is  the  dominant 
note,  yet  radical  measures  are  advocated  in  situa- 
tions demanding  their  employment. 

The  book  is  well  written  and  hence  is  thoroughly 
“readable”,  and  will  serve  a useful  purpose  in 
the  field  for  which  it  is  designed.  It  merits  more 
than  merely  local  circulation. 

E.  L.  King,  M.  D. 

Pathology  for  Students  and  Practitioners:  By  Ed- 
ward Kaufmann,  M.  D.,  tr.  by  Stabley  P. 
Reimann.  Philadelphia.  P.  Blakiston’s  Son 
& Co.  1929.  3v. 

This  monumental  work  on  Pathology,  in  three 
volumes  will  be  most  welcome  to  the  pathologist 
and  all  students  of  medicine.  The  author  has 
interwoven  embryology,  anatomy,  physiology, 
patthologic  physiology,  pathologic  anatomy,  and 
appropriate  clinical  features  into  an  harmonious 
whole.  There  are  twelve  groupings  under  which 
diseases  are  discussed  in  gratifying  detail,  as 
digestive,  respiratory,  etc. 

A complete  index  accompanies  each  volume  and 
the  third  volume  contains  224  pages  of  bibli- 
ography. The  very  numerous  illustrations,  ap- 
pearing on  almost  every  page,  obviously  add 
greatly  to  the  work.  Few  details  are  shown  by 
actual  bigh  magnificative  photo-micrographs,  but 
the  author  more  than  makes  up  for  this  by  the 
many  informative  sketches,  diagrams  and  full 
legends  which  serve  to  convey  ample  knowledge 
of  the  subjects  pictured. 

The  aim  of  both  the  author  and  translator  is 
to  make  this  work  something  more  than  a discus- 
sion of  dead  tissue,  and  in  this  they  have  suc- 
ceeded. Professor  Reimann,  deserves  great  praise 
and  thanks  for  his  translation  and  for  his  own 


contributions  to  the  subject  matter  embodied  in 
his  supplementary  remarks. 

The  reviewer  feels  that  this  is  a vast  mine  of 
information  which  will  be  consulted  and  ap- 
preciated by  many. 

S.  J.  Lewis,  M.  D. 
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